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Maternal  Mortality* 

Pierce  Rucker,  M.D.,  Richmond,  Virginia 


Sources  or  Error  in  Comparative  Statistics 

MY  SUBJECT,  I  fear,  is  threadbare;  never- 
theless it  is  an  important  one,  not  only 
to  those  of  us  specially  interested  in  ob- 
stetrics, but  to  all  doctors  including  health  officers, 
to  economists,  and  to  the  public  in  general.  We 
are  told  that  the  United  States  ranks  second  among 
civilized  nations  in  its  maternal  mortality.  The 
holder  of  the  doubtful  honor  of  first  rank  varies, 
sometimes  Chile  and  now  Scotland,  but  nothing 
seems  to  disturb  our  place  as  second  worst.  One 
must  accept  such  comparisons  with  a  certain 
amount  of  caution,  for  there  is  a  tremendous  dif- 
ference in  methods  of  classification  in  the  different 
countries.  Tandy1  attempted  to  evaluate  this  dif- 
ference by  sending  transcripts  of  some  1,700  death 
certificates  of  the  year  1927  to  16  foreign  countries 
for  classification.  From  an  analysis  of  the  replies, 
she  worked  out  the  variations  for  the  year  192  7, 
and  in  some  cases  it  amounted  to  as  much  as  16 
per  cent.  She  thinks  this  applies  to  other  years  as 
well.  In  only  one  country,  namely,  Denmark, 
would  the  rate  for  the  United  States  have  been 
higher,  had  the  rules  of  classification  of  the  for- 
eign countries  been  used  in  the  United  States.  In 
this  connection,  Dr.  James  Young,2  who  was  a 
member  of  the  Commission  of  the  British  Minis- 
try of  Health  to  study  the  obstetric  conditions  in 
Holland,  Denmark  and  Sweden,  makes  the  sur- 
prising statement  that  in  Denmark  eclampsia  was 
not  classed  as  a  puerperal  condition  but  with  con- 
vulsions at  all  ages  and  in  both  sexes.  An  analysis 
of  the  official  method  of  allocation  in  Sweden  re- 
duced the  puerperal  death  rate  by  about  50  per 
cent,  as  compared  with  the  system  obtaining  in  Eng- 
land and  Wales. 

Another  factor  that  vitiates  the  statistical  value 
of  maternal  mortality  rates  is  the  method  of  com- 
putation. The  usual  way  is  to  compare  the  deaths 
per  1,000  live  births.  Howard,3  a  number  of  years 
ago,  discussed  the  inherent  difficulties  of  devising 
a  rate  that  would  show  the  real  risk  of  havine  a 
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baby.  His  conclusion  was  that  while  figures  com- 
piled by  the  method  in  use  did  not  represent  the 
true  risk,  yet  the  number  of  twins  in  a  measure 
offset  the  number  of  unreported  births  and  the 
term,  still  birth,  varied  so  much  that  it  could  not 
be  used,  so  that  the  death  rate  per  thousand  live 
births  was  as  near  to  the  truth  as  one  could  get. 
That  was  a  number  of  years  ago.  Since  then  a 
rising  abortion  rate  and  a  falling  birth  rate  has 
made  this  method  still  more  inaccurate,  just  how 
much  so  no  one  seems  to  know. 

Finally,  I  do  not  believe  enough  importance  has 
been  given  the  inaccuracy  of  registration  of  births. 
That  we  are  lax  in  this  respect  is  well  known.  In 
Europe,  where  one  can  not  change  his  boarding 
house  without  making  a  report  to  the  police,  re- 
porting a  birth  has  become  second  nature.  The 
matter  of  leaving  out  a  few  births  has  a  greater 
effect  upon  the  calculated  mortality  than  one  would 
think.  For  instance  a  rate  of  56  per  10,000  re- 
ported births  becomes  53  per  10,000  live  births,  if 
5  per  cent.,  which  is  a  low  estimate,  are  not  re- 
ported. We  should  be  careful,  therefore,  to  report 
all  births,  for  by  so  doing  we  will  help  to  lower  the 
apparent  maternal  mortality  rate  in  our  various 
communities. 

Everything  Considered  the  Rate  is  too  High 

It  would  seem,  therefore,  that  in  case  of  mater- 
nal mortality,  comparisons  are  not  only  odious,  but 
unreliable.  However,  there  have  been  in  the  last 
few  years  careful  studies  of  maternal  deaths.4  Two 
reports  of  the  British  Ministry  of  Health  deal  with 
5,805  deaths.  The  report  of  the  Department  of 
Health  for  Scotland  is  based  on  an  investigation 
of  2,527.  In  this  country  the  reports  of  the  New 
York  Academy  of  Medicine,  of  the  Philadelphia 
County  Medical  Society,  and  of  the  Children's  Bu- 
reau on  the  Maternal  Mortality  in  15  States  are 
based  on  an  aggregate  of  10,295  maternal  deaths. 
These  six  reports  and  several  others  of  quite  recent 
date21  are  in  agreement  in  their  conclusions  that 
from  46  to  65  per  cent,  of  the  deaths  investigated 
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were  due  to  errors  of  judgment  or  of  negligence, 
and  were  preventable. 

What  to  Do 

If  SO  per  cent,  of  the  16,000  maternal  deaths 
each  year  in  the  United  States  are  preventable, 
what  are  we  going  to  do  about  it?  The  Committee 
of  the  Xew  York  Academy  of  Medicine5  recom- 
mends education  both  of  the  lay  public  and  of  the 
medical  profession.  Stander0  says  that  maternal 
mortality  can  be  reduced  by  allowing  more  time 
for  the  teaching  of  obstetrics  in  medical  schools, 
by  post-graduate  teaching,  by  better  hospital  train- 
ing, and  by  providing  adequate  welfare  clinics  and 
hospital  facilities  for  maternity  patients.  Math- 
ews,7 Holden,s  Mendenhall"  and  Kosmak10  stress 
the  importance  of  better  medical  education;  Kos- 
mak adds  also,  of  the  midwives.  DeNormandie11 
urges  the  importance  of  prenatal  care.  Browne12 
thinks  that  antepartum  care  is  somewhat  of  a  de- 
lusion; that  what  is  gained  by  the  reduction  of 
toxemias  is  lost  by  the  increased  operative  inter- 
ference. Davis13  thinks  that  the  high  maternal 
mortality  rate  is  due  to  a  combination  of  deficient 
undergraduate  instruction,  the  rapid  increase  in 
abortions,  and  the  poor  remuneration  for  obstetric 
work.  Litzenberg14  has  written  on  the  falling  birth 
rate.  Adair,1"'  discussing  falling  birth  rate  and  the 
rising  abortion  rate,  estimates  that  there  are  750,- 
000  to  1,000,000  abortions  each  year  in  the  United 
States.  Maternal  mortality  and  morbidity  are 
higher  among  women  of  lower  parity,  which  is  to 
say  that  the  risk  is  greatest  in  first  pregnancies. 
Even  before  these  special  reports  upon  maternal 
mortality,  the  inadequacy  of  obstetric  teaching  was 
recognized.  It  was  the  subject  of  my  chairman's 
address10  at  the  meeting  of  the  Southern  Medical 
Association  in  1927.  The  late  Dr.  Polak17  treated 
of  it  in  his  presidential  address  before  the  Amer- 
ican Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons  the  same  year.  It  was 
the  subject  of  Palmer  Findley'sls  presidential  ad- 
dress the  following  year  and  of  a  well  considered 
report10  of  the  Committee  on  Prenatal  and  Ma- 
ternal Care  of  the  White  House  Conference  on 
Child  Health  and  Protection. 

It  is  interesting  to  note  that  one  agency  that  is 
beginning  to  have  considerable  influence  in  better- 
ing obstetric  teaching  had  its  beginning  in  our 
neighboring  State  of  North  Carolina.  When  the 
American  Association  of  Obstetricians,  Gynecolo- 
gists and  Abdominal  Surgeons  met  in  Asheville, 
the  following  resolution  was  adopted:20 

"Be  It  Resolved,  That  the  President  be  authorized  to 
appoint  a  committee  of  five  to  consider  ways  and  means 
for  the  organization  of  an  American  Board  of  Obstetricians 
and  Gynecologists,  who  shall  issue  certificates,  after  due 
inquiry   and   examination,   to   those   physicians   who    have 


qualified  themselves  for  this  special  field  of  practice,  and 
"Be  It  Resolved,  That  a  communication  be  sent  to  the 
American  Gynecological  Society  suggesting  the  appointment 
of  a  similar  committee  to  co-operate  and  act  jointly  with 
the  committee  representing  the  American  Association  of 
Obstetricians,  Gynecologists  and  Abdominal  Surgeons." 

The  outcome  of  that  resolution  is  the  American 
Board  of  Obstetrics  and  Gynecology. 

We,  as  practicing  physicians,  approve  of  the  va- 
rious suggestions  that  have  been  made  and  are  will- 
ing, I  imagine,  to  lend  them  our  moral  support. 
However,  our  problem  is  an  individual  one.  What 
are  we  going  to  do  about  these  8,000  deaths  each 
year  that  are  due  to  errors  of  judgment  or  to  neg- 
ligence, some  of  which  may  confront  each  and 
every  one  of  us  at  any  time?  That  we  are  begin- 
ning to  face  our  responsibility  I  think  is  shown  by 
the  trend  of  the  maternal  mortality  rates.  Those 
for  Virginia  are  as  follows: 
Year 

1929  7.0  per  1,000  live  births 

1930  7.2 
1031  7.6 

1932  7.2 

1933  6.2 

1934  6.4 

1935  S.6 

An  analysis  of  the  deaths  shows  that  septicemia, 
toxemia  and  hemorrhage  account  for  the  great  ma- 
jority. Of  the  290  deaths  in  Virginia  in  1935,  64 
followed  abortions;  of  the  113  deaths  due  to  sep- 
ticemia, 47  followed  septic  abortions;  the  toxemias 
caused  74,  and  hemorrhage  35  deaths.  In  Quig- 
ley's21  report  Maternal  Mortality  in  Monroe  Coun- 
ty: A  Three-Year  Report  1933  to  1935  Inclusive: 
20  per  cent,  of  the  79  deaths  were  due  to  septic 
abortion,  17.7  per  cent,  to  puerperal  septicemia, 
15.1  per  cent,  to  hemorrhage  and  10.1  per  cent,  to 
albuminuria  and  eclampsia.  It  might  be  well  to 
discuss  these  major  causes  of  maternal  death  in 
some  detail. 

Abortion 

In  a  study  of  Maternal  Mortality  in  Fiftet  n 
States4  it  is  stated  that  25  per  cent,  of  the  maternal 
deaths  followed  abortions;  of  these,  32  per  cent, 
were  spontaneous,  12  per  cent,  therapeutic,  44  per 
cent,  induced,  12  per  cent,  not  stated.  All  reports 
emphasize  the  increasing  abortion  menace.  In  the 
Rochester  report21  septic  abortion  was  the  leading 
cause  of  maternal  death.  In  1927-28  the  abortion 
deaths  in  Virginia  constituted  19  per  cent,  of  the 
total  maternal  deaths.  In  1935  they  had  risen  to 
22  per  cent.  It  is  doubtful  if  physicians  can  di 
anything  directly  to  greatly  reduce  the  number  of 
abortions.  More  freuently  than  not  we  are  con- 
sulted afterwards  and  not  beforehand.  We  should, 
however,  keep  constantly  before  ourselves  and  the 
public  the  risk  of  an  abortion.    These  figures  speak 
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eloquently  of  the  risk.  It  is  well  known  that  a  uterus 
in  the  first  38  weeks  of  pregnancy  reacts  poorly  to 
stimuli,  and  that  its  cervix  is  hard  to  dilate.  His- 
tologically it  has  fewer  plasma  cells.  The  risk  both 
of  hemorrhage  and  of  infection  should  therefore  be 
greater,  and  that  is  just  what  we  find  clinically  in 
abortions. 

From  the  physician's  standpoint  abortion  may 
be  classified  as  threatened,  inevitable,  incomplete 
and  therapeutic.  Threatened  abortion  should  be 
treated  by  rest  in  bed.  The  bleeding  is  best  treat- 
ed by  some  form  of  calcium  therapy,  such  as  20 
grains  of  calcium  lactate  by  mouth  every  four 
hours.  The  contractions  of  the  uterus  can  usually 
be  controlled  by  hormone  treatment.  For  some 
years  I  have  employed  small  doses  of  adrenalin,  5 
or  6  minims  of  a  1-1000  solution,  intramuscularly. 
More  recently  Falls22  has  reported  excellent  results 
with  progestin. 

If  the  abortion  is  inevitable,  the  method  of  treat- 
ment depends  upon  the  amount  of  bleeding.  When 
there  is  a  free  discharge  of  bright  red  blood  the 
uterus  should  be  emptied  by  the  most  appropriate 
method.  In  the  first  three  months  a  curettement 
had  best  be  done.  Evipal  anesthesia  is  ideal  in 
these  cases.  If  the  pregnancy  is  of  three  or  more 
months  duration  the  uterus  had  best  be  packed 
with  sterile  gauze,  and  the  uterine  contractions 
stimulated  with  quinine,  or  small  doses  of  pitui- 
trin.  If  the  patient  has  a  little  brownish  discharge 
with  occasional  fluxes  of  bright  blood  for  days,  in 
spite  of  rest  in  bed  and  the  treatment  for  threat- 
ened abortion,  the  question  comes  up  whether  the 
fetus  is  alive  or  dead.  Unfortunately  this  is  hard 
to  determine  with  certainty.  A  negative  Friedman 
test  is  good  evidence  that  the  fetus  is  dead,  but  a 
positive  test  does  not  help  us.  I  have  carried  such 
patients  to  term  and  delivered  them  of  live  babies. 
One  such  patient  had  twins.  Usually,  however, 
such  patients  had  best  be  aborted,  especially  if 
there  is  definite  anemia. 

In  the  treatment  of  incomplete  abortion,  opinion 
at  present  is  sharply  divided  between  prompt  emp- 
tying of  the  uterus  and  expectant  treatment.  In 
either  case  hemorrhage  must  be  controlled,  either 
by  packing  the  uterus  or  by  cleaning  it  out  with 
sponge  forceps  or  a  dull  curette.  In  the  absence 
of  hemorrhage  one  should  weigh  the  dangers  of 
stirring  up  a  virulent  infection  or  of  perforating 
the  uterus,  against  the  chance  of  a  somewhat  longer 
convalescence.  In  other  words  if  you  are  not  deal- 
ing with  a  uterus  infected  with  the  streptococcus 
and  if  you  do  not  perforate  the  uterus  your  patient 
will  be  out  of  the  hospital  a  few  days  sooner  if 
you  clean  out  the  uterus  than  if  you  treat  her  ex- 
pectantly with  quinine.    It  must  be  borne  in  mind 


in  this  connection  that  the  softened  uterus  is  very 
easily  punctured.  I  once  saw  the  late  Dr.  Markoe 
rupture  such  an  uterus  with  a  dull  currette  at  least 
three-fourths  of  an  inch  broad. 

I  shall  not  go  into  the  various  indications  for 
therapeutic  abortion  except  to  say  that  the  trend  is 
away  from  abortion  for  relief  of  hyperemesis  grav- 
idarum, and  in  tuberculosis  when  the  patient  can 
be  properly  treated.  On  the  other  hand  toxemia 
and  kidney  disease  are  rightly  regarded  as  indica- 
tions for  more  prompt  abortion.  A  patient  with 
severe  heart  disease  especially  if  she  has  had  spells 
of  broken  compensation  should  have  an  abortion  if 
she  is  seen  before  the  third  month.  If  she  has 
passed  the  third  month,  abortion  carries  more  risk 
for  the  mother  than  a  well-managed  full-term  de- 
livery. The  Philadelphia14  report  cites  many 
deaths  illustrating  the  mishandling  of  cases  of 
abortion.  The  most  frequent  criticism  is  that  the 
uterus  was  invaded  many  times.  It  is  well  known 
that  the  uterine  cavity  can  be  invaded  once  with 
comparative  impunity,  but  a  second  invasion,  even 
with  the  best  aseptic  technic,  is  very  apt  to  cause 
infection. 

Infection 

Just  as  post-abortion  deaths  are  indications  of 
the  recklessness  of  society  as  a  whole,  post-partum 
infection  is  a  reflection  upon  the  doctor  or  midwife 
or  other  attendant  who  is  in  charge  of  the  delivery. 
I  am  mindful  that  there  are  cases  of  autogenous 
infection,  but  they  constitute  only  a  small  minor- 
ity. The  great  majority  can  be  prevented  by  sur- 
gical cleanliness  and  the  exercise  of  good  judgment. 
I  need  not  tell  this  audience  that  the  pubic  hair 
should  be  clipped  or  shaven,  and  that  the  vulva, 
the  inner  surface  of  the  thighs  and  the  lower  part 
of  the  abdomen  should  be  scrubbed  with  soap  and 
water  and  an  efficient  antiseptic  solution  before 
each  and  every  vaginal  examination.  Possibly  the 
danger  of  droplet  or  spray  contamination  of  your 
gloves  and  instruments,  or  the  vulva,  needs  some 
emphasis.  The  epidemic  of  puerperal  sepsis  at 
Sloan  several  years  ago  is  thought  to  have  been 
due  to  this  cause,  which  emphasizes  the  import- 
ance of  proper  masks  for  those  in  attendance  upon 
a  case  of  labor.  Some  time  ago  at  a  discussion  of 
puerperal  sepsis  before  the  North  of  England  Ob- 
stetrical Society,  one  author  made  the  point  that 
the  Northerner,  with  his  sharp  explosive  utterance, 
was  a  greater  menace  in  the  labor  room  than  the 
soft-spoken  Southerner.28 

Not  only  must  we  guard  against  introducing  py- 
ogenic germs  from  without,  but  we  must  use  good 
judgment  in  conserving  the  resistance  of  the  pa- 
tient.    Avoidance  of  long,  exhausting  labors  and 
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minimizing  blood  loss  rank  high  in  this  category. 
Conserving  body  fluids  and  the  proper  choice  of  the 
anesthetic  are  matters  of  great  importance.  If  the 
patient  has  an  upper  respiratory  infection  or  in 
times  when  colds  and  influenza  are  epidemic,  in- 
halation anesthesia  is  to  be  avoided  as  much  as 
possible.  Infiltration  of  the  perineum  with  0.5  per 
cent,  novocaine  solution,  provided  a  sufficient 
quantity  be  used,  answers  very  well  for  forceps 
operations,  episiotomies  and  perineal  repairs. 

Attempts  to  build  up  the  patient's  resistance  to 
the  streptococcus  with  vaccines,  immune  sera,  etc., 
have  been  disappointing.  Recently  there  have  been 
encouraging  reports  from  the  use  of  chemothera- 
peutic23  agents.  It  seems  that  Prontosil  and  P- 
aminobenzenesulphonamide  have  specific  action  in 
protecting  mice  against  the  hemolytic  streptococcus. 
Just  how  they  act  has  not  been  determined,  but 
there  is  some  clinical  evidence  that  these  drugs 
have  a  similar  action  in  human  beings. 

Toxemia 

The  foundation  stone  in  the  treatment  of  toxe- 
mia of  pregnancy  is  prenatal  care.  By  the  simple 
procedure  of  weighing  the  pregnant  woman  regu- 
larly, taking  her  blood  pressure  and  examining  her 
urine  for  albumin,  one  is  forewarned  at  a  time 
when  treatment  is  really  efficacious.  The  presence 
of  edema  is  shown  in  the  weight  gain  before  there 
is  pitting  of  the  skin.  When  there  are  any  signs 
of  toxemia,  such  as  edema,  a  rising  blood  pressure 
or  albuminuria,  the  patient  should  be  put  to  bed 
and  her  diet  restricted.  A  milk  diet  answers  this 
indication  admirably.  Daly  and  Armstrong24  re- 
port excellent  results  in  warding  off  grave  toxemia 
with  alkalies  and  calcium  therapy. 

The  patients  that  do  not  yield  to  this  simple 
treatment  are  few.  In  the  face  of  advancing  toxe- 
mia the  uterus  should  be  emptied.  Accumulating 
experience  shows  that  the  longer  the  toxemia  con- 
tinues the  more  certain  it  is  that  the  patient  will 
have  permanent  damage  to  her  kidneys.  Some  au- 
thorities advise  hysterotomy.  Except  in  those  cases 
in  which  sterilization  is  advisable,  my  own  prefer- 
ence is  for  a  vaginal  operation.  Before  the  age  of 
viability  I  induce  labor  by  introducing  one  or  two 
large  rubber  catheters  into  the  uterine  cavity.  After 
the  seventh  month  I  prefer  rupturing  the  mem- 
branes. In  either  case  the  uterus  empties  itself 
spontaneously.  The  uterus  of  the  toxic  patient  is 
more  irritable  than  that  of  a  non-toxic  patient,  and 
labor  is  more  readily  induced.  As  an  analgesic, 
morphine  and  hyoscine  is  to  be  preferred  to  sodium 
amytal  or  nembutol  and  hyoscine,  and  I  prefer  a 
local  to  a  general  anesthetic. 

The  severe  toxemias,  eclampsia  and  pre-eclamp- 
sia,  require  somewhat  different  treatment.     These 


women  are  sick  women  and  require  the  best  of 
nursing.  They  can  stand  little  manipulation  and 
mighty  little  anesthesia.  What  they  need  most  of 
all  is  rest.  In  both  eclampsia  and  preeclampsia 
the  natural  impulse  is  to  empty  the  uterus.  That 
should  be  our  last  consideration.  First  treat  your 
patient  and  improve  her  as  an  operative  risk  be- 
fore considering  an  operation.  The  fits  of  course 
should  be  stopped.  This  can  best  be  done  with 
intravenous  injections  of  10  per  cent,  magnesium 
sulphate  in  20  c.c.  doses.  After  the  convulsions 
are  controlled  the  eclamptics  and  the  preeclamptics 
are  treated  alike.  The  treatment,  summed  up,  is: 
rest,  adequate  digitalis  and  enough  fluids  to  pro- 
mote kidney  activity.  Not  until  the  kidneys  are 
putting  out  a  normal  amount  of  urine  should  the 
question  of  operation  be  entertained. 

Hemorrhage 

In  the  latter  months  of  pregnancy,  hemorrhage 
means  either  placenta  praevia  or  premature  separa- 
tion of  a  normally  implanted  placenta.  In  either, 
case  it  is  a  serious  condition  and  demands  the  best 
care  available.  I  can  not  understand  how  patients 
and  even  some  doctors  can  disregard  such  a  danger 
sign  as  hemorrhage,  and  yet  they  do.  Not  infre- 
quently patients  come  into  the  hospital  with  the 
history  of  two,  three  or  even  four  hemorrhages. 
Just  as  surgeons  have  had  to  educate  the  profes- 
sion not  to  give  purgatives  when  there  is  a  pain  in 
the  belly,  so  obstetricians  must  insist  that  in  pla- 
centa praevia  packing,  or  even  vaginal  or  rectal  ex- 
amination, must  not  be  done  until  you  have  every- 
thing in  readiness  to  stop  the  bleeding,  and/or  to 
deliver  the  patient.  The  vaginal  packs  with  which 
most  patients  are  sent  into  the  hospitals  are  worse 
than  useless.  They  are  more  apt  to  cause  bleeding 
than  to  stop  it,  and  they  tremendously  increase  the 
risk  of  infection.  If  the  patient  is  to  be  sent  to  a 
hospital  it  is  much  better  to  give  her  a  dose  of 
morphine  and  leave  the  vagina  unpacked  and  un- 
examined. The  history  of  a  painless  hemorrhage  is 
enough  to  justify  a  diagnosis. 

When  the  diagnosis  of  placenta  praevia  is  made 
preparations  should  be  made  for  delivery.  The 
only  exception  is  when  the  fetus  is  just  under  the 
age  of  viability  and  the  mother  is  willing  to  run 
the  risk  of  waiting  until  the  baby  reaches  a  viable 
age.  The  first  step  is  to  find  a  donor  in  case  the 
patient  may  need  a  transfusion.  It  has  been  my 
experience  that  if  you  have  an  available  donor  you 
will  not  need  the  blood.  I  have  no  criticism  for 
those  who  prefer  cesarean  section  in  placenta  prae- 
via. My  experience,  however,  with  the  extraovular 
bag  and  version  has  been  better  than  the  best  re- 
ported results  with  section.  If  you  use  a  bag  do 
not  rupture  the  membranes  or  the  placenta,23  but 
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slip  it  just  within  the  cervix,  and  do  not  leave  your 
patient  until  after  you  have  delivered  her.  Use  a 
No.-5  bag  and  have  everything  ready  for  the  de- 
livery when  the  bag  is  emerging  from  the  cervix. 

The  other  form  of  bleeding  in  late  pregnancy, 
ablatio  placentae,  varies  in  seriousness  from  zero 
to  that  of  the  most  serious  condition  that  can  con- 
front the  obstetrician.  Here  too  opinion  is  divided 
between  the  sectionists  and  the  conservatists.  A 
look  at  a  microscopic  section  from  a  uterus  of  the 
severe  type  would  make  one  advocate  not  only  a 
cesarean  section  but  the  removal  of  the  uterus.  It 
is  hard  to  conceive  of  such  muscle  contracting  at 
all.  Yet  the  experience  at  the  Rotunda  Hospital20 
in  Dublin  is  that  they  have  gotten  decidedly  better 
results  since  they  have  stopped  doing  section  in 
these  cases. 

Much  can  be  done  in  the  prophylaxis  of  post- 
partum hemorrhage  by  avoiding  exhausting  labors 
on  the  one  hand  and  operating  through  undilated 
cervices  on  the  other.  One  should  be  expecting  a 
post-partum  hemorrhage  when  the  uterus  is  over- 
distended  with  twins,  hydramnion  or  a  very  large 
baby.  The  hemorrhage  that  comes  from  a  lacer- 
ated cervix  practically  always  folows  an  ill-advised 
operative  delivery,  and  there  is  no  need  of  discuss- 
ing it  with  you  gentlemen.  The  hemorrhage  that 
comes  from  an  atonic  uterus,  may  occur  in  any  of 
our  practices.  Every  doctor  and  every  nurse  who 
waits  upon  puerperae  should  be  proficient  in  sev- 
eral methods  of  controlling  post-partum  hemor- 
rhage. The  method  used  in  Brooklyn27  is  one  of 
the  best.  It  consists  of  lifting  the  fundus  to  the 
upper  part  of  the  abdomen  with  the  hand  on  the 
abdomen.  The  method  requires  no  force,  causes 
no  trauma.  In  addition  to  controlling  the  bleeding 
it  keeps  the  cervix  in  the  upper  part  of  the  vagina 
where  the  chances  for  infection  are  less.  The  Mom- 
burg  belt  is  described  and  pictured  in  most  text- 
books. A  safer  and  just  as  effectual  method  of 
compressing  the  abdominal  aorta  is  pressure  with 
the  hand.  Immediately  after  delivery  when  there 
is  a  diathesis  of  the  recti  muscles  the  aorta  is  easily 
felt  above  the  navel  and  easily  compressed  against 
the  back-bone.  It  should  not  be  necessary  to  in- 
vade the  birth  canal  for  the  immediate  control  of 
post-partum  hemorrhage.  You  may  have  to  pack 
the  uterus  for  recurring  hemorrhage.  The  best 
drug  is  water-soluble  extract  of  ergot.  It  can  be 
given  by  mouth,  intramuscularly  or  per  rectum. 
Strangely  enough  it  takes  effect  more  quickly  when 
given  by  rectum. 

Summary 

Whether  or  not  the  United  States  outranks 
most  civilized  nations  in  maternal  mortality  is  de- 
batable.    There   is   no   doubt    that    manv,    if    not 


most,  maternal  deaths  are  preventable.  For  years 
we  have  had  the  knowledge  necessary  to  do  this, 
if  we  would  only  use  it.  We,  as  physicians,  recog- 
nize the  need  of  education  both  of  the  profession 
and  the  public.  That  every  pregnant  woman  should 
have  adequate  prenatal,  delivery  and  post-natal 
care  is  a  sound  doctrine,  both  economically  and 
medically.  That  part  of  the  problem  that  more 
urgently  confronts  the  doctor  actually  engaged  in 
practice  has  to  do  with  abortions,  septicemia,  toxe- 
mia and  hemorrhage.  In  conclusion  I  wish  to 
stress: 

1.  The  danger  of  invading  the  uterus  repeat- 
edly. 

2.  The  importance  of  surgical  cleanliness  in 
treating  abortions  and  full  term  labors. 

3.  The  importance  of  judgment  as  to  when  to 
interfere  and  when  not  to  interfere. 

4.  The  value  of  prenatal  care  in  detecting  the 
early  signs  of  toxemia. 

5.  That  toxic  patients  are  sick  patients  who 
stand  energetic  treatment  and  anesthesia 
poorly. 

6.  That  hemorrhage  in  pregnancy  is  a  red  flag, 
a  warning  against  temporizing,  and  against 
any  treatment  or  examination  until  you  are 
prepared  to  cope  with  a  serious  hemorrhage. 

7.  The  advantage  of  controlling  post-partum 
hemorrhage  by  external  means,  and  the  ex- 
hibition of  water-soluble  alkaloid  of  ergot. 

References 

1.  Tandy.  E.  C:  Comparability  of  maternal  mortality 
rates  in  the  United  States  and  certain  foreign  coun- 
tries. U.  S.  Dept.  of  Labor,  Children's  Bureau,  Wash- 
ington, 1935. 

2.  Young,  J:  Maternal  mortality  and  maternal  mor- 
tality rates.  Tr.  Am.  A.  Obst.,  Gynec.  &  Abdom. 
Surg.,  48:26,  1935. 

3.  Howard,  W.  T.,  jr.:  Real  risk-rate  of  death  to  moth- 
ers from  causes  connected  with  childbirth.  Am.  J. 
Hygiene,  1:197,1021. 

4.  Final  report  of  departmental  committee  on  maternal 
mortality  and  morbidity,  London,  1932;  maternal 
mortality  in  New  York  City,  Commonwealth  Fund, 
New  York,  1933;  maternal  mortality  in  Philadelphia, 
1931-1933,  Philadelphia,  1«33;  maternal  mortality  in 
15  States,  Washington,  1034.  Douglas,  C.  A.,  and  Mc- 
Kinlay,  P.  L.:  Report  on  maternal  morbidity  and 
mortality  in  Scotland,  Edinburgh,  1935. 

5.  J.  A.  M.  A.,  101;   1836,  1933. 

6.  Stander,  H.  J.:  Maternal  and  fetal  mortality  in 
United  States.    Am.  /.  Surg.,  29:218,  1935. 

7.  Matthews,  H.  B.:  Can  Brooklyn  reduce  her  mater- 
nal morbidity  and  mortality  rates?  M.  Times  &  Long 
Island  M.  J.,  63:147,  1935. 

8.  Holden,  F.  C:  Why  women  die  in  childbirth;  some 
reasons  and  remedies.  Pennsylvania  M.  J.,  38,  157, 
1934. 

9.  Mendenhall,  A.  M.:  Obstetric  mortality.  /.  Indi- 
ana M.  A.,  26:97,  1933. 

10.  Kosmak,  G.  W.:  Obstetrics  as  a  community  prob- 
lem.   South.  M.  J.,  28:231,  1935. 


MATERNAL  MORTALITY— Rucker 


January,  1937 


11.  DeNormandte,  R.  L.:  Prenatal  care  and  its  relation 
to  maternal  and  infant  mortality.  J.  M.  Soc.  New 
Jersey,  31:570,  1934. 

12.  Browne,  F.  J.:  Antenatal  care  and  maternal  mor- 
tality.   Lancet,  2:1,  1932. 

13.  Davis,  J.  E.:  Pathology  of  reproductive  cycle  based 
upon  over  half  million  obstetric  deliveries  in  Detroit. 
Am.  J.  Obst.  &  Gyn.,  27:457,  1934. 

14.  Litzenberg,  J.  C:  Challenge  of  falling  birth  rate. 
Am.  J.  Obst.  &  Gyn.,  27:317,  1934. 

15.  Adair,  F.  L.:  Maternal,  fetal  and  neonatal  morbidity 
and  mortality.    Am.  J.  Obst.  &  Gyn.,  29:384,  1935. 

16.  Rtjcker,  M.  P.:  Clinical  teaching  of  obstetrics.  South- 
M.  J.,  21:44,  1928. 

17.  Polak,  J.  O.:  Presidential  Address.  Am.  J.  Obst.  & 
Gyn.,  15:295,  1928. 

18.  Findlay,  P.:  Teaching  of  obstetrics.  Am.  J.  Obst.  & 
Gyn.,  16:611,  1928. 

19.  Preliminary  Com.  Reports  of  the  White  House  Con- 
ference on  child  health  and  protection,  N.  Y.  The 
Century  Co.,  1930,  pp.  23-27. 

20.  Tr.  Am.  A.  Obst.,  Gyn.  &  Abdom.  Surg.,  40:xllx, 
1927. 

21.  Maternal  Mortality  in  Monroe  County,  1933  to  1935, 
Rochester,  N.  Y. ;  Maternal  Mortality  in  Birmingham 
and  Jefferson  County,  Alabama,  1931-1935;  Report 
on  maternal  mortality  in  seven  Pacific  coast  cities  by 
the  Pacific  Coast  Society  of  Obstetrics  and  Gyne- 
cology. 

22.  Falls,  F.  H.,  Lackner,  J.  E„  and  Krohn,  L.:  Effect 
of  progestin  and  estrogenic  substance  on  human  uter- 
ine contractions;  value  of  progestin  in  treatment  of 
habitual  and  threatened  abortion.  /.  A.  M.  A.,  106: 
7,  1936. 

23.  Colebrook,  L.,  and  Kenny,  M.:  Treatment  of  Hu- 
man puerperal  infections,  and  of  experimental  infec- 
tions in  mice  with  prontosil.  Lancet,  1:1279,  36;  But- 
tle, G.  A.  H.,  Gray,  W.  H.,  and  Stephenson,  Dora: 
Protection  of  mice  against  streptococcal  and  other 
infections  by  P-aminobenzenesulphonamide  and  relat- 
ed substances.    Lancet,  1:1303,  1936. 

24.  Daly,  A.:  Aid  in  treatment  of  toxaemia  of  pregnancy. 
J.  Obst.  &  Gyn.,  Brit.  Emp.,  40:209,1933;  Daly,  A., 
and  Armstrong,  W.  C:  Toxaemia  of  pregnancy 
treated  with  alkalis  and  calcium.  Lancet,  2:1328, 
1932. 

25.  de  Snoo,  K.:  Die  Bedeutung  der  preventiven  Geburt- 
shilfe  fur  Mutter  und  Kind.  Monatscher,  }.  Geburtsh. 
u.  Gynak.,  91:1,  1932. 

26.  Report  of  the  Rotunda  Hospital,  Dublin,  Nov.  1st, 
1932,  to  Oct.  31st,  1933. 

27.  Polak,  J.  O.:  The  Details  of  Postpartum  Care.  Tr. 
Am.  A.  Obst.,  Gyn.  &  Abdom.  Surg.,  39:26,  1926. 

28.  J.  Obst.  &  Gyn.,  Brit.  Emp.,  38:464,  1931. 


The  Perineum  During  Labor 
(W.  W.  Point,  Charleston,  in  W.  Va.  Med.  JI.,  Oct.) 
Dilation,  except  where  almost  complete,  is  work  for  the 
uterus  alone.  To  supplement  such  normal  function  by 
straining  exhausts  the  mother,  is  responsible  for  many  of 
the  resultant  cystoceles  and  rectoceles  as  well  as  causing  at 
least  some  of  the  cervical  lacerations. 

When  the  presenting  part  has  begun  to  show  a  cleansing 
enema  reduces  the  danger  from  fecal  contamination  and 
pressure  on  the  filled  rectum.  Before  there  is  perineal 
bulging,  the  bladder  is  catheterized. 

With  but  few  exceptions,  the  vaginal  outlet  will  not 
permit  the  passage  of  the  average  size  fetal  head  without 


damage  to  the  perineal  floor.  With  a  perineum  of  good 
length  and  head  not  too  large,  with  straight  scissors  an 
incision  is  made  in  the  median  raphe  V2  the  distance  to 
the  anus.  When  the  presenting  part  bulges  the  perineum, 
and  it  is  considered  necessary,  the  incision  can  be  extended. 
If  it  is  realized  that  the  presenting  part  is  larger  than  it 
was  originally  thought  to  be,  the  median  can  then  be  con- 
verted into  a  mesiolateral  by  extending  the  original  straight 
incision  to  the  right  or  left  as  desired,  thus  preserving  the 
sphincter  and  the  rectal  mucous  membrane.  The  median 
type  is  much  easier  to  repair,  the  scar  is  hardly  discernible 
and  the  patient  is  more  comfortable  during  the  healing. 
The  one  advantage  of  the  lateral  type  is  that  the  danger 
of  incurring  a  complete  laceration  is  nothing  and  therefore 
much  safer. 

To  be  recommended  is  the  use  of  forceps  for  actual  de- 
livery. How  often  do  we  see  the  presenting  head  remain 
on  the  perineal  floor  when  all  that  is  needed  is  an  applica- 
tion of  low  (or  perineal)  forceps  with  slight  traction  ex- 
erted. 

In  my  experience,  the  shoulders  more  often  than  the 
head  are  the  cause  of  both  original  lacerations  and  the 
extension  of  an  episiotomy.  Consequently,  they  should  be 
delivered  slowly  and  successively,  the  one  to  be  brought 
through  first  being  that  shoulder,  anterior  or  posterior, 
which  can  be  delivered  the  more  easily.  As  soon  as  the 
cord  has  been  cut  and  the  baby  laid  aside  in  good  condition, 
careful  examination  and  inspection  of  the  genital  tract  is 
made  with  a  speculum  and  complete  exposure. 

When  an  episiotomy  has  been  done,  the  nurse  immedi- 
ately prepares  suture  materials,  needles,  needle  holder, 
thumb  forceps,  scissors  and  sponges.  The  hand,  in  most 
cases,  makes  an  excellent  speculum. 

Cervical  repairs  are  made  at  the  time  of  delivery  only 
if  gross  enough  to  be  easily  distinguished  as  such  and  if 
there  is  danger  of  hemorrhage.  An  inspection  of  the  cervix 
about  the  5th  day  readily  discloses  any  damage  that  should 
be  further  repaired. 

Perineal  repair  should  be  painstakingly  done.  Care  should 
be  exercised  to  replace  all  severed  tissue  in  perfect  apposi- 
tion, to  obliterate  all  wound  spaces,  and  to  obviate  all 
raw  surfaces.  The  vagina  and  damaged  surfaces  are  cleans- 
ed with  lysol  solution,  care  being  taken  to  remove  all 
protuding  amniotic  membranes  and  vernix  caseosa.  An 
abdominal  pack,  moist  with  lysol  solution,  is  then  placed 
deep  in  the  vagina.  The  first  suture  is  placed  deep  in  the 
posterior  angle  of  the  wound  tissue  and  tied,  the  end  being 
left  6  inches  long  and  secured  up  and  out  of  the  way  with 
a  henostat.  A  continuous  suture  is  then  employed  for  the 
full  length  of  the  incision  or  laceration  to  bring  all  tissues 
into  apposition.  The  last  bite  is  subcuticular  at  the  skin 
margins  and  the  suture  is  then  carried  up  and  again  placed 
subcuticular])-.  It  is  then  carried  straight  back  subcuti- 
cularly  to  the  knot  originally  tied  in  the  posterior  lower 
angle  of  the  cut  area  and  tied  to  the  end  which  has  been 
held  by  the  hemostat.  When  the  first  row  of  sutures 
reaches  the  sphincter  a  deep  bite  is  taken,  whether  the 
sphincter  is  exposed  or  not,  for  the  purpose  of  taking  up 
any  slack  and  to  further  dispose  of  any  wound  space  pres- 
ent. The  suture  end  held  by  the  hemostat  may  be  used 
as  a  tractor.  Approximate  only,  thus  avoiding  tension  and 
allowing  for  a  certain  amount  of  tissue  swelling. 

Clips  on  the  perineal  skin  surface  for  a  day  or  two  are  so 
uncomfortable  that  they  are  not  used  except  occasionally 
and  then  only  when  an  extensive  lateral  episiotomy  has 
been  done. 


Most  anything  that  brings  a  girl  at  puberty  to  the  doc- 
tor justifies  investigation  for  imperforate  hymen. 
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Virus   Diseases   of   the   Central   Nervous   System* 

David  C.  Wilson,  M.D.,  University,  Virginia 


WRITING  on  filtrable  viruses  in  the  vol- 
ume recently  published  by  Thomas  for 
Frederick  P.  Gay  and  Associates,  Earl 
B.  McKinley  classifies  these  substances  in  five 
groups  according  to  their  ability  to  form  cell  in- 
clusions, to  transmissibility  and  filtrability.  His 
table  giving  the  diseases  of  man  included  in  each 
group  shows  that  the  virus  of  varicella  has  inclu- 
sion bodies  and  is  transmissible  but  not  filtrable, 
while  herpes  zoster  has  only  cell  inclusion  to  its 
credit.  On  the  other  hand,  the  virus  of  mumps  and 
poliomyelitis  produces  no  inclusion  bodies,  but  is 
filtrable  and  transmissible,  while  he  includes  ence- 


the  virus  diseases  of  the  central  nervous  system  we 
can  expect  from  the  onset  to  deal  with  disorders 
which  vary  tremendously  in  symptoms  and  signs 
and  often  present  a  very  confusing  clinical  picture. 
However,  the  clinical  characteristics  of  the  more 
common  virus  diseases  of  the  central  nervous  sys- 
tem make  them  divisible  into  three  groups 
according  to  the  portion  of  the  brain  cord  prima- 
rily involved.  In  other  words,  the  first  group  char- 
acterized by  cellular  pathology  often  gives  a  very 
similar  clinical  picture.  The  second  gives  a  menin- 
geal reaction  and  the  third  where  focal  softenings 
are  the  most  impressive  finding  involves  the  myelin 


TABLE  NO.  1 

Virus  diseases  with  cell  inclusions  which  are  definitely  proved  transmissible  and  in  which  fil- 
trability of  the  causative  agent  is  established. 
Smallpox 

Varioloid 

Vaccinia 
Rabies 

Herpes  simplex 
Yellow  fever 

Virus  diseases  with  cell  inclusions  which  are  transmissible  but  in  which  filtrability  of  the  caus- 
ative agent  has  not  been  established. 
Varicella 

Virus  diseases  with  cell  inclusions  which  are  not  transmissible  and  filtrability  of  the  causative 
agent  has  not  been  established. 
Herpes  zoster 

Virus  diseases  with  no  cell  inclusions  which  are  transmissible  and  the  filtrability  of  the  caus- 
ative agent  has  been  definitely  established. 
Epidemic  parotitis  (mumps) 
Poliomyelitis 
Common  cold 

Diseases   of   unknown   or   questionable   origin   for   which   specific   agents   have   been    claimed. 
Inclusion  bodies  have  in  certain  instances  been  reported. 
Scarlet  fevei 
Encephalitis 

Epidemic  encephalitis 

Vaccinial  encephalitis 

Australian  X  disease 

Encephalitis  following  measles 

Encephalitis  following  mumps 

Encephalitis  following  varicella 
Epidemic  influenza 
Measles 

German  measles 
Multiple  sclerosis 


phalitis  and  multiple  sclerosis  in  his  fifth  group 
containing  diseases  of  uncertain  or  unknown  origin 
but  in  which  virus  is  suggested  in  some  by  the 
presence  of  inclusion  bodies.  At  the  present  time 
the  inclusion  body  is  considered  the  product  of  the 
virus  and  not  the  virus  itself.  The  varied  nature, 
however,  and  the  changing  characteristics  of  virus 
according  to  host,  to  route  of  entry,  to  temperature 
and  many  other  factors  explain  the  many  varieties 
of  clinical  reaction  found  in  different  or  identical 
infections  of  this  type.    Therefore,  when  studying 

•Presented  to  the  Tri-State  Medical  Association  of  the  Oarolinas  and   Virginia, 
Una,  February  17th  and  18th. 


primarily.  Therefore,  we  can  divide  our  virus  dis- 
eases of  the  central  nervous  system  into  the  cellu- 
lar, the  myelitic  and  meningeal  types. 

TABLE  NO.  2 

Classification  of  Virus  Diseases  of  the  Central  Nervous 

System 
1.     Intracellular 

a.  Obligatory  neurotropic 

1.  Poliomyelitis 

2.  Encephalitis 

3.  Rabies 

4.  Herpes  zoster 


neeting  at  Columbia.    South  Caro- 
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b.  Facultative  neurotropic 

1.  Yellow  fever 

2.  Equine  encephalitis 

3.  Influenza 

2.  Meningeal 

1.  Acute  lymphocytic  (aseptic)  meningitis 

3.  Demyelinating 

1.  Encephalomyelitis 

a.  Primary 

b.  Secondary 

2.  Post-vaccination 

3.  Post  anti-rabies 

4.  Chickenpox,  smallpox,  measles  and  mumps 

5.  Multiple  sclerosis,  neuro-optic  myelitis,  Schilder's 
disease. 

Included  in  the  first  group  are  those  diseases 
which  are  undoubtedly  caused  by  virus  and  about 
which  we  know  most;  that  is — poliomyelitis  and 
lethargic  encephalitis,  as  well  as  other  forms  of 
encephalitis,  herpes  zoster  and  rabies.  In  these 
conditions  the  pathogenic  factor  seems  to  attack 
the  nerve  cell  primarily  and  to  cause  the  changes 
which  produce  all  the  findings  in  these  diseases. 
The  perivascular  infiltration  and  the  isolated  is- 
lands of  lymphocytes  seen  in  encephalitis  are  now 
believed  only  to  be  secondary  signs  of  cellular  de- 
generation and  not  to  indicate  that  an  infection 
has  been  brought  into  the  central  nervous  system 
by  the  blood  stream.2  It  has  long  been  known 
that  rabies  virus  travels  by  means  of  the  nerve 
from  the  periphery  to  the  central  nervous  system 
and  that  its  progress  could  be  stopped  by  severance 
of  the  nervous  connection.  This  is  also  true  for 
poliomyelitis;  this  virus  has  been  injected  into  the 
sciatic  nerve  and  its  progress  followed  to  the 
brain.3 

Besides  these  diseases  mentioned,  in  which  there 
is  a  distinct  affinity  of  the  virus  for  the  cell,  there 
are  other  conditions  in  which  the  virus  may  show 
this  affinity  but  in  which  it  also  has  the  power  to 
live  in  other  tissue,  as  is  seen  in  equine  encephal- 
itis, in  yellow  fever  and  probably  in  influenza.  This 
fact  allows  us  to  divide  the  invisible,  filtrable  sub- 
stances which  have  an  affinity  for  the  cells  of  the 
central  nervous  system  into  the  obligatory  neuro- 
tropic and  the  facultative  neurotropic,  according  to 
whether  they  must  or  whether  they  may  live  in  the 
central  nervous  system. 

In  discussing  the  diseases  which  fall  in  the  ob- 
ligatory neurotropic  group  poliomyelitis  is  the 
most  interesting,  especially  as  recently  w-e  have  had 
a  very  atypical  and  confusing  epidemic  through 
North  Carolina  and  Virginia.  In  retrospect,  we 
can  now  explain  a  good  many  things  which  were 
formerly  confusing,  after  we  consider  the  nature 
of  the  polio  virus.  First,  that  it  must  live  in  the 
nerve  cell;  second,  that  its  action  varies  tremen- 
dously. It  is  now  pretty  well  decided  that  the 
usual  port  of  entry  for  the  virus  is  the  nose;  that 
it  enters  the  olfactory  nerve,  travels  to  the  hypo- 


thalamic region  and  from  there  down  the  long  nerve 
pathways  to  the  anterior  horn  cell  of  the  spinal 
cord  for  which  it  has,  apparently,  a  special  affinity. 
The  involvement  of  the  usual  structures  along  this 
pathway  causes  undoubtedly  the  many  symptoms 
in  the  pre-paralytic  stages,  which  have  been  very 
confusing  but  which  are  so  typical  and  character- 
istic that  they  enable  a  physician  who  has  seen  one 
case  to  recognize  the  others  which  follow.  These 
early  symptoms  have  been  well  classified  by  Faber, 
who  explains  their  occurrence  on  the  pathology  at 
the  time.4  These  symptoms  of  restlessness,  hyper- 
irritability  and  increased  tension  are  those  that 
make  it  so  hard  for  the  doctor  who  has  not  seen 
the  abortive  case  of  polio  to  understand  why  the 
other  physician,  who  has,  can  be  certain  of  the 
diagnosis  of  poliomyelitis  although  there  are  no  cell 
changes  in  the  spinal  fluid  or  signs  of  paralysis. 
Much  criticism  was  made  of  physicians  who  diag- 
nosed abortive  cases  in  Albemarle  County,  Virginia, 
last  summer,  because  their  reasoning  seemed  un- 
sound, yet.  as  we  look  back  on  the  epidemic  and 
find  that  the  abortive  cases  parallel  the  cases  of 
paralysis  in  their  inception,  in  reaching  their  zenith 
and,  finally,  in  their  disappearance,  it  is  necessary 
to  conclude  that  the  same  factor  caused  both  condi- 
tions. 

Again,  if  the  virus  of  this  disease  lives  entirely 
in  the  cell  we  can  conclude  that  no  serum  or  other 
form  of  immune  reaction  which  is  confined  to  the 
blood  stream  would  be  able  to  protect  the  nerve 
cell  from  its  action,  and  that  after  the  disease  has 
started  and  the  virus  is  in  the  cell  very  little  can 
be  done  in  this  manner  to  protect  the  host,  so  all 
immune  therapy  should  be  prophylactic  in  char- 
acter. This  cha-acteristic  of  virus  is  demonstrated 
by  the  fact  that  you  can  inject  vaccinia  virus  lo- 
cally and  immediately  follow  by  anti-serum  without 
any  effect  on  the  action  of  the  virus,  while,  if  the 
anti-serum  is  previously  injected  virus  fails  to  have 
any  effect.3  If  this  takes  place  in  a  very  well  con- 
trolled and  localized  area,  how  little  effect  then  can 
any  anti-serum  have  in  poliomyelitis,  where  the 
serum  must  be  diluted  by  body  fluids  and  has  no 
direct  contact  with  the  infecting  agent.  Our  pres- 
ent hope  then  in  the  treatment  of  polio  is  in  some 
prophylactic  vaccine  or  anti-serum  which  is  not 
dangerous  to  the  host,  and  yet  produces  antibodies 
before  the  nervous  system  is  invaded.  So  far  all 
we  have  is  one  report  that  the  spraying  of  alum  in 
the  nose  of  monkeys  has  prevented  invasion  of  the 
polio  virus.  This,  of  course,  is  not  a  serum  actually, 
but  at  the  present  time  there  are  no  helpful  serums 
available. 

The  study  of  encephalitis  is  much  less  hopeful 
than  that  of  poliomyelitis,  mainly  because  the  caus- 
ative virus  apparently  does  not  grow  in  any  animal 
except  man.    All  we  can  say  at  the  present  time 
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is  that  apparently  there  are  several  viruses  which 
produce  the  picture  called  encephalitis;  and  at 
present  we  are  practically  helpless  in  the  path  of 
this  varying  disease.  Rabies,  because  of  its  long  in- 
cubation period,  has  been  successfully  prevented. 
Perhaps  if  we  could  discover  the  incubation  period 
of  encephalitis  more  might  be  done. 

During  the  St.  Louis  epidemic  a  virus  was  found 
which  had  a  tendency  to  produce  a  lymphocytic 
meningitis  in  monkeys.  Later,  a  similar  disease 
was  described  by  Wallgren6  and  has  since  been 
described  by  many  people  in  this  country.  Re- 
cently Rivers  has  isolated  a  virus  in  this  disease 
in  man  which  is  supposed  to  be  the  E  virus  and 
the  same  as  the  one  first  found  in  St.  Louis.  At 
present  this  condition  is  called  acute  lymphocytic 
meningitis,  but  is  known  by  a  good  many  other 
names,  such  as  acute  benign  meningitis  and  acute 
aseptic  meningitis.  This  disease  seems  to  follow 
or  accompany  a  good  many  other  conditions  and 
to  appear  spontaneously.  Very  recently  it  is  said 
to  have  followed  spinal  anesthesia.8  During  the 
last  year  this  diagnosis  has  been  made  three  times 
at  the  University  Hospital;  one  of  these  cases  be- 
gan soon  after  spinal  anesthesia  was  given  for  an 
appendectomy.  This  patient  has  been  followed  for 
over  a  year  and  the  diagnosis  seems  confirmed, 
although  the  E  virus  has  not  been  separated.  The 
characteristics  of  this  disorder  are  those  of  an  acute 
meningitis  suggesting  acute  tuberculous  meningitis 
— the  spinal  fluid  shows  numerous  lymphocytes  but 
does  not  show  the  decrease  in  sugar  or  chloride 
content  that  is  found  in  the  tuberculous  infection. 
Also,  there  is  an  unusual  amount  of  relief  given 
by  spinal  fluid  drainage.  It  is  thought  by  some 
that  here  we  have  another  characteristic  of  virus; 
that  is,  that  it  may  exist  latent  in  the  central  nerv- 
ous system  only  to  be  activated  by  some  other 
agent.  This  property  is  illustrated  in  experimental 
infection  by  the  virus  of  horse  encephalitis,  which 
apparently  cannot  attack  the  central  nervous  sys- 
tem unless  there  is  another  infection  present. 

In  discussing  the  third  type  of  virus  disorder, 
that  in  which  the  myelin  is  attacked,  we  are  deal- 
ing with  many  uncertainties  and  to  appreciate  the 
possibilities  suggested  are  led  into  the  nebulous 
realm  of  fantasy.  Cases  of  post-vaccination  en- 
cephalitis have  been  reported  for  many  years,  but 
it  was  not  until  an  epidemic  in  Holland  that  great 
attention  was  paid  to  this  disorder.  After  a  certain 
number  of  days  had  elapsed  following  vaccination 
in  young  adults  and  adults  a  disorder  of  the  cen- 
tral nervous  system  occurred  which  was  widespread 
and  has  been  called  an  encephalitis,  or,  better  per- 
haps, an  encephalomyelitis.  This  condition  was 
characterized  pathologically  by  local  areas  of  de- 
myelinization.  The  same  condition  with  similar 
incubation   period   occasionally   occurs   after   anti- 


rabic  vaccination.  It  also  apparently  comes  in  the 
same  way  with  infections,  especially  in  virus  in- 
fections such  as  smallpox,  measles  and  mumps.  In 
these  disorders  it  does  not  seem  to  be  due  to  this 
infecting  organism  but  caused  by  virus  activated 
by  the  infection.  The  condition  is  able  to  occur 
spontaneously  and  has  recently  been  described  fol- 
lowing spinal  anesthesia.  From  none  of  these  dis- 
orders has  a  virus  been  obtained,  yet  the  fact  that 
no  other  infective  organism  can  be  discovered;  the 
fact  that  the  condition  has  such  a  definite  time  of 
appearance;  that  it  has  such  a  similar  pathology 
and  produces  in  the  central  nervous  system  the  re- 
action, or  rather  the  absence  of  reaction,  often 
found  in  other  virus  diseases,  make  it  appear  that 
the  causative  agent  may  be  of  this  character. 

The  neurological  picture  in  acute  encephalo- 
myelitis is  varied.  There  are  anesthesias  and 
paresthesias;  there  are  involvements  of  upper  mo- 
tor neurons  and  lower  motor  neurons  which  change 
from  time  to  time.  It  seems  almost  impossible  to 
think  that  there  is  not  an  infective  agent  present 
and,  yet,  so  far,  this  agent  has  not  been  found. 
The  myelin  change,  with  the  scanty  reaction  of 
the  true  glia  and  the  varying  symptomatology,  very 
often  makes  the  differential  diagnosis  difficult, 
especially  from  those  disorders  of  the  myelin  such 
as  multiple  sclerosis,  Schilder's  disease  and  others 
of  the  so-called  scleroses;  in  fact,  the  differentia- 
tion between  acute  multiple  sclerosis  and  acute  en- 
cephalomyelitis is  practically  impossible  even  at 
the  autopsy  table.  It  is  even  possible  that  here  at 
last  we  have  not  only  the  answer  to  these  diseases 
of  unknown  etiology,  but  that  the  posterolateral 
sclerosis  of  pernicious  anemia  may  have  similar 
cause.  The  findings  in  the  central  nervous  system 
of  pellagrins  also  suggest  that  a  virus  may  be 
active. 

In  summary  then:  first,  we  have  diseases  of  the 
central  nervous  system  which  are  caused  by  viruses 
which  live  in  the  cell  and  present  only  the  clinical 
and  pathological  picture  which  can  be  explained 
by  such  a  localization:  second,  meningeal  reaction 
which  is  known  to  be  caused  by  a  virus:  third,  a 
great  group  of  disorders  characterized  by  a  very 
similar  pathology  and  a  heterogeneous  clinical  pic- 
ture in  which  a  virus  cause  is  suggested. 

As  illustrative  cases  it  is  hardly  worth  while  to 
report  typical  cases  of  abortive  poliomyelitis,  epi- 
demic throughout  this  section  last  summer,  but  I 
do  wish  to  report  two  cases  with  this  diagnosis.  The 
first  suggests  that  a  virus  infection  in  one  child  in 
a  family  produced  poliomyelitis,  while  in  another 
produced  acute  lymphocytic  meningitis. 

Case  1.  A  child  two  years  of  age  was  brought  into  the 
hospital  because  of  vomiting  and  irritability  of  twenty- 
four  hours'  duration.  There  was  no  headache  and  no  pain 
in  abdomen.     (This  child's  brother  a  few  week  previously 
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had  had  an  abortive  case  of  anterior  poliomyelitis.)  On 
admission  examination  showed  definite  rigidity  of  the  neck ; 
lumbar  puncture  disclosed  a  cloudy  spinal  fluid  with  14S0 
cells.  Two  days  later  there  were  347  cells  in  the  fluid. 
The  patient  was  discharged  on  the  fifth  day  apparently 
well.  The  rigidity  of  neck  and  back  had  disappeared  and 
patient  seemed  normal  in  every  way. 

The  second  case  is  given  to  illustrate  the  effect 
of  route  of  entry  on  the  effect  of  the  virus.  Dr. 
Aycock  reported  several  cases  of  bulbar  paralysis 
type  of  polio  following  tonsillectomy.9 

Case  2.  An  eleven-year-old  girl  had  her  tonsils  removed 
July  11th,  1935.  She  got  along  very  well  until  the  22nd, 
when  her  mother  noticed  a  slight  speech  defect  which  grad- 
ually increased.  On  the  24th,  she  had  difficulty  with  breath- 
ing; phlegm  collected  in  her  throat  and  she  could  not  talk 
or  swallow.  On  the  25th  she  began  to  have  chills  and 
'  fever  and  when  she  entered  the  hospital  on  the  26th  she 
had  marked  respiratory  difficulty.  There  was  some  slight 
stiffness  of  the  neck  and  twitching  of  different  parts  of  the 
body;  she  was  very  touchy;  there  seemed  to  be  a  general- 
ized hyperesthesia.  Tracheotomy  was  done,  but  on  July 
27th  the  patient  died.  Spinal  fluid  examination  showed 
sugar  of  111,  cell  count  150,  chloride  of  580. 

These  two  cases  illustrate  the  variability  of  the 
virus  in  different  persons  and  the  fact  that  although 
the  nasal  passage  is  the  usual  route  of  entry,  other 
methods  are  possible,  especially  if  the  resistance  is 
lowered. 

Case  3.  A  woman  twenty-six  years  of  age  entered  the 
hospital  in  November,  1935,  in  a  stupor.  She  had  had  inter- 
mittent headache  since  the  first  of  August  which  had  grad- 
ually become  continuous  and  more  severe.  It  was  found 
that  she  had  papilledema  and  a  spinal  fluid  pressure 
of  700  mm.  of  water.  She  had  544  lymphocytes  in  the 
spinal  fluid  without  any  reduction  in  the  spinal  fluid  chlo- 
rides or  sugar.  She  showed  Babinski  sign  in  the  left  leg 
and  a  positive  Oppenheim  on  the  right.  She  continued  in 
the  hospital  until  January  ISth,  1936.  During  that  time 
she  developed  diplopia  and  bilateral  choked  disc.  Ence- 
phalogram and  ventriculogram  were  done  without  any 
space-consuming  lesion  being  found.  She  finally  left  the 
hospital  and  reported  back  on  February  12th,  at  which 
time  her  discs  were  normal  and  symptoms  had  entirely 
disappeared. 

This  case  is  reported  because  it  illustrates  the 
severity  of  encephalitis  and  the  characteristic  re- 
action in  the  spinal  fluid  of  a  virus  infection.  It  is 
called  encephalitis  because  at  no  time  were  there 
any  signs  of  involvement  of  the  spinal  cord  and 
only  evidence  of  meningeal  involvement  was  in- 
creased cell  count. 

Case  4.  In  September,  1935,  a  white  man  of  twenty-six 
reported  to  the  hospital.  He  had  had  an  appendectomy 
with  spinal  anesthesia  in  December,  1934.  Since  that  time 
at  intervals  he  had  had  attacks  of  severe  headache,  vertigo 
and  stiffness  of  the  neck.  Two  weeks  before  admission 
he  had  a  very  severe  attack,  became  delirious  and  ran 
quite  a  high  temperature.  On  admission  to  the  hospital  he 
showed  signs  of  a  severe  meningitis.  His  spinal  fluid 
showed  193  cells,  all  lymphocytes,  a  colloidal  gold  curve  of 
5555553100;  chloride  was  660  mg.  to  100  ex.  and  there 
were  64  mg.  of  sugar.  This  man  obtained  great  relief  from 
lumbar  puncture  but  soon  his  symptoms  recurred.    He  was 


followed  until  November  2nd  when  he  was  discharged.  At 
that  time  a  spinal  fluid  examination  still  showed  461  lym- 
phocytes. He  was  readmitted  on  December  2nd,  1935.  He 
felt  very  well  but  on  spinal  puncture  his  cell  count  was 
390.  He  was  again  discharged  and  readmitted  January 
18th,  1936,  when  he  was  found  to  have  610  lymphocytes  in 
spinal  fluid.  A  forced  drainage  was  done  and  he  was 
discharged  in  apparently  very  good  condition.  Diagnosis 
was  made  of  acute  lymphocytic  meningitis,  as  he  had  all 
the  findings  so  well  described  by  Viets  and  Watts.10  His 
temperature  was  only  slightly  increased  at  any  time  and 
all  attempts  to  isolate  any  organism  were  of  no  avail. 

Case  5.  On  November  22nd,  1935,  a  student  nurse 
twenty  years  of  age  stated  that  four  days  before  admission 
to  the  hospital  she  had  had  pain  in  the  calf  of  her 
left  leg.  The  day  before  admission  she  had  low  back  pain 
which  was  followed  by  headache  and  pain  in  the  eyes.  At 
the  time  of  admission  she  had  no  fever  and  during  her  stay 
in  the  hospital  there  was  no  rise  in  temperature.  Examina- 
tion at  the  time  of  admission  showed  a  positive  Babinski 
on  the  right  and  a  sustained  ankle  clonus  on  the  left;  an 
area  of  hyperesthesia  over  the  left  chest.  On  November 
25th  there  was  nystagmus  in  all  directions,  deviation  of 
the  tongue  and  some  involvement  of  the  right  side  of  the 
face.  Spinal  fluid  pressure  at  this  time  was  210  mm.  of 
water;  cell  count  showed  14  lymphocytes;  spinal  fluid 
sugar  and  chlorides  were  normal.  She  stayed  in  the  hos- 
pital until  January  23rd,  1936,  and  during  that  time  de- 
veloped a  paralysis  of  the  left  leg  which  cleared  up  and 
was  followed  by  paralysis  of  the  right  leg.  She  also  de- 
veloped loss  of  sensation  in  the  right  arm.  She  had  loss 
of  sphincter  control  and  different  areas  of  anesthesia.  This 
had  practically  disappeared  at  the  time  of  her  discharge 
in  January.  She  was  again  admitted  to  the  hospital  on 
February  2nd.  At  this  time  her  nystagmus  had  returned; 
she  had  diplopia;  paralysis  of  the  face  on  the  right  side; 
paralysis  of  the  left  leg;  bilateral  Babinski  sign.  Spinal 
fluid  at  that  time  showed  22  lymphocytes.  On  February 
4th  forced  spinal  drainage  was  done  and  first  fluid  showed 
14  cells;  second  fluid  two  hours  later  showed  84  cells  and 
at  the  end  of  drainage  showed  360  cells.  At  the  present 
time  she  is  in  the  hospital  and  shows  some  atrophy  as  well 
as  the  anesthesia  and  flaccid  type  of  paralysis  in  the  left 
hand.  Her  diagnosis  here  is  one  of  spontaneous  encephalo- 
myelitis. It  has  many  of  the  characteristics  of  the  fulmi- 
nating type  of  multiple  sclerosis.  So  far  no  infecting  agent 
has  been  found  although  animal  inoculation  has  been  tried. 

Case  6.  On  December  12th,  1934,  a  child  ten  years  of 
age  was  brought  to  the  hospital  because  of  blindness  of 
two  weeks'  duration.  There  was  no  history  of  headache 
or  other  disturbance.  On  examination  she  was  found  to 
have  bilateral  optic  atrophy.  She  could  see  hand  move- 
ments on  the  right  and  barely  see  things  on  the  left.  There 
was  some  haziness  of  the  disc  margins  which  suggested  a 
previous  papillitis.  Spinal  fluid  examination  was  entirely 
negative  except  for  increased  globulin  and  18  cells  to  the 
c.c.  All  other  studies  failed,  except  an  encephalogram,  to 
show  any  abnormality.  The  encephalogram  suggested  some 
atrophy  over  the  parietal  cortex.  On  May  13th,  1935,  the 
patient  was  admitted  again.  On  May  4th  she  began  to 
drag  her  feet  and  the  following  day  she  was  unable  to  use 
her  legs;  she  became  drowsy  and  her  head  was  fixed  to  the 
right;  her  neck  and  back  were  stiff.  Following  this  she 
developed  a  paralysis  of  both  legs  with  bilateral  foot  drop ; 
upper  extremities  were  spastic;  her  temperature  was  nor- 
mal; spinal  fluid  was  normal.  After  a  few  days  she  began 
to  improve  and  was  brought  into  the  University  Hospital. 
At  that  time  she  could  move  nothing  but  her  head  and  left 
arm;  the  left  pupil  was  larger  than  the  right  and  there  was 
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pallor  of  both  discs;  no  reflexes  could  be  found  in  upper 
or  lower  extremities.  Paralysis  on  the  left  seemed  to  be 
distinctly  of  a  lower-neuron  type.  Patient  ran  a  slight 
fever.  Spinal  fluid  showed  sugar  of  59  and  cell  count  of  2. 
The  patient  improved  a  good  deal,  was  able  to  get  up  and 
was  finally  discharged  to  return  February  12th,  1936.  She 
still  has  optic  atrophy,  although  vision  has  improved  on 
the  right.  There  is  an  internal  strabismus  on  the  left; 
there  is  an  intention  tremor  in  the  left  arm;  abdominal 
reflexes  are  absent ;  there  is  a  foot  drop  on  the  left  with 
a  definite  weakness  of  perineal  group  of  muscles.  There  is 
a  bilateral  ankle  conus  with  a  bilateral  Babinski  sign. 

This  case  did  suggest  in  the  beginning  one  of  idiopathic 
optic  atrophy  or  of  neuro-optic  myelitis.  Then,  one  year 
later  we  have  what  seems  to  be  an  attack  of  poliomyelitis, 
or  certainly  an  attack  of  encephalomyelitis.  At  the  present 
any  one  seeing  her  for  the  first  time  would  diagnose  this  as  a 
case  of  multiple  sclerosis  with  the  optic  atrophy  and  nys- 
tagmoid motion,  the  absent  abdominal  reflexes  and 
bilateral  Babinski  sign.  The  only  thing  that  obscures  the 
picture  is  the  foot  drop  which  is  still  maintained  on  the 
left.  It  would  be  very  hard,  however,  for  one  who  has 
followed  this  case  to  feel  that  her  difficulty  were  not  due 
to  infection. 

These  cases  typify  what  we  are  to  expect.  The 
poliomyelitis,  the  encephalitis  and  influenza  epi- 
demics have  spread  virus  infection  far  and  wide,  so 
these  diseases  will  be  frequently  seen.  Also,  while 
it  is  true  that  virus  does  become  fixed  and  follow 
certain  affinities,  yet  it  always  has  the  power  to 
vary  and  produce  bizarre  findings.  We  can  expect 
then  many  peculiar  central  nervous  system  disor- 
ders which  are  difficult  to  classify  and  have  the 
characteristics  at  one  time  of  meningitis,  at  an- 
other of  encephalitis  and  at  still  another  of  myel- 
itis. It  would  appear  that  scientific  study  is  lead- 
ing us  again  into  the  unknown.  Many  exaggera- 
tions will  be  made,  but  we  should  all  look  forward 
with  new  stimulation  as  we  enter  the  virus  age. 
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Discussion 
Dr.  Beverley  R.  Tucker,  Richmond: 

1  have  classed  this  paper  in  my  mind  as  being  one  of 
the  most  scientific  papers  to  which  I  have  had  the  pleasure 
of  listening.  The  society  is  to  be  congratulated  upon  its 
presentation. 


This  is,  of  course,  a  large  field  and  the  paper  has  brought 
out  a  great  many  things,  and  a  great  many  things  will  be 
proved  or  disproved  as  time  goes  on.  What  is  interesting 
to  me  is  that,  in  view  of  the  discussion  yesterday,  we  do 
know  something  about  virus  disease.  I  was  glad  to  hear 
Dr.  Wilson  speak  of  the  possibility  of  this  in  pellagra. 
Just  as  soon  as  we  say  we  have  finished  with  a  disease, 
worked  it  out  entirely  to  the  nth  degree,  feeling  that  no 
more  investigation  needs  to  be  done  in  that  disease,  we 
label  it  and  put  it  on  a  shelf.  There  is  hardly  a  disease, 
in  my  recollection,  in  which  this  has  been  done  by  the 
profession,  but  that  sooner  or  later,  perhaps  not  for  fifty 
years,  the  case  has  been  reopened  and  a  new  conclusion 
reached.  If  this  were  not  true,  there  would  be  little  prog- 
ress in  medicine. 

An  interesting  thing  in  virus  is  these  nucleation  cells, 
which  some  think  they  have  picked  up,  but  which  seem  to 
be  a  product  of  the  virus.  I  think  Dr.  Wilson's  classifica- 
tion of  these  virus  diseases  is  by  far  the  best  I  have  seen. 

In  regard  to  pellagra,  I  believe  that  there  is  a  cellular 
infection,  as  well  as  a  degeneration.  In  regard  to  polio- 
myelitis, when  this  epidemic  occurred,  a  small  epidemic 
that  it  was,  there  were  a  good  many  unusual  types.  At 
first  I  criticised  the  people  who  made  the  diagnosis  or  pos- 
sible diagnosis  before  the  paralysis  took  place.  I  felt  I  was 
justified  in  this  until  I  began  to  look  into  the  thing  a  little 
more  deeply,  and  I  have  now  probably  swung  too  much 
the  other  way.  I  hope  to  get  back  to  an  even  line  after 
a  while.  Now,  there  certainly  are  included  a  few  cases  of 
meningismus  or  what  we  might  call  encephalosis  or  toxic 
condition  of  the  brain.  I  have  had  one  case  of  a  boy  who, 
on  a  hot  night  in  summer,  rode  in  the  rumble  seat  with  a 
red-headed  girl.  Quite  a  cool  breeze  sprung  up.  The  next 
day  he  was  feeling  bad.  The  following  day  he  was  brought 
into  the  Johnston-Willis  Hospital,  and  I  was  sent  for. 
The  condition  was  thought  by  some  to  be  poliomyelitis. 
Examination  of  fluid  obtained  by  lumbar  puncture  was, 
so  far  as  I  could  tell,  entirely  negative.  I  made  every 
examination  I  could.  The  Board  of  Health  found  out 
about  it  in  some  way  and  sent  a  young  man  up  there 
who  argued  that  I  give  him  some  anti-poliomyelitis  serum. 
I  refused  to  do  it  and  fought  it  out  with  him.  In  a  few 
days  this  boy  was  almost  well,  and  in  a  week  was  well 
and  out  of  the  hospital.  What  happened  to  him,  I  think, 
was  congestion  of  the  meninges  and  probably  a  toxic 
condition.  Most  of  these  cases,  I  believe,  are  due  to 
poliomyelitis,  a  virus  disease.  I  believe  that,  as  to  the 
epidemic,  a  great  many  adults  had  poliomyelitis  in  the 
abdominal  (intestinal)  form,  and  either  their  central  nerv- 
ous systems  were  so  resistant  or  the  virus  so  attenuated 
the  brain  and  spinal  cords  were  unaffected. 

This  is  illustrated  by  another  virus  disease,  influenza. 
In  influenza  we  may  have  an  upper  respiratory  infection, 
of  course,  which  is  the  common  thing;  but,  also,  as  re- 
ferred to  yesterday  in  devil's  grippe,  we  have  influenza 
without  any  upper  respiratory  infection.  At  least  eight 
or  nine  years  ago  I  made  the  statement  that  I  thought 
that  we  could  have  terrible  influenza,  amounting  almost 
to  encephalitis,  without  upper  respiratory  infection.  If  we 
can  have  influenza  without  the  upper  respiratory  infection 
we  can  have  influenza  of  the  brain. 

Poliomyelitis  is  a  queer  disease.  It  can  go  into  a  family 
of  eight  or  nine  children  and  pick  out  one  child.  Why 
does  it  pick  out  that  one  child?  Perhaps  that  child  has 
had  some  exposure  that  the  others  have  not  had.  But 
most  probably  that  child  is  very  susceptible  to  the  virus. 
During  this  last  epidemic  there  were  many  cases  of  ab- 
dominal upsets,  especially  in  adults,  and  followed  by  no 
form  of  paralysis  at  all.     I  have  noticed  this  frequently. 
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Indeed,  two  of  my  children  and  myself  and  one  of  the 
servants  had  these  peculiar  abdominal  attacks,  just  like 
those  with  which  poliomyelitis  starts  out  very  frequently. 
None  of  us  had  poliomyelitis.  Now,  it  could  not  have 
been  food,  because  the  attacks  occurred  from  four  to  five 
days  to  two  or  three  weeks  apart.  Then  we  were  all  at 
home  and  all  eating  the  same  food.  It  was  not  exactly 
like  a  food  upset.  I  believe  it  is  perfectly  possible  that 
the  virus  can  enter  the  system  by  the  intestinal  tract  and 
the  intestinal  manifestations  be  most  pronounced.  So  I 
think  these  abortive  cases  do  occur,  and  we  should  not 
laugh  at  them.  The  fact  that  there  is  a  lymphocytosis 
makes  some  of  these  cases  that  Dr.  Wilson  has  talked 
about  here  very  much  like  syphilis  of  the  central  nervous 
system,  and  we  have  to  be  careful  in  making  the  diag- 
nosis. The  fact  that  the  colloidal  gold  curve  is  elevated 
in  the  first  tubes  gives  you  a  picture,  almost,  of  syphilis. 
That  was  Case  IV.  Of  course,  the  negative  Wassermann 
rules  syphilis  out.  I  was  interested  in  the  diagnosis  of 
that  case. 

One  of  the  difficult  things  in  the  diagnosis  of  this  disease 
is  multiple  sclerosis  (disseminated  sclerosis)  and  the  diag- 
nosis of  poliomyelitis.  That  would  seem  quite  easy  to 
make,  but  it  is  not  always.  Dr.  Wilson  saw  a  case  that 
I  had  in  Richmond  on  which  we  made  a  diagnosis  of 
desseminated  sclerosis  and  retrobulbar  neuritis.  Retrobulbar 
neuritis  is  a  very  valuable  sign,  and  may  be  followed  later 
by  optic  atrophy.  Some  workers  say  ninety-eight  per 
cent,  of  desseminated  sclerosis  shows  retrobulbar  neuritis 
to  some  extent.  As  you  know,  we  get  partial  blindness 
or  blurred  vision  or  blindness  for  an  hour  or  two  or  a 
day  or  two  or  a  week  or  two,  previous  to  the  other  signs. 
Now,  in  the  case  that  showed  foot  drop,  I  agree  with 
Dr.  Wilson  in  thinking  that  was  a  case  of  poliomyelitis. 
But  Case  VI,  I  believe,  was  a  disseminated  sclerosis  case. 
We  do  not  know  the  cause  of  disseminated  sclerosis.  Dis- 
seminated sclerosis  may  or  may  not  be  a  virus  infection, 
and  the  activity  of  the  infection  may  have  died  down, 
and  one  result  of  the  infection  remains  when  the  case 
comes  into  our  hands. 

This  whole  field  is  opening  up,  and  it  is  opening  up  not 
only  to  neurologists  but  to  all  the  men  who  see  patients, 
and  it  is  remarkable  how  your  views  change  when  you 
begin  to  see  these  cases  come  in.  You  may  feel  there  is  no 
difficulty  in  the  diagnosis  of  poliomyelitis,  polioencephalitis, 
disseminated  sclerosis  until  you  begin  to  see  these  mild 
cases  in  numbers. 

There  is  another  thing  I  should  like  to  call  attention  to. 
In  doing  frequent  lumbar  punctures,  the  cell  count  has 
puzzled  me  many  times  for  a  good  many  years.  You  will 
get  a  cell  count  from  the  lumbar  puncture,  as  he  did  on 
this  girl,  fourteen  one  time  and  much  more  the  next  time. 
Whether  it  is  just  the  irritation  of  the  puncture,  or  what, 
I  do  not  know.  Dr.  Shield,  who  is  with  me,  made  a  study 
of  disseminated  sclerosis,  and  the  spinal-fluid  cells  varied 
to  such  a  great  extent  that  in  making  that  study  he  con- 
sidered only  the  first  lumbar  puncture — the  cells  after  the 
first  puncture — and  then  the  cells  after  the  case  had  been 
under  treatment  for  some  time.  If  you  pay  too  much 
attention  to  the  cells  after  each  puncture,  in  repeated 
punctures,  you  are  liable  to  be  led  astray. 

I  want  to  thank  Dr.  Wilson  for  his  paper. 

Dr.  James  T.  Wolfe,  Washington,  D.  C: 

Dr.  Wilson  has  included  herpes  zoster  in  the  group  of 
diseases  probably  caused  by  virus  infections  of  the  central 
nervous  •  system.  I  cannot  thoroughly  agree  that  herpes 
might  be  caused  solely  by  infections  of  the  central  nervous 
system,    as    reflex   trophic    disturbances    of   the   skin   must 


evidently  play  a  large  part  in  the  causation  of  zoster.  A 
69-year-old  lady  whom  I  attended  some  years  ago  suffered 
with  a  severe  case  of  herpes  zoster  on  the  right  side  of  the 
abdomen  extending  from  the  front  median  line  to  the 
spine.  This  lesion  was  about  four  and  one-half  inches 
in  width,  rather  uniform,  consisting  of  blisters  and  ulcera- 
tions with  some  slight  scab  formation,  which  lesions  con- 
tinued over  a  period  of  more  than  six  weeks,  causing  burn- 
ing, smarting  and  pain.  Upon  careful  examinations  during 
the  course  of  treatment  I  gave  the  diagnosis  of  chronic 
appendicitis  as  being  the  stimulating  irritant  to  the  cordal 
horns  resulting  in  reflex  trophic  disturbances  in  the  skin. 
The  family  rather  ridiculed  this  idea  and  insisted  that  I 
continue  with  medical  treatment  which  was  wholly  in- 
effectual. Without  warning  she  developed  a  very  acute 
attack  of  appendicitis,  when  I  called  in  Dr.  Wm.  P.  Carr, 
who  concurred  in  my  diagnosis  and  advised  operation.  I 
asked  how  we  could  disinfect  the  area  of  the  lesion  through 
which  the  incision  must  pass,  and  he  replied  that  I  should 
paint  her  abdomen  with  tincture  of  iodine.  Acting  upon 
his  suggestion  I  operated  upon  her  and  found  the  appendix 
stuffed  with  old_  foul  fecal  and  other  infectious  matter. 
Her  surgical  convalescence  was  rapid ;  within  two  days  the 
zoster  lesions  were  healing  and  the  area  had  completely 
skinned  over  in  a  week.  The  prompt  recovery  of  the. 
entire  area  of  zoster  following  the  removal  of  the  irritation 
which  was  stimulating  the  posterior  cordal  horns,  resulting 
in  trophic  lesions  in  the  skin  controlled  by  those  horns, 
convinced  me  that  reflex  trophic  disturbance  is  a  factor 
in  zoster. 

Last  summer  a  man  with  abscess  in  lower  right  molar 
came  to  me  suffering  terrible  pain.  I  sent  him  to  a  dentist 
who  took  out  a  filling  in  the  tooth,  put  irritating  chemicals 
in  the  root  canal  on  cotton  and  sealed  over  this  cotton 
with  wax,  which  treatment  further  irritated  the  root  of 
the  tooth  and  caused  intense  mombardment  of  the  lower 
right  mandibular  branch  of  the  fifth  nerve,  which  impulses 
were  conveyed  back  to  the  Gasserian  ganglion  whence 
trophic  impulses  were  transmitted  to  the  right  half  of  the 
lower  lip,  resulting  in  intense  herpes  labialis.  Opening  of 
the  canal  by  removal  of  the  wax,  thus  allowing  putrefactive 
gases  to  escape,  resulted  in  prompt  disappearance  of  the 
pain  and  also  in  nrompt  healing  of  the  herpes.  This  case 
further  convinced  me  of  the  effect  of  reflex  action. 

Of  course  it  can  be  readily  seen  that  inflammation  of  the 
cordal  horns  or  of  the  reflex  center  of  the  fifth  nerve 
might  produce  the  same  results  as  above. 

Dr.  James  K.  Hall,  Richmond: 

I  think  she  has  now  long  been  a  grown  woman  engaged 
in  the  teaching  service,  perhaps  in  New  York  State;  but 
in  childhood  she  wrote:  "Dear  Mr.  Editor:  I  am  a  little 
girl  eight  years  old.  My  father  says  if  I  see  it  in  The  Sun 
it  is  true.  Please  tell  me  if  there  is  a  Santa  Claus."  Then 
the  editor,  busy  though  he  was,  picked  up  a  pencil,  and, 
at  one  or  two  o'clock  at  night,  replied  to  the  letter  of 
little  Virginia  O'Hanlon  in  such  a  way  as  to  make  him 
and  her  and  Santa  Claus  all  three  immortal.  He  told  her, 
among  other  things,  that  she  had  become  imbued  with  the 
skepticism  of  a  skeptical  age.  I  wonder  what  that  little 
eight-year-old  girl  thought  about  it?  He  told  her  that, 
like  so  many  of  her  elders,  she  was  finding  it  difficult  to 
believe  in  any  of  the  things  in  the  universe  but  those 
things  she  could  see  with  her  eyes.  But  he  told  her,  too, 
that  the  important  things  of  life  had  always  been  invisible 
and  always  would  be  invisible — love  and  faith  and  hope 
and  charity,  and  that  Santa  Claus  was  just  as  real  as  those 
things  and  just  as  powerfu  land  just  as  immortal. 

Yesterday   our   highest   court   handed   down   an   opinion 
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which  has  to  do  almost  entirely  with  something  that  is 
invisible  and  impalpable,  but  powerful — electric  current. 
All  the  forms  of  energy  that  I  know  anything  about  are 
invisible  and  impalpable.  All  we  know  about  energy,  elec- 
trical or  otherwise,  is  through  its  manifestations. 

I  think  one  of  the  important  and  dramatic  moments  of 
history  must  have  occurred  in  the  basement — I  suppose 
the  janitor's  sink-room — in  Amsterdam  years  and  years 
ago,  when  the  janitor,  whose  name  was,  I  believe,  Anton 
von  Leeuwenhoek,  happened  to  look  through  a  lens.  In 
that  city  most  of  the  lenses  of  the  world  were  ground. 
A  great  many  of  them  are  ground  there  still.  We  know 
this  janitor  spent  some  of  ihs  spare  time  with  the  workers 
in  the  lens-grinding  shops.  Once  he  picked  up  a  lens; 
maybe  he  had  been  grinding  on  it  himself,  hoping  thereby 
to  leam  how  to  grind  lenses.  In  looking  through  it  he 
noticed  that  it  made  the  things  that  he  looked  at  bigger. 
Through  it  he  happened  to  look  down  into  some  water. 
In  that  water  he  saw  little  objects  moving  around.  That 
was  probably  the  first  time  the  eye  of  man  beheld  a  germ. 
That  was  the  beginning,  I  think,  of  our  knowledge  of  the 
existence  of  infra  or  microscopic  life.  That  was  a  mo- 
mentous moment  not  only  in  medical  history  but  in  hu- 
man history.  Ever  since  then,  with  all  the  perfections  that 
have  taken  place  in  microscopic  work,  with  all  the  exten- 
sions of  human  knowledge,  medical  men  have  been  chiefly 
concerned  in  speculating  about  whether  or  not  those  condi- 
tions which  we  think  of  as  diseases  are  caused  chiefly  by 
physical  agencies.  Sometimes — often,  perhaps — words  do 
conceal  thought.  We  are  given  to  the  use  of  terms  which 
we  do  not  define.  I  wonder,  in  my  own  work,  when  I  am 
called  upon  to  deal  with  a  person  who  is  said  to  be  not 
mentally  well,  whether  the  cause  of  that  condition  origi- 
nates in  the  somatic  structure,  which  I  can  see  and  which 
I  can  feel,  and  reflexly  exhibits  itself  in  disturbances  of 
the  immaterial  domain;  or  whether  the  maladjustment 
originates  in  those  immaterial  domains  and  afterwards  dis- 
turbs the  physical  structure. 

I,  have  heard  no  papers  since  I  came  here  that  were  not 
stimulating  to  me  and  thought-provoking,  but  I  should 
have  felt  more  than  repaid  for  coming  down  to  this  de- 
lightful capital  city  if  I  had  heard  the  papers  only  of  Dr. 
Tucker  and  Dr.  Wilson.  Coming  from  Thomas  Jefferson's 
life-time  home,  as  Dr.  Wilson  does,  I  would  expect  him 
to  be  thinking  about  truth,  because  one  of  the  sayings  of 
the  Master  is  incised  in  Greek  on  one  of  the  buildings  of 
the  University  of  Virginia:  And  ye  shall  know  the  truth, 
and  the  truth  shall  make  you  free. 

I  do  not  expect  somebody  else  to  do  my  thinking  for 
me.  If  someone  thinks  for  me  I  do  not  think  at  all.  But 
I  am  favoured  by  him  who  disturbs  my  complacency. 
That,  I  imagine,  is  why  we  have  medical  meetings — in  order 
that  each  of  us  may  stimulate  and  prod  the  other  into 
better  thinking.  We  must  remain  in  a  state  of  constant 
doubt,  and  be  always  dissatisfied  with  ourselves  as  we  are. 
And  always  we  must  be  in  search  of  the  truth.  And  we 
must  have  courage,  either  to  doubt  or  to  believe.  For  to 
have  courage  means  literally  to  have  our  hearts  in  what 
we  are  doing. 

Dr.  Wilson,  closing: 

I  want  to  thank  the  gentlemen  for  their  kind  and  gen- 
erous discussion. 

There  are  several  things  Dr.  Tucker  said  which  I  would 
like  to  discuss.  The  cell  count  he  mentioned  when  he  was 
discussing  one  of  the  cases  was  produced  by  forced  drain- 
age. That  is,  in  our  treatment  of  these  cases  we  use  the 
hypotonic  solution  intravenously  and  then  drain  off  the 
spinal  fluid,  attempting  to  wash  out  the  perivascular  space 


and  the  space  around  the  nerve  cells.  I  do  not  know 
whether  it  does  any  good  or  not.  In  the  case  I  men- 
tioned the  increase  in  cell  count  to  show  that  perhaps 
this  forced  drainage  did  have  some  effect,  because  we 
started  out  with  about  40  cells  and  ended  with  about  320 
cells. 

Now,  as  to  the  question  of  virus  in  pernicious  anemia 
and  pellagra,  of  course,  that  is  a  possibility,  but  hardly  a 
probability.  In  multiple  sclerosis  and  in  encephalomyelitis 
we  have  a  different  picture  under  the  microscope  than  in 
either  pernicious  anemia  or  pellagra.  The  reaction  of  the 
true  glia  is  not  the  same.  In  the  case  of  encephalomyelitis 
to  which  I  referred  as  one  following  spinal  anesthesia  the 
reaction  of  the  glia  was  the  same  as  in  multiple  sclerosis, 
which  perhaps  gives  it  a  virus  etiology. 

In  looking  up  the  literature  discussing  the  virus  as  a 
cause  of  dementia  praecox,  Dr.  Hall,  I  find  that  there  is 
one  writer  who  has  been  studying  this  condition  from  this 
point  of  view  since  1912  and  still  believes  that  dementia 
praecox  is  caused  by  virus  infection. 

Let  us  thank  you  again  for  your  kind  discussion. 


Lockjaw 

(H.   E.  Small,  Fort  Fairfield,  in  Maine  Med.  Jl.,  Dec.) 

In  animals  the  first  muscles  to  be  affected  are  those 
where  the  toxin  enters,  but  in  human  tetanus  the  first 
muscles  affected  are  those  of  the  jaw  and  neck.  After  the 
first  4  days  of  tetanus,  antitoxin  begins  to  show  up  in 
increasing  amounts  in  the  blood  stream,  but  none  is  found 
in  the  spinal  fluid. 

In  the  preventive  treatment,  attention  is  especially  di- 
rected to  perforating,  penetrating,  or  lacerating  wounds 
contaminated  by  soil  or  manure,  especially  those  received 
in  streets  or  stables,  or  wounds  caused  by  blank  cartridges 
or  firecrackers.  All  foreign  material  must  be  removed  and 
the  wound  cleaned  with  soap  and  water  and  a  saline  so- 
lution. This  should  be  followed  by  a  suitable  antiseptic 
solution.  The  prophylactic  injection  of  antitoxin  is  of 
the  greatest  importance;  1000  units  is  recommended  for 
children  and  2000  units  for  adults.  With  slight  wounds 
the  antitoxin  is  eliminated  in  10  days,  therefore,  if  the 
wound  is  large  a  second  injection  should  be  given.  If  at 
the  end  of  three  weeks  the  wound  still  remains  unhealed  it 
is  well  to  give  a  third  injection.  This  method  should  pre- 
vent the  development  of  late  tetanus. 

After  tetanus  has  developed  we  must  resort  to  radical 
treatment.  A  good  rule  for  giving  antitoxin  is  to  use  2,000 
units  for  every  10  pounds  of  body  weight.  The  interspinal 
injection  for  adults  should  be  10,000  units  well  diluted  so 
as  to  be  watery  in  order  to  get  into  the  ventricles  of  the 
brain  and  circulate  in  the  spinal  canal  more  easily.  How- 
ever, not  enough  should  be  given  to  cause  pressure  symp- 
toms. In  feeding  the  tetanus  patient  fluids  must  be  given 
which  can  be  swallowed.  If  one  is  unable  to  feed  the 
patient  by  mouth,  2  or  3  pints  of  fluid  will  easily  be  ab- 
sorbed by  rectum,  due  to  the  fact  that  the  spasm  of  the 
sphincter  muscle  helps  retain  the  fluids.  Highly  concen- 
trated fluids,  such  as  orange  juice  with  sugar,  olive  oil, 
milk,  and  plenty  of  water,  are  best. 


Dr.  Carlos  Finley,  of  Havana,  read  a  paper  before  a 
medical  meeting  held  in  Washington  in  1881  in  which  he 
gave  it  as  his  opinion  that  the  stegomyia  mosquito  was 
the  transmitter  of  yellow  fever. 


Benjamin  Franklin  was  born  at  noon  January  17th, 
1706.  "His  mother  brought  him  to  be  baptized  that  same 
afternoon  in  a   Boston  church."— Medical  Times,  October. 
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SICKLE-CELL  ANEMIA  has  been  recognized 
as  a  clinical  entity  for  about  25  years,  Her- 
rick's  observation  of  the  condition  in  1910  be- 
ing the  first  on  record.  The  disease  is  hereditary 
and  familial.  It  has  been  assumed  to  be  trans- 
mitted as  a  dominant  trait  according  to  the  men- 
delian  law.  This  conclusion  is  drawn  largely,  how- 
ever, from  the  hereditary  tendency  of  red  blood 
cells  to  sickle  among  members  of  certain  families, 
even  though  successive  cases  of  the  disease  may  not 
be  observed  in  those  families.  Among  those  indi- 
viduals whose  blood  shows  a  sickle-cell  trait,  or 
sicklemiaa,  there  will  occur  cases  of  sickle-cell  ane- 
mia in  a  ratio  estimated  to  be  about  1  to  40  or  SO. 

Sickle-cell  anemia  is  primarily  a  disease  of  youth. 
The  average  age  in  reported  cases  is  13  years.  A 
case  has  been  reported  in  an  individual  62  years 
old  and  one  in  a  premature  7-months  infant.  It 
occurs  almost  exclusively  among  Negroes.  It  has 
been  rather  positively  demonstrated  that  it  occurs 
rarely  among  Mediterranean  peoples.  Reported 
cases  among  races  of  lighter  complexion  are  con- 
sidered doubtful,  either  because  of  the  probability 
of  mixed  blood  or  because  there  was  an  error  in 
determining  true  sickling  of  red  blood  cells. 

Pathologically,  the  heart,  spleen,  liver  and  bone 
marrow  are  interesting.  The  heart  is  often  en- 
larged but  usually  shows  no  characteristic  endo- 
cardial abnormalities.  This  is  significant  and  is 
confirmatory  of  hemic  murmurs  so  often  heard  over 
the  cardiac  area.  The  spleen  may  be  enlarged, 
particularly  in  young  patients,  but  is  often  atrophic 
in  older  individuals  and  in  chronic  cases.  The  cut 
surface  shows  red  or  yellow  spots  of  infarction. 
Microscopically,  the  malpighian  bodies  are  fibrotic, 
the  sinuses  are  dilated  and  distended  with  red  blood 
cells,  and  the  pulp  shows  invading  red  sickle  cells. 
The  liver  is  enlarged  as  a  rule.  There  is  evidence 
of  fatty  degeneration  and  there  may  be  phagocyto- 
sis of  sickle  cells  and  some  pigment.  The  bone 
marrow  shows  hyperactivity  in  the  form  of  nucleat- 
ed red  cells  and  some  nucleated  sickle  cells. 

The  symptoms  of  sickle-cell  anemia  are  so  va- 
riable and  are  so  often  met  with  in  other  debilitat- 
ing conditions  that  the  diagnosis  is  often  stumbled 
upon  in  the  course  of  routine  blood  examinations. 
Even  then  one  can  easily  go  astray  by  not  keeping 
the  disease  in  mind  or  by  not  making  sealed  blood 
smears.  The  patient  may  come  complaining  of 
weakness,  dyspnea  and  fatigue.  In  the  more  acute 
phase  he  complains  of  severe  abdominal  pains  in 
the  region  of  the  spleen,  the  mid-epigastrium  or 


the  right  iliac  fossa,  pains  in  the  muscles  of  the 
chest,  limbs  and  joints.  There  may  be  fever  rang- 
ing from  99  to  103°  and  a  leucocytosis.  The  doc- 
tor is  told  of  a  sickly  child  who  has  been  slow  in 
developing  both  physically  and  mentally.  If  the 
patient  is  old  enough,  likely  there  are  evidences  of 
retarded  sexual  characteristics. 

Anemia  will  be  noted  by  observing  the  palms 
of  the  hands,  the  tongue  and  mucous  membranes. 
The  conjunctivae  show  a  marked  icteric  tinge  often 
described  as  greenish  yellow.  The  tonsils  are 
usually  enlarged  and  infected.  There  may  be  a 
generalized  adenopathy,  particularly  of  the  cervical 
and  axillary  nodes.  In  many  cases  the  heart  is 
enlarged  and  it  often  presents  a  hemic  murmur. 
The  lungs  often  show  areas  of  moisture  which  are 
confusing  from  a  diagnostic  point  of  view.  The 
liver  may  be  palpated  in  about  SO  per  .cent,  of 
patients.  In  young  children  and  especially  in  in- 
fants the  spleen  is  enlarged.  After  puberty  and  in 
adults  the  spleen  is  atrophic.  Abdominal  tender- 
ness is  present  but  can  not  be  definitely  localized 
as  a  rule.  The  muscles  and  joints  do  not  present 
signs  on  palpation  in  conformity  with  the  symptoms 
of  pain.  There  are  almost  always  ulcers  of  the 
legs  or  their  scars  among  adolescents  and  adults. 
They  usually  occur  on  the  shins  and  ankles. 

The  laboratory  picture  is  characteristic.  The 
sickle  cells  may  be  seen  on  stained  slides  as  in 
the  case  reported  here.  The  typical  forms  are 
more  often  brought  out  by  sealing  a  drop  of  blood 
between  a  slide  and  cover  slip  with  vaseline  or 
cedar  oil.  After  24  hours  a  good  percentage  of 
red  cells  will  assume  all  degrees  of  bizarre  forma- 
tions. Some  are  oat-shaped,  some  diamond-shaped. 
Others  are  typically  of  the  sickle  formation.  There 
are  varying  degrees  of  anisocytosis  and  poikilocy- 
tosis.  Some  nucleated  red  cells  are  seen  and  there 
are  evidences  of  phagocytosis. 

The  average  red  cell  count  ranges  between  2,- 
000,000  and  2,500,000  with  hemoglobin  of  40 
to  45  per  cent.  Both  may  go  a  great  deal  lower. 
The  white  blood  count  is  usually  from  10,000  to 
14,000.  The  van  den  Bergh  test  is  almost  always 
indirect.  It  may  be  positive  in  the  direct  phase. 
There  is  usually  urobilin  in  the  urine  together  with 
a  small  amount  of  albumin  and  urine  is  formed  in 
excessive  quantity. 

The  treatment  is  unsatisfactory.  Rest  and  stim- 
ulation of  the  hemopoietic  organs  by  liver  and  iron 
are  of  some  benefit.  Splenectomy  has  been  done 
on  a  number  of  cases  with  some  encouraging  re- 
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ports.  Radiation  was  tried  over  the  spleen  in  our 
patient,  along  with  liver  and  iron  and  arsenic  and 
codliver  oil.  None  of  these  seemed  to  influence 
the  course  of  the  disease  materially.  Cooley  states 
that  in  acute  infections  to  which  these  people  are 
so  susceptible  and  in  the  hemolytic  crises,  which 
they  do  have,  transfusions  are  very  helpful.  He 
believes  that,  after  splenectomy,  there  is  a  lessen- 
ing in  the  hemolytic  crises  and  the  abdominal  pains 
associated  with  these  crises.  He  also  reports  the 
relief  of  joint  pains  in  two  cases  following  this  pro- 
cedure. 

Prognosis  is  bad.  These  patients  usually  with- 
stand many  relapses  but  finally  are  taken  out  by 
some  intercurrent  infection  in  early  adult  life. 

During  the  last  few  months  we  have  examined 
sealed  drops  of  blood  from  Negro  patients  coming 
through  the  office  without  regard  to  age.  Sixty-nine 
have  been  examined,  and  of  the  10  per  cent. 
who  have  shown  definite  sickling  of  red  blood  cells, 
one  had  sickle-cell  anemia.  The  average  reported 
among  larger  groups  is  7  or  8  per  cent.  It  has  been 
thought  that  sickling  takes  place  only  outside  the 
body.  It  is  agreed  that  the  red  cells  show  an  in- 
creased resistance  to  hypotonic  salt  solution.  How- 
ever, within  the  body  they  suffer  rapid  hemolysis 
as  evidenced  more  or  less  regularly  in  the  active 
phases  of  the  disease  when  splenic  thromboses  oc- 
cur, producing  abdominal  pains.  At  autopsy  there 
is  further  evidence  of  hemolysis  in  the  deposits  of 
hemosiderin  in  renal  epithelium  and  in  the  reticulo- 
endothelial cells  of  the  liver  and  lymph  nodes. 

One  may  be  greatly  confused  by  the  abdominal 
crises.  Pain  over  McBurney's  point  simulates  acute 
appendicitis  and  at  this  time  there  is  usually  a 
leucocytosis,  which  again  complicates  the  picture. 
There  may  be  cramp-like  pains,  either  generalized 
or  localized  in  the  epigastrium,  associated  with  nau- 
sea, vomiting,  obstipation  and  distention  and  sug- 
gesting intestinal  obstruction.  One,  therefore,  has 
gone  a  long  way  toward  diagnosis  when  sickle-cell 
anemia  has  been  found  in  a  Negro  with  peculiar 
abdominal  pains.  There  is  no  satisfactory  expla- 
nation for  these  right-abdomen  phenomena,  just  as 
there  is  none  for  the  joint  pains  and  muscle  pains. 

The  cardiac  hypertrophy  in  these  patients  is  in- 
teresting. It  cannot  be  explained  by  valvular  de- 
fects, since  so  many  of  these  hearts  at  autopsy  show 
no  endocardial  disease.  Yater  and  Hansmann 
studied  two  cases  at  autopsy  and  concluded  that 
hypertension  of  the  lesser  circulation  due  to  numer- 
ous occlusions  of  the  medium-sized  and  small  pul- 
monary arteries  was  the  cause  of  death  through 
failure  of  the  right  side  of  the  heart.  One  such 
case  showed  a  dilated  heart  and  an  enormous  liver. 
The  heart  failure  was  probably  precipitated  by  a 
fresh  crop  of  thrombi  superimposed  upon  those 
which  had  already  undergone  organization  in  the 


lesser  pulmonary  circulation.    The  essential  factors 

in  the  small  arteries  is  likely  that  of  capillary  stasis 

due  to  distortion  and  agglutination  of  erythrocytes. 

Case   Report 

A  colored  girl,  aged  14,  was  admitted  to  the  hospital 
August  8th,  1935,  complaining  of  pain  in  the  abdomen  and 
chest.  She  had  been  sick  for  a  year,  the  illness  beginning 
with  generalized  weakness  and  pains  in  the  abdomen  ex- 
tending upward  into  the  chest  and  radiating  to  the  middle 
of  the  abdomen  around  the  umbilicus.  The  abdominal  pain 
was  more  severe  on  the  right  side  in  the  region  of  McBur- 
ney's point.  The  abdomen  had  been  distended  throughout 
her  illness,  and  her  mother  stated  that  she  had  always  had 
a  large  stomach.  There  was  intense  constipation.  There 
was  no  nausea  or  vomiting.  Headache  was  of  an  intermit- 
tent type.  There  was  a  lumbar  backache.  The  patient 
was  drowsy.  Her  mother  stated  that  she  would  go  to 
sleep  while  sitting  in  a  chair,  sometimes  while  eating,  and 
during  the  day  was  perfectly  content  to  lie  in  bed  and 
sleep.  Weakness,  of  which  she  complained,  had  become 
more  marked  for  the  last  few  months,  so  that  the  child  did 
not  have  any  desire  to  go  to  school  or  to  play.  There 
were  no  paresthesias.  Her  mother  stated  that  she  passed 
enormous  quantities  of  urine,  sometimes  as  much  as  a  quart 
at  one  voiding.  She  had  to  get  up  usually  once  at  night 
but  there  was  frequent  micturition  during  the  day.  She 
drank  copious  amounts  of  water.  She  had  never  men- 
struated and  there  had  not  been  any  development  of  the 
breasts  or  growth  of  pubic  hair.  She  had  been  jaundiced 
almost  constantly  for  the  last  three  months,  this  partic- 
ularly in  the  sclerae.  The  child  was  somewhat  sluggish  in 
school.  She  was  in  the  fifth  grade.  She  was  delivered 
normally  and  was  well  developed  at  birth.  There  were  no 
symptoms  referable  to  the  respiratory  or  cardiac  systems. 
There  was  no  edema.  There  was  a  history  of  few  ulcers 
on  the  front  of  the  legs  and  these  were  slow  to  heal.  More 
recently  the  child  has  had  a  pronounced  emotional  temper- 
ament. 

The  past  history  was  essentially  that  of  an  unhealthy 
baby  with  retarded  growth,  having  had  multiple  gastro- 
intestinal upsets.  She  was  jaundiced  at  the  age  of  three 
for  one  to  two  weeks. 

In  the  family  history  the  mother  was  living  at  age  60, 
having  a  skin  cancer  which  occurred  in  the  scar  of  a  burn. 
The  mother  did  not  appear  to  be  anemic.  The  father  died 
of  renal  disease  at  age  64.  All  the  brothers  and  sisters, 
seven  in  number,  were  dead.  One  sister  died  at  age  21 
of  a  similar  anemia  following  a  transfusion.  The  mother 
stated  that  she  was  certain  the  latter  daughter  was  afflicted 
with  the  same  disease  as  the  present  patient.  She  also 
stated  that  the  dead  daughter  never  had  but  one  menstrual 
period  and  then  at  the  age  of  19.  There  were  numerous 
sores  on  the  legs,  head,  and  back  of  the  child  that  died  and 
she,  like  the  patient,  was  mentally  dull,  sleepy,  had  a  large 
stomach,  was  jaundiced,  and  was  exceedingly  weak.  All 
the  remaining  children  of  this  mother  died  in  infancy. 
The  mother  had  two  miscarriages  and  no  still  births. 

The  patient  was  fairly  well  nourished  with  a  marked 
pallor  and  large,  protruding,  widely  separated  eyes.  The 
abdomen  was  large,  the  neck  full,  the  face  broad  and  the 
mouth  prominent  with  thick  pallid  lips.  The  sclerae  were 
icteric,  the  pupils  equal  and  reacting  normally.  The  ears 
were  normal,  the  nose  prominent  and  broad,  but  not  ob- 
structed. The  tongue  was  broad,  thick  and  pale,  the  mu- 
cous membranes  of  the  mouth  and  throat  very  pale.  The 
tonsils  were  large  and  cryptic.  The  neck  was  unusually 
short;  there  were  no  cervical  enlargements  and  the  thyroid 
was  not  palpable.    The  chest  was  normal  in  size  and  shape 
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and  presented  no  evidence  of  disease  on  percussion,  pal- 
pation, or  auscultation.  There  was  only  a  slight  appear- 
ance of  mammary  development.  No  areas  of  tenderness 
could  be  elicited  along  the  short  ribs  where  pain  was  com- 
plained of.  The  heart  was  normal  in  size,  shape  and  posi- 
tion. The  rhythm  was  regular,  the  rate  72,  the  apex  beat 
in  the  nipple  line  in  the  fifth  interspace,  blood  pressure 
124/68.  The  abdomen  was  large,  protuberant  and  dis- 
tended with  gas.  No  masses  or  organs  were  palpable. 
There  was  tenderness  over  the  sigmoid  and  cecum,  and  a 
small  umbilical  hernia  was  detectable.  Pubic  hair  was 
absent.  The  back  was  normal.  Both  limbs  were  small. 
The  palms  were  extremely  pale,  the  fingers  long  and  trem- 
ulous. There  was  no  spooning  of  the  nails,  which  were 
closely  bitten.  There  were  numerous  scars  of  previous 
ulcers  on  both  shins.  All  reflexes  were  normal.  Inspection 
of  the  genitalia  revealed  nothing  abnormal.  The  rectum 
was  negative. 


eos.  3;  dif.  count  60  minutes  after  administration:  polys. 
48,  s.  1.  40,  1.  1.  5,  monocytes  3,  eos.  4. 

A  24-hour  specimen  of  urine  as  measured  by  the  mother 
was  three  quarts.  Due  to  the  absence  of  urobilin  in  the 
urine  and  of  bile  in  the  stools,  with  an  indirect  van  den 
Bergh  reaction,  we  felt  that  we  had  a  paradoxical  situation. 
A  repeat  on  the  van  den  Bergh  reaction  gave  a  biphasic 
reaction. 

Five  days  after  admission,  the  leucocyte  count  was  13,250, 
red  cell  count  2,310,000,  hgbn.  42%,  van  den  Bergh  reac- 
tion direct.  The  gastric  contents  with  an  Ewald  test  meal 
showed  no  free  HC1  and  a  total  acidity  of  14,  combined 
acid  8°.  There  was  no  lactic  acid.  The  feces  were  positive 
for  urobilin,  the  urine  for  urobilin. 

A  fluoroscopic  examination  of  the  colon  by  barium  enema 
revealed  a  cecum  and  ascending  colon  which  filled  well 
and  appeared  normal.  The  appendix  was  not  visualized. 
The  transverse,  descending,  and  sigmoid  colon  were  greatly 
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1.  Showing  the  sickle-cell  tra 
an  American  blond  woman  in  \v 
blood  could  be  elicited. 

Laboratory  examinations:  Icterus  index  21,  red  blood 
cells  2,720,000,  white  blood  cells  10,650,  hgbn.  55%,  Was- 
sermann  reaction  negative.  Blood  sedimentation  rate  IS 
mm.  in  60  min.,  coagulation  time  3  min.,  bleeding  time  1% 
min.  Stools  positive  for  Necator  Americanus,  occult  blood 
3-plus,  no  bile  present.  The  van  den  Bergh  reaction  was 
indirect.  Urine — faint  trace  of  albumin,  occasional  white 
blood  cell,  urobilin  and  urobilinogen  negative.  Basal  metab- 
olism plus  5. 

A  smear  of  blood  showed  immediately  a  marked  sickling 
of  the  red  cells.  The  cells  assumed  many  bizarre  forms, 
ranging  from  beautiful  diamond  shapes  to  marked  sickle-cell 
formations.  These  were  roughly  estimated  at  25  to  40% 
of  the  entire  cells  in  the  field.  The  leukocyte  count  before 
the  administration  of  1/200  gr.  of  atropine  was  13,500;  10 
min.  after  the  administration  of  atropine,  13,550;  20  min. 
after  administration,  13,050;  60  min.  after  administration, 
13,450.  The  differential  count  after  the  first  10  minutes 
following  the  administration  of  atropine  was:  polys.  45, 
s.  1.  46,  monocytes  4,  eos.  6;  dif.  count  20  minutes  after 
administration:   polys.   52,   s.   1.  37,  1.  1.  3,   monocytes  5, 


2.     Showing  true  sickling   of  old  Wood 
nary  blood  smear  from  the  patient. 

dilated  with  an  absence  of  haustra.  There  was  overlapping 
of  the  colon  at  the  splenic  flexure,  the  sigmoid,  redundant, 
forming  a  long  loop  which  overlapped  in  the  lower  por- 
tion. 

Fifty-three  days  after  admission  the  red  blood  cells  were 
2,210,000,  hgbn.  45%,  leucocytes  11,650.  Three  weeks  later 
red  blood  cells  were  2,290,000,  hgbn.  50%,  and  there  were 
ulcers  on  both  shins  and  both  ankles.  Five  and  a  half 
months  later  red  blood  cells  were  2,100,000,  hgbn.  57%, 
white  cells  13,300.  (Radiation  discontinued.)  June  13th, 
1936,  six  months  after  radiation  therapy  to  the  spleen  was 
discontinued,  red  blood  cells  were  1,550,000,  hgbn.  41%, 
the  heart  was  definitely  enlarged  to  the  right,  the  right  bor- 
der being  one  cm.  to  the  right  of  the  sternum,  the  left  side 
of  the  heart  was  enlarged,  the  apex  beat  9  cm.  to  the  left 
of  the  mid-sternal  line.  August  22nd  red  blood  cells  were 
2,300,000,  hgbn.  53%.  The  child  was  growing  rather  rap- 
idly and  seemed  to  be  improved. 

A  red  cell  count  on  the  mother  of  this  patient  was  4,- 
400,000,  hgbn.  85%.  A  sealed  smear  revealed  the  sickle- 
cell  trait. 
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THIS  story  is  an  old  one,  often  retold;  but 
we  learn  by  repetition  and  experience; 
and  if  nothing  else,  retelling  serves  to  crys- 
tallize our  ideas  on  occasionally  confusing  matters. 

Every  physician  is  sooner  or  later  faced  with  the 
management  of  the  obstetrical  misfortune,  abor- 
tion. Whether  it  be  the-  so-called  criminal  or  in- 
duced abortion  or  that  occurring  spontaneously, 
abortion  often  presents  difficult  problems  in  treat- 
ment requiring  some  niceties  of  judgment  in  their 
proper  handling. 

This  complication  is  a  frequent  one;  probably 
a  great  deal  more  frequent  than  our  statistics  would 
indicate  since  the  physician  so  often  does  not  see 
them.  It  has  been  stated  that  there  is  one  abor- 
tion to  every  five  viable  births,  that  multipara  are 
most  frequently  concerned,  and  that  75  per  cent, 
of  abortions  occur  during  the  second  and  third 
months.  Since  the  subsequent  course  of  the  abor- 
tion is  so  definitely  influenced  by  the  period  of 
gestation  in  which  they  occur,  it  is  customary  to 
classify  them  as:  the  early  abortion  or  decidual 
stage  (first  six  weeks),  the  intermediate  abortion 
or  the  attachment  stage  (six  to  12  weeks),  the  late 
abortion  or  placental  stage  (12  to  28  weeks).  They 
are  further  classified  as:  the  threatened  abortion, 
the  imminent  abortion,  the  inevitable  abortion,  the 
incomplete  abortion  and  the  complete  abortion. 

The  causes  have  been  variously  enumerated 
ranging  all  the  way  from  local  conditions  possi- 
bly responsible,  to  the  systemic  and  metabolic. 
The  very  number  of  suspected  etiological  factors 
testify  to  our  confusion  in  this  respect;  and  this 
confusion  especially  applies  to  the  rather  large 
group  called  habitual  aborters.  The  etiological  fac- 
tor in  induced  abortion  is  easily  established;  but 
spontaneous  abortion  has  been  ascribed  to  factors 
inherent  in  the  impregnated  ovum  and  sperm;  to 
endometrial,  decidual  and  placental  abnormalities; 
to  endocrine  disturbances,  germ-plasm  defections, 
uterine  inflammation,  infectious  diseases,  foci  of 
infection,  toxins,  myomata,  displacements,  hyda- 
tidiform  mole,  trauma,  vitamine  defficiencies,  ab- 
normalities of  placental  attachment,  malformations 
of  the  genital  tract  and  psychic  shock. 

Our  expectancy  is  modified  by  the  period  in 
which  abortion  threatens  or  occurs.  The  threat- 
ened abortion  is  most  apt  to  become  inevitable  in 
the  second  or  third  month;  during  the  first  six 
weeks  the  ovum  is  buried  in  the  decidua  and  it  has 
not  as  yet  established  a  firm  attachment  to  the 
uterus.     Abortion  in  this  stage  most  often  results 


in  the  ovum  coming  away  intact — with  an  unbro- 
ken sac;  or,  if  the  sac  is  broken,  the  fetus  comes 
away  and  the  decidua  follows  picemeal.  During 
the  second  six  weeks,  a  beginning  placenta  is  under 
way.  In  this  stage  the  fetus  is  often  extruded  and 
the  entire  amount  of  decidua  or  incompletely  de- 
veloped placenta  remains  attached  to  the  uterus. 
The  incomplete  abortion  will  therefore  be  frequent 
at  this  time.  After  the  third  month,  the  placenta 
is  formed  and  is  a  discrete  organ,  and  in  this  stage 
abortion  will  resemble  labor  although  greatly  pro- 
longed because  the  small  fetus  and  the  placenta 
make  a  poor  cervical  dilator.  In  late  abortion  the 
complete  ovum  is  rarely  extruded  intact. 

The  diagnosis  of  abortion  may  present  some 
problems  although  ordinarily  the  diagnosis  is  rela- 
tively simple;  in  doubtful  cases  there  is  always  the 
Friedman  test — usually  reliable  although  sometimes 
confusing  in  indicating  the  time  for  intervention 
in  that  the  placenta  may  occasionally  remain  viable 
for  a  time  after  the  fetus  has  died.  The  pronounc- 
ed symptoms  are  bleeding  and  pain.  Threatened 
abortion  will  present,  besides  the  history  and  the 
usual  signs  of  pregnancy,  backache,  urinary  fre- 
quency, colicky  pains  in  the  lower  abdomen,  blood- 
tinged  mucus,  actual  bleeding  or  pain;  the  immi- 
nent abortion  will  present  profuse  bleeding,  cramps 
approaching  those  of  labor,  a  softened  and  consid- 
erably dilated  cervix;  while  the  inevitable  abortion 
has  all  these  features,  with  more  prolonged  bleed- 
ing, greater  dilatation  and  evidence  of  the  death  of 
the  fetus  (Friedman  test).  Occasionally  the  uter- 
ine contents  are  held  in  the  cervical  canal  due  to 
a  failure  of  the  external  os  to  open;  this  is  some- 
times designated  as  cervical  abortion.  A  differen- 
tial diagnosis  must  be  made  between  myomata  of 
the  uterus,  cancer  of  the  uterus,  hyperplasia  of  the 
endometrium  and  ectopic  pregnancy. 

The  management  or  treatment  of  abortion  must 
have  a  twofold  purpose:  first,  to  safeguard  the 
welfare  of  the  mother  by  the  control  of  hemorrhage, 
the  prevention  of  infection  and  the  removal  of 
any  retained  products  of  conception;  second,  to 
preserve  the  life  of  the  fetus  in  an  attempt  to  carry 
it  through  to  a  viable  delivery.  In  early  abortion, 
the  embryonic  tissues  will  more  readily  undergo 
absorption,  retrogressive  changes  and  necrosis. 
After  placentation  is  complete,  the  fetus  is  more 
mature  and  the  process  closely  resembles  that  of 
adult  tissues,  so  that  degeneration  and  decomposi- 
tion begin  at  once  and  if  putrefactive  germs  invade, 
fetus  and  placenta  may  become  a  foul  mass.    When 
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masses  of  chorion  remain  attached  they  form  poly- 
poid tumors  and  retained  villi  may  lead  to  the 
formation  of  the  hydatidiform  mole;  blood  moles 
may  occur.  For  this  reason,  it  is  important  that  no 
woman  be  discharged  from  the  care  of  the  doctor 
until  it  is  certain  that  the  uterine  contents  have 
been  completely  evacuated. 

Utmost  care  must  be  exercised  in  the  treatment 
of  the  habitual  aborter.  It  may  be  necessary  to 
keep  such  a  woman  in  bed  throughout  the  first 
three  months  of  her  pregnancy.  Sedatives  are  to 
be  used  freely;  exertion,  either  physical  or  mental, 
is  to  be  avoided;  exercise  and  travel  are  inter- 
dicted; violent  cathartics  are  to  be  avoided.  Her 
diet  must  be  balanced  with  full  attention  to  its 
vitamine  content;  vitamine  preparations  may  be 
added  and  here  vitamine  E  is  of  utmost  import- 
ance. Any  local  or  general  abnormality  must  be 
discovered  and  corrected.  Evidences  of  endocrine 
deficiency  must  be  regarded  and  appropriate  action 
taken.  It  is  often  well  to  administer  the  corpus 
luteum  hormone,  progestin,  throughout  the  first 
three  months.  Pituitary  deficiencies  may  be  treat- 
ed in  a  similar  manner.  Deficiencies  or  dysfunc- 
tion of  the  thyroid  have  been  variously  treated  with 
both  iodine  and  thyroid  extract.  Vaginal  examina- 
tions are  contraindicated,  as  is  elective  surgery  in 
any  form. 

When  abortion  threatens,  the  woman  is  put  to 
bed  at  once  and  the  foot  of  the  bed  elevated;  a 
sedative,  usually  morphine  in  large  dosage,  is  given 
at  once — here  it  is  not  wise  to  temporize  with  the 
lesser  analgesics.  A  soft  diet  is  ordered  and  ca- 
thartics and  enemata  forbidden.  Progestin  may 
be  given  in  doses  of  1  c.c.  daily  for  two  reasons: 
first,  because  inadequate  formation  of  the  corpus 
luteum  of  pregnancy  or  its  destruction  may  be  the 
cause  of  abortion,  and,  second,  because  of  its  action 
upon  the  uterine  musculature  to  control  its  con- 
tractions. Vaginal  pads  should  be  saved  and  in- 
spected at  frequent  intervals  for  the  information 
they  give  concerning  the  amount  of  bleeding;  no 
other  examination  should  be  made.  Ice  bags  over 
the  uterus  are  often  desirable. 

When  abortion  becomes  imminent  in  spite  of 
treatment,  the  problem  then  becomes  one  of  how 
long  one  is  justified  in  continuing  conservative  treat- 
ment. The  death  of  the  ovum  and  the  amount  of 
bleeding  are  here  the  best  criteria.  In  border-line 
cases  the  Friedman  test  may  be  performed  to  de- 
termine the  former;  the  latter  may  be  judged  by 
observation  and  frequent  check  of  the  hemoglobin 
and  red  blood  count. 

When  bleeding  persists  and  is  more  than  the 
ordinary  menstrual  flow,  when  labor  pains  become 
more  severe  in  spite  of  treatment,  when  dilatation 
becomes  great,  when  there  is  an  escape  of  amniotic 
fluid  or  death  of  the  fetus  occurs,  the  abortion  be- 


comes inevitable.  The  treatment  now  is  evacuation 
of  the  uterus  although,  in  the  absence  of  excessive 
bleeding,  one  may  still  be  justitfied  in  waiting, 
hoping  for  a  spontaneous  and  complete  termina- 
tion of  the  abortion.  In  non-infected  cases  the 
technique  of  evacuating  the  uterus  will  depend 
upon  the  stage  of  the  pregnancy  in  which  the  abor- 
tion occurs  and  the  condition  of  the  cervix.  During 
the  first  six  to  eight  weeks  the  cervix  is  gently 
dilated  to  admit  the  dull  curet,  ring  forceps  or 
finger.  It  is  rarely  necessary  to  pack  the  vagina 
and  cervix  here  unless  bleeding  is  excessive.  A 
preliminary  injection  of  pituitrin  will  aid  in  casting 
off  the  ovum  and  decidua  as  well  as  contracting  the 
uterine  wall  in  the  prevention  of  accidental  perfor- 
ation. 

The  same  technique  is  employed  during  the  sec- 
ond six  weeks  excepting  that  here  the  cervix  will 
seldom  require  preliminary  dilatation.  When  the 
cervix  is  softened  but  only  slightly  dilated  it  is 
sometimes  advisable  to  pack  the  vagina  and  cervix, 
in  which  case  the  ovum  and  secundines  will  often 
follow  the  removal  of  the  pack.  Concerning  the 
use  of  this  latter,  it  may  be  said  that  there  are 
two  opinions — one  that  in  clean  cases  the  pack 
should  never  be  used  except  for  excessive  hemor- 
rhage; the  other  that  the  pack  may  be  used  in  aid- 
ing the  expulsive  efforts  of  the  uterus  even  in  the 
absence  of  excessive  hemorrhage,  when  this  is  done 
in  the  hospital  and  with  all  essential  precautions. 

Late  abortions  resemble  labor  in  their  course 
and  the  treatment  will  therefore  partially  depend 
upon  the  size  of  the  fetus.  It  is  best  to  await 
dilatation  and  expulsion  of  the  fetus  spontaneously, 
although  this,  too,  may  be  aided  by  the  use  of  the 
pack  when  there  is  need  for  haste.  Incomplete 
abortions  are  frequent  in  this  group  and  it  is  often 
necessary  to  remove  retained  secundines  either  digi- 
tally or  by  means  of  the  ring  forceps.  The  curet 
should  never  be  used  after  the  sixth  week.  In  ob- 
stinate cases  where  the  cervix  is  fibrotic,  it  mav  be 
necessary  to  perform  a  hysterotomy  to  accomplish 
the  delivery  of  the  fetus. 

The  greatest  problem  in  treatment  is  presented 
by  the  so-called  septic  abortion.  Undoubtedly  con- 
servatism here  more  than  in  any  other  instance  is 
definitely  indicated,  and  yet  it  is  difficult  in  ths 
presence  of  high  fever  and  foul-smelling  discharge 
to  be  steadfast  in  any  hands-off  policy.  The  treat- 
ment should  first  of  all  be  supportive;  the  toxemia 
incident  to  high  fever  and  malaise  must  be  com- 
batted  with  ample  fluids  by  mouth,  vein,  skin  and 
rectum;  transfusions  are  indicated.  Locally  it  is 
the  rule  that  the  undilated  cervix  must  never  be 
instrumentally  dilated  and  the  infected  uterus  must 
never  be  curetted.  Dilatation  may  be  aided  by 
vaginal  packs;  the  retained  and  infected  uterine 
contents  may  be  gently  removed  with  the  ring  for- 
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ceps  or  the  finger;  the  greatest  care  must  be  exer- 
cised that  the  protective  wall  against  the  infective 
process  be  not  traumatized.  If  this  course  of  treat- 
ment is  impossible  for  any  reason,  local  treatment 
should  be  abandoned  until  such  time  as  it  is  possi- 
ble. 

An  abortion  is  said  to  be  missed,  if  after  the 
usual  symptoms  it  does  not  occur  within  the  follow- 
ing six  or  eight  weeks.  Where  it  is  definitely  estab- 
lished that  viability  no  longer  exists,  the  abortion 
should  be  completed  because  of  its  deleterious  ef- 
fects upon  the  health  of  the  woman.  Greater  than 
ordinary  care  shovfld  be  exercised  in  doing  this, 
since  calcification  and  periarteritis  may  in  this  time 
have  involved  the  wall  of  the  uterus,  and  removal 
of  the  aged  product  of  conception  may  institute  a 
severe  hemorrhage  requiring  intrauterine  packing. 


A  Study  of  Our  Present  Methods  to  Combat 
Diphtheria 

(H.  H.  Pansing,  Dayton,  in  Ohio  State  Med.  J  I.,  Dec.) 

About  85%  of  all  babies  from  birth  to  6  or  9  months 
of  age  are  protected  against  diphtheria  by  the  antitoxin 
which  they  received  from  the  mother  before  birth  and  the 
mother's  milk  after  birth.  This  natural  antitoxin  dis- 
appears at  about  8  months  of  age  and  the  average  child 
has  no  further  protection  until  6  to  9  years  and  later,  when 
he  begins  to  develop  his  own  antitoxin.  Between  the  ages 
of  8  months  and  6  years,  children  are  most  susceptible 
and  nearly  all  the  deaths  from  diphtheria  occur  among  the 
children  of  these  ages.  One  attack  does  not  confer  im- 
munity. A  preliminary  Schick  test  is  not  necessary  up  to 
3  years  of  age,  as  up  to  that  time  the  great  majority  are 
susceptible. 

It  is  advisable  to  give  older  children  and  adults  a  pre- 
liminary Schick  test  before  giving  them  toxoid.  However, 
as  it  is  harmless,  it  may  be  simpler  to  give  all  of  them 
toxoid  without  the  Schick  test.  It  is  always  advisable 
when  practicable  to  do  a  Schick  test  from  3  to  6  months 
after  immunization,  because  even  with  toxoid  a  very  few- 
remains  susceptible. 

Study  indicates  early  and  high  immunity  from  one  1- 
c.c.  dose  alum-precipitated  toxoid  on  the  28th  day  after 
inoculation  which  gives  it  a  distinct  advantage  over  the 
toxin-antitoxin. 

For  100%  immunization,  it  would  require  about  4  doses 
of  toxin-antitoxin,  3  doses  plain  toxoid  and  not  less  than  2 
doses  of  alum-precipitated  toxoid. 

After  one  dose  alum-precipitated  toxoid  57.8%  have  lost 
their  protection  at  the  end  of  2  years;  after  a  second  dose 
there  is  a  higher  percentage  of  immunity  at  the  end  of  2 
years. 

These  data  confirm  the  belief  that  efforts  to  simplify  the 
technic  to  a  single  dose  antigen  led  to  the  sacrifice  of  rea- 
sonable permanency  of  immunity.  Further  laboratory  and 
clinical  research  is  needed  for  more  permanent  protection 
against  diphtheria. 

The  diagnosis  often  rests  upon  a  combination  of  clinical 
symptoms  and  laboratory  findings.  Positive  cultures  alone 
do  not  necessarily  mean  clinical  diphtheria,  even  though 
sore  thioat  and  fever  are  present.  Cases  of  streptococcal 
tonsillitis  with  follicular  patches  resembling  false  membrane 
occur  in  diphtheria-bacillus  carriers.  Such  persons  give 
negative  Schick  reactions  and  do  not  have  clinical  diph- 
theria despite  the  positive  findings  in  cultures  taken  from. 


their  throats.  It.  is  important  to  remember  that  the  diag- 
nosis of  clinical  diphtheria  cannot  be  made  in  the  labora- 
tory as  a  result  of  finding  virulent  diphtheria  bacilli  in 
cultures,  but  cultures  should  be  taken  of  all  sore  throats 
in  an  effort  to  exclude  or  confirm  diphtheria. 

Always  give  antitoxin  in  a  clinical  case  of  diphtheria 
without  waiting  for  laboratory  confirmation  of  the  diag- 
nosis. However,  to  give  antitoxin  to  a  diphtheria  carrier, 
or  one  already  immunized  would  be  useless. 

Dose  of  antitoxin — 10,000  to  40,000  units  immediately. 
Children  must  be  immunized  long  before  they  reach  the 
school  age.  Laryngeal  cases,  especially,  and  all  other  serious 
cases  should  be  hospitalized  so  aspiration  and  intubation 
may  be  resorted  to  if  needed.  But  until  all  infants  are 
immunized  by  their  family  physician,  at  the  very  earliest 
age  that  they  be  found  susceptible;  then,  and  not  before, 
will  our  slogan  "No  Child  Need  Die  of  Diphtheria,"  be 
fullv  realized. 


The  Therapeutic  Use  of  Oxygen 
(K.  C.   McCarthy,  Toledo,  in  Ohio  State  Med.  Jl.,  Dec.) 

One  must  remember  that  in  shock^  or  anemia  cyanosis 
may  not  be  noticeable  with  even  marked  oxygen  desatura- 
tion.  Instead  we  are  more  likely  to  get  that  ashy  gray  pal- 
lor that  is  so  well  known  and  so  justly  dreaded.  On  the 
other  hand,  cyanosis  may  be  seen  where  there  is  no  anoxe- 
mia and  may  be  due  to  excess  hemoglobin,  which  cannot 
be  saturated  by  normal  oxygen  tension,  for  example,  poly- 
cythaemia  vera. 

Irregular  respiration  and  dyspnea  are  common  signs  of 
anoxemia.  A  rising  pulse  rate  and  a  falling  blood  pressure 
are  signs  of  increasing  anoxemia  which  are  frequently  seen 
in  toxic  and  pulmonary  diseases. 

Any  method  that  raises  the  oxygen  tension  in  the  lung 
is  satisfactory;  concentrations  of  oxygen  of  50%  are  ade- 
quate except  in  high  altitudes.  Samples  of  the  alveolar 
air  or  the  composition  of  the  inhaled  gases  should  fre- 
quently be  checked  by  chemical  analysis  to  determine  if 
we  are  using  oxygen  in  sufficient  dosage. 

The  chamber  is  probably  the  best  method  of  carrying 
out  oxygen  therapy. 

The  oxygen  tent  is  an  attempt  to  reproduce  on  a  smaller 
scale  the  conditions  in  the  oxygen  chamber. 

The  nasal  catheter  method  is  cheap  and  quite  efficient 
though  usually  giving  more  discomfort.  A  10-  or  12-guage 
French  catheter  is  passed  through  the  nose  until  the  eye 
appears  slightly  below  the  uvula  when  the  mouth  is  open. 
Oxygen  passes  through  this  catheter  at  the  rate  of  about 
6  litres  per  minute  will  produce  an  oxygen  concentration 
of  over  50%.  This  has  been  checked  by  passing  a  catheter 
into  the  bronchus  and  actually  taking  samples  of  the 
bronchial  air  while  the  administration  was  in  progress.  It 
is  usually  not  possible  to  continue  the  administration  of 
oxygen  by  this  method  as  continuously  as  in  the  tent. 

The  administration  of  oxygen  by  having  the  patient  in- 
hale the  gas  from  a  bag  through  a  tube  and  face  mask  is 
useful  in  emergencies,  but  for  continued  administration  is 
not  very  practical  for  it  requires  the  continued  presence  of 
a  reliable  moderately  skilled  attendant. 

In  pneumonia,  pulmonary  edema,  asthma  and  heart  dis- 
ease the  indications  for  oxygen  therapy  are  clearcut  and 
the  results  if  applied  early  are  spectacular. 


The  Pains  of  Labor  are  very  seldom  regular  when  the 
feet  are  cold,  wherefore  if  this  should  be  the  case  they 
should  be  put  in  warm  water. — Nathan  Smith. 


"At  the  head  of  death,  stand  I,  the  blood;  at  the  head  of 
all  remedies  stand  I,  the  wine." — Talmud. 
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The  Retarded  Child  in  North  Carolina* 

F.  M.  Register,  M.D.,  Kinston,  North  Carolina 
Superintendent  Caswell  Training  School 


THE  retarded  child  is  a  problem  in  which 
all  citizens  are  interested  to  some  extent: 
1st — The  parents   are,   of  course,   most 
vitally  interested. 

2nd — The  public  school  teachers. 

3rd— Those  officials  whose  business  it  is  to  pro- 
vide extra  teachers  for  this  deficient  group  or  to 
provide  custodial  care. 

4th — The  citizens  generally  who  pay  the  tax 
bills  to  care  for  these  unfortunates. 

I  shall  speak  principally  of  one  phase  of  this 
subject,  that  is,  institutional  care  of  these  children 
and  what  I  shall  "have  to  say  will  revolve  around 
the  Caswell  Training  School;  some  of  its  present 
problems,  some  suggestions  for  a  future  program 
and  plan  for  this  school. 

Let  me  give  you  a  short  history  of  Caswell 
Training  School— named  for  Richard  Caswell, 
first  Governor  under  the  constitution.  The  school 
was  established  by  act  of  the  1911  General  Assem- 
bly. It  was  first  named  the  School  for  the  Feeble- 
minded. The  more  intelligent  children  and,  of 
course,  parents  who  have  children  here  hate  the 
word  feebleminded,  so  at  this  time  it  is  called  "The 
Caswell  Training  School— A  State  school  for  ex- 
ceptional children."  The  bill  was  introduced  by 
Dr.  Ira  M.  Hardy,  of  Kinston;  through  his  vision 
and  hard  work  the  school  was  made  possible  and 
he  was  made  its  first  superintendent.  The  first 
children  were  received  in  the  school  in  1913. 

Dr.  C.  Banks  McNairy  was  the  next  superin- 
tendent. Then  Dr.  Harvey  Dixon,  then  Dr.  W. 
B.  Murphy,  who  only  held  the  place  for  about  two 
weeks  and  resigned.  The  present  superintendent 
was  elected  September  1st,  1933. 

The  consolidated  statutes  prescribe  the  purposes 
of  the  Caswell  Training  School  as  follows: 

(1)  To  segregate,  care  for,  train  and  educate 
mental  defectives. 

(2)  To  disseminate  knowledge  concerning  the 
extent,  nature  and  menace  of  mental  defi- 
ciency. 

(3)  To  suggest  and  initiate  methods  for  its 
control,  reduction  and  ultimate  eradication 
from  our  people. 

(4)  To  maintain  a  bureau  for  instructing  the 
public  with  reference  to  the  care  of  mental 
defectives  who  remain  in  their  homes,  and 
for  the  care  of  discharged  inmates. 


( S )  To  maintain  a  psychological  clinic  for  study 
and  observation  of  mental  defectives  charg- 
ed with  crime,  and  to  give  expert  advice 
in  all  cases  of  mental  defectives. 
A  comprehensive  program,  but  a  program  that 
in  twenty  years  has  not  gone  very  far.  The  rea- 
sons for  slow  progress  are  many.  When  dealing 
with  the  human  being,  progress  is  slow,  because 
the  growth  of  human  beings  is  slow;  it  takes  about 
one  hundred  years  to  have  the  fourth  generation. 
Of  all  animals  the  human  being  is  the  most  per- 
verse and  obstinate,  the  most  heedless  of  his  own 
interests  and  well-being;  and  I  say  this,  remember- 
ing full  well  that  we  still  have  an  animal  called 
the  mule.  Then,  too,  we  tackle  most  jobs  from 
the  wrong  direction.  We  think  usually  more  about 
cure  than  prevention.  We  still  have  smallpox, 
diphtheria,  malaria  and  typhoid  fever — each  a  pre- 
ventable disease.  We  know  also  that  birth  injuries 
cause  mental  defects;  but  we  still  employ  ignorant 
midwives. .  We  know  that  many  mental  defects  are 
caused  by  the  careless  handling  of  babies;  but  we 
still  let  ignorant  and  careless  girls  handle  our  ba- 
bies. We  know  that  parents  whose  minds  are 
continuously  befuddled  with  alcohol  have  defective 
offspring;  but  we  still  encourage  alcohol  drinking 
by  offering  it  for  sale  to  the  general  public.  We 
know  that  mental  defectives  beget  mental  defec- 
tives; but  we  still  have  lax  marriage  laws.  We 
know  that  syphilis  is  the  great  destroyer  of  present 
and  future  generations;  still  we  do  very  little  about 
it  except  to  try  to  salvage  some  of  the  derelicts 
by  building  a  few  institutions  whose  space  for  car- 
ing for  those  that  have  fallen  by  the  wayside  is 
entirely  inadequate. 

In  1925,  Governor  A.  W.  McLean  appointed  a 
committee  on  the  Caswell  Training  School  and  its 
relations  to  the  problem  of  the  feebleminded  of 
the  State  of  North  Carolina.  This  committee  was 
composed  of  the  following:  W.  S.  Rankin,  Chair- 
man, Gilbert  T.  Stephenson,  Secretary,  A.  T.  Allen, 
J.  O.  Carr,  W.  C.  Dowd,  Thurman  Kitchin,  Na- 
than O'Berry,  H.  A.  Page  and  Jas.  A.  Vernon — a 
splendid  committee,  composed  of  men  of  intelli- 
gence, sympathy  and  honesty. 

A  comprehensive  report  was  made  by  this  com- 
mittee to  Governor  McLean  in  August,  1926.  This 
report  is  a  classic.  I  shall  quote  from  it  freely. 
In  fact  the  balance  of  this  paper  will  be  more  or 
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less  a  review  of  this  report  along  with  some  ideas 
I  have  gathered  since  my  connection  with  Caswell 
Training  School  some  three  years  ago— some  by 
observation,  some  by  reading  the  latest  textbooks, 
some  by  consultation  and  correspondence  with  peo- 
ple who  have  kept  abreast  of  the  time,  in  caring 
for  and  teaching  those  with  retarded  mentality — 
and  some  by  visiting  institutions  for  the  mentally 
retarded. 

Quoting  from  the  McLean  report:  "In  the  be- 
ginning, let  us  define  feeblemindedness.  According 
to  the  Royal  College  of  Physicians,  it  is  this — A 
feebleminded  person  is  one  who  is  capable  of 
earning  a  living  under  favorable  circumstances,  but 
is  incapable  from  mental  defect  existing  from  birth, 
or  from  an  early  age:  (1)  of  competing  on  equal 
terms  with  his  normal  fellows,  or  (2)  of  managing 
himself  and  his  affairs  with  ordinary  prudence. 

"This  definition  can  be  briefly  stated  as  fol- 
lows: Feeblemindedness  is  social  incompetence  due 
to  arrested  mental  development.  It  is  clear  that 
we  have  in  this  definition  of  feeblemindedness  one 
of  great  elasticity.  A  person  might  be  socially  ef- 
ficient and  therefore  normal-minded  under  some 
conditions  of  life,  say,  in  an  agricultural  commu- 
nity; yet  be  socially  inefficient  or  feebleminded 
under  other  more  complex  conditions  of  life,  as 
in  a  metropolitan  center.  It  is  probably  true  that 
the  development  of  a  more  complex  civilization 
has  brought  to  the  surface  much  feeblemindedness 
that  would  have  remained  submerged  and  unob- 
served under  the  less  complex  civilization  of  other 
times." 

The  psychologist  classifies  the  feebleminded  as 
follows: 

1.  The  idiot  with  a  mind  not  advanced  beyond 
the  normal  at  the  second  year  of  life  with 
an  intelligence  quotient  of  25. 

2.  The  imbecile  with  a  mind  developed  some- 
where between  that  of  the  normal  mind  of 
the  second  and  seventh  year  with  an  intelli- 
gence between  25  and  49. 

3.  The  moron  with  a  mind  developed  some- 
where between  the  normal  of  the  seventh 
and  eleventh  years  and  with  an  intelligence 
quotient  between  49  and  70. 

It  should  be  noted  here  that  the  psychologist 
in  these  tests  and  measurements  takes  account  only 
of  intelligence  and  leaves  out  of  account  the  emo- 
tions or  temperament  and  the  will  or  self  control, 
two  of  the  three  qualities  of  mind  which  may  fit 
an  individual,  even  one  lacking  in  average  intelli- 
gence, to  live  not  only  a  harmless  but  helpful  social 
existence. 

We  are  often  asked  the  question,  Do  any  of 
your  children  get  well?  Our  answer  is,  They  are 
not  sick.  Of  course,  some  of  our  mental  defectives 
have  a  psychosis.    In  other  words,  in  addition  to 


being  mentally  retarded  they  are  afflicted  with 
some  form  of  insanity  or  mental  sickness.  They 
sometimes  get  well  of  their  mental  disease  but  are 
still  mentally  retarded.  We  try  not  to  take  any 
that  are  mentally  sick,  because  we  have  no  place 
to  care  for  them  or  to  treat  them,  and  it  is  not 
fair  to  the  other  children  to  put  a  mentally  sick 
child  with  those  that  are  well.  Of  course  we  all 
know  how  upsetting  to  any  family  it  is  to  have 
an  insane  person  in  their  midst.  "The  feeble- 
minded of  N.  C.  is  estimated  at  about  2%  of 
population — or  about  66,000 — and  are  divided  into 
three  classes  for  purpose  of  treatment  or  instruc- 
tion. 

1.  The  feebleminded  who  are  adjusted  to  their 
social  environments.  This  class  constitutes 
about  75% — 49,500 — and  needs  no  treat- 
ment or  special  instruction. 

2.  The  feebleminded  who  are  partially  adjusted 
to  their  social  environment  and  need  some 
treatment  or  instruction,  20%,  13,200. 

3.  The  feebleminded  who  are  unadjusted  to 
their  social  environment  and  need  institu- 
tional care,  4%,  2,640. 

We  will  soon  have  room  for  200  more  children. 
I  predict  from  the  way  applications  are  rolling  in 
daily,  that  when  the  200  are  taken  we  will 
still  have  as  many  on  waiting  list  as  we  have  now. 

North  Carolina  should  not  become  discouraged 
in  well  doing.  Our  problem  does  not  lie  beyond 
our  resources,  and  our  problem  is  not  as  acute  as 
it  is  in  other  States  which  are  more  urban  and 
where  the  population  is  more  heterogenous.  It  is 
less  expensive  to  deal  with  retarded  children  in  a 
sensible  and  adequate  way.  What  is  saved  in  not 
providing  adequate  institutional  care  for  mental 
defectives  is,  in  all  probability,  lost  many  times 
over  in  unnecessary  court  procedure,  in  the  care 
of  prisoners  and  in  the  unnecessary  burdens  and 
hindrances  which  the  uncared-for  institutional  case 
lays  upon  an  uninformed  and  negligent  society. 
The  financial  burden  of  properly  taking  care  of 
this  problem  need  not  be  great  when  apportioned 
between  the  four  possible  sources  of  revenue  upon 
which  it  may  be  imposed;  viz.,  1st — The  earnings 
of  the  feebleminded.  2nd — Parents  able  to  pay 
in  part  or  whole.  3rd — The  counties.  4th — The 
State. 

Quoting  again  from  the  McLean  Report:  "In- 
stitutions for  the  feebleminded  .  .  .  through  seg- 
regation and  supervision  render  three  distinct 
types  of  service:  (1)  preventive,  (2)  custodial, 
(3)  educational.  .  .  .  Segregation  and  supervision 
prevent    the    reproduction    and    multiplication    of 

feebleminded  people  to  a  small  extent only 

about  1%  of  the  feebleminded  are  institutionalized 
and  99%  are  out  of  institutions,  uncontrolled  and 
uncontrollable.    Moreover,  it  will  never  be  possible 
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or  even  desirable  to  institutionalize  more  than  5 
to  10%  of  the  feebleminded."  Institutions  for 
the  feebleminded  exercise  their  custodial  functions 
in  taking  care  of  the  idiots  and  low-grade  imbeciles. 
These  types  compose  the  burdensome  element  of 
the  problem.  These  cases  usually  make  up  about 
40%  of  institutional  cases.  The  idiots  and  im- 
beciles as  members  of  a  family  in  which  there  are 
normal  children  embarrass  and  disorganize  family 
life,  and  it  is  a  service  greatly  needed  and  one 
that  the  State  should  render  to  relieve  normal  chil- 
dren of  the  embarrassment  of  association  with  these 
unfortunates. 

Of  course  little  can  be  done  for  this  group,  but 
practically  all  of  them  can  be  taught  something 
that  will  make  theier  lot  in  life  healthier  and  hap- 
pier and,  at  the  same  time,  make  their  kinspeople 
more  happy  and  reconciled  to  this  burden  of  kin- 
ship)— a  burden  that  has  fallen  on  some  of  the 
best  families  in  the  State  and  will  continue  to  fall 
on  others.  The  educational  work  of  the  feeble- 
minded school  should  include:  (1)  Kindergarten 
work  for  the  younger  teachable  group,  (2)  simple 
reading,  writing  and  arithmetic  up  to  third  and 
fourth  grades  of  the  graded  school,  (3)  vocational 
training — as  a  rule  vocational  training  is  substi- 
tuted for  school  work  when  a  feebleminded  child 
has  fallen  two  to  three  years  behind  his  classes. 

Dr.  Charles  Bernstein  of  the  Rome,  New  York, 
State  School  says  "about  20%  of  an  institutional 
population  will  be  of  school  age  and  proper  school 
cases  and  40%  will  constitute  the  stable  and  eco- 
nomically efficient  high-grade  imbecile  and  moron 
group  suitable  for  colony  and  parole  life."  Quoting 
again  from  the  report  of  the  McLean  Commission: 
"What  the  high  school,  college  and  university  may 
do  in  advancing  those  of  higher  mental  levels  to- 
wards proficiency  in  the  more  difficult  trades,  arts 
and  sciences,  the  institutions  for  the  feebleminded 
may  do  toward  advancing  those  of  the  lower  men- 
tal levels  towards  proficiency  in  the  simpler,  but 
multitudinous,  duties  that  enter  into  the  work  of 
the  community.  The  efficiency  of  the  training 
school  should  be  measured  by  its  products,  the 
number  and  type  of  those  it  restores  and  returns 
to  society.  The  idiot  and  low-grade  imbecile  will 
remain  with  the  institution  as  custodial  cases;  but 
the  high-grade  imbecile  and  morons,  after  an  in- 
stitutional life  and  training  of  from  four  to  six 
years,  should  be  able  to  take  the  first  step  toward 
social  restoration  through  transfer  to  a  colony." 

A  colony  for  the  feebleminded  has  been  defined 
as  any  group  of  inmates  living  together  under  su- 
pervision outside  of  the  parent  institution,  while 
remaining  under  its  jurisdiction  and  contributing 
to  a  greater  or  less  degree  by  labor  to  their  own 
support.  Ordinarily  about  40%  of  a  feebleminded 
school  should  be  suitable  for  colonization. 


As  the  institution  for  the  feebleminded  develops 
and  passes  on  its  population  to  the  colony,  so  the 
colony  develops  and  passes  on  its  population  to 
the  community.  It  is  estimated  that  80%  of  a 
colony  can  be  passed  on  to  parole." 

The  Rome,  New  York,  school  with  near  4,000 
inmates,  has  now  50  colonies.  A  colony  for  boys, 
about  three  miles  from  our  institution,  was  one  of 
our  CWA  projects.  Some  of  the  materials  were 
delivered,  but  it  has  not  materialized. 

Now  we  come  down  to  the  recommendations 
made  by  the  McLean  Commission: 

"(1)  It  is  recommended  that  the  management 
of  Caswell  Training  School  continue  to  give  pref- 
erence in  the  admission  of  the  feebleminded  to  the 
school  to  those  cases  that  seem  to  be  the  most 
burdensome  or  troublesome  to  their  families  and 
communities,  but,  in  the  admission  of  cases,  to 
endeavor  to  so  combine  the  different  types  of  fee- 
bleminded as  to  give  the  greatest  possible  relief, 
to  society  coupled  with  sound  economy  in  the  oper- 
ation of  the  instituttion.  It  is  believed  that  such 
a  combination  of  types  would  call  for  approxi- 
mately 20%  idiots,  30%  imbeciles  and  50%  mo- 
rons. In  such  an  institutional  population,  the  cus- 
todial cases,  idiots  and  low-grade  imbeciles,  could 
be  cared  for  to  a  considerable  extent  by  high- 
grade  girls  who  would  also  be  trained  and  assist 
in  cooking,  serving  food,  keeping  clean  and  orderly 
the  institution,  and  other  work  of  a  domestic  char- 
acter. The  high-grade  boys  would  be  trained  and 
assist  in  work  on  the  farm,  garden,  dairy  and  work- 
shop. 

(2)  It  is  recommended  that  the  following  ser- 
vice objective  be  used  for  measuring  and  judging 
of  the  efficiency  of  the  operation  of  the  Caswell 
Training  School. 

(a)  A  per  capita  cost  that  compares  favorably 
with  similar  cost  for  other  institutions  for  feeble- 
minded located  in  Southern  States. 

(b)  The  colonization  of  at  least  60%  of  all 
inmates  with  I.  Q.  above  40  who  have  been  in  the 
institution  for  a  period  of  five  years. 

(c)  The  parole  of  75%  of  those  who  have  been 
members  of  the  colonies  for  a  period  of  five  years. 

(d)  The  discharge  of  20%  of  the  parole  cases 
each  year. 

(e)  The  earning  of  at  least  60%  of  their  cost 
of  maintenance. 

(3)  It  is  recommended  that  before  any  addi- 
tional buildings  are  constructed,  a  careful  plan  for 
the  future  possible  extension  of  the  institution  over 
a  period  of  25  years  with  ultimate  accommodations 
for  2,000  inmates  be  designed  by  an  architect  who 
is  familiar  with  modern  arrangements  and  types  of 
buildings  that  are  needed  in  the  care  of  the  feeble- 
minded. 

(4)  It  is  recommended  that  legislation  be  en- 
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acted  which  will  provide  and  require  a  physical  and 
mental  examination,  after  a  scope  and  manner 
jointly  approved  by  the  Superintendent  of  Public 
Instruction  and  the  Secretary  of  the  State  Board 
of  Health,  of  all  public  school  children  who  have 
become  retarded  in  their  classes  to  the  evtent  of 
one  year.  And  it  is  further  recommended  that  the 
State  Superintendent  of  Public  Instruction  and 
the  Secretary  of  the  State  Board  of  Health  jointly 
recommend  to  the  authorities  of  those  communities 
where  children  are  found  to  be  either  physically 
or  mentally  defective  what  measures  should  be 
taken  for  their  relief. 

(5)  It  is  recommended  that  legislation  be  en- 
acted authorizing  the  Superintendent  of  the  State 
Penitentiary,  the  Superintendent  of  any  State  Hos- 
pital for  the  Insane  and  the  Superintendent  of  Cas- 
well Training  School  to  have  the  operation  for 
sterilizing  either  a  male  or  female  inmate  perform- 
ed when  in  his  judgment  such  operation  is  in  the 
interest  of  the  general  welfare  and  when  the  rec- 
ommendations of  one  of  the  said  officials  have 
been  made  in  writing,  with  a  suitable  record  of 
the  case,  and  approved  by  both  the  State  Commis- 
sioner of  Public  Welfare  and  the  Secretary  of  the 
State  Board  of  Health. 

(6)  It  is  recommended  that  parents  who  are 
able  to  pay  in  whole  or  part  for  the  care  of  their 
feebleminded  children  in  Caswell  Training  School 
should  be  required  to  do  so.  To  this  end,  the 
board  of  directors  should  adopt  a  scale  of  payments 
graduated  to  families  with  varying  incomes  and 
obligations.  The  committee  believes  that  the  direc- 
tors should  expect  to  receive  after  four  or  five  years 
20%  of  the  necessary  income  of  the  school  from 
this  source.  It  is  recommended  that  the  custodial 
cases,  idiots  and  low-grade  imbeciles,  which  with- 
out the  school  would  be  county  charges,  be  paid 
for  by  the  counties  from  which  the  inmate  is  ad- 
mitted, except  those  cases  paid  for  by  parents. 
It  is  recommended  that  the  cost  of  the  care  of 
those  inmates  of  the  school  capable  of  elementary 
education  and  training,  that  is,  the  high-grade  im- 
becile and  moron  groups  be  provided  by  the  State, 
except  for  those  cases  for  whom  such  cost  has  been 
provided  in  whole  or  part  by  parents. 

(  7 )  It  is  recommended  as  the  next  step  in  the 
further  development  of  the  Caswell  Training  School 
and  the  general  policy  indicated  in  the  body  of  this 
report  that  the  General  Assembly  of  1927  be  asked 
to  provide  additional  capacity  for  ISO  inmates. 
This  will  increase  existing  institutional  provision 
from  S40  to  690.  Provision  for  the  150  additional 
cases  should  provide  colony  care  for  60  inmates, 
and  institutional  care  for  90  inmates.  The  cost 
of  construction  for  institutional  cases  need  not  ex- 
ceed $1,000  for  an  inmate  and  it  can  probably  be 
obtained  for  less.     It  recommends  that,  until  the 


school  becomes  so  organized  to  incorporate  the 
colony  and  parole  work  as  suggested  in  the  body 
of  report,  and  until  it  has  begun  to  receive  support 
from  parents  who  are  able  to  assist  in  defraying 
the  cost  of  their  feebleminded  offspring,  $300  per 
year  per  capita  for  maintenance  be  considered  as 
a  reasonable  expenditure  for  the  work  of  the 
school." 

Thus  ends  the  McLean  report  in  the  above  7 
recommendations.  The  report  of  the  McLean  Com- 
mittee is  the  Old  Testament  of  the  Caswell  Train- 
ing School  prophesying  what  should  come  to  this 
instituttion.  We  think  it  time  now  for  some  of 
these  prophecies  to  be  fulfilled  in  a  New  Testa- 
ment. 

We  have  19  buildings  completed  and  9  more 
almost  completed,  17  buildings  housing  90  em- 
ployees and  800  acres  of  land — all  told  represent- 
ing $1,600,000  in  value.  We  have  22  mules,  75 
head  of  cattle,  600  hogs  and  800  chickens.  We 
farm  650  acres  of  our  land.  This  year  we  have 
canned  9,500  gallons  of  vegetables.  We  grow  all 
of  our  corn  and  hay.  We  will  have  this  year  7,000 
bushels  of  corn  and  plenty  of  hay  and  we  estimate 
we  will  have  65,000  lbs.  meat.  Our  boys  and  girls 
to  the  number  of  300  do  certain  parts  of  the  work 
with  supervision.  They  do  all  the  laundry  to  the 
amount  of  15  to  20  thousand  pieces  a  week,  all 
our  sewing  except  overalls,  make  our  mattresses, 
do  all  our  mending  and  all  the  work  in  the  hospital 
that  6  nurses  cannot  do,  take  care  of  all  our  build- 
ings, help  in  kitchen  and  dining  room.  They  take 
care  of  the  children  in  the  Junior  Ward.  They  do 
dairying,  garden  work  and  farm  work,  take  care 
of  600  hogs,  carry  away  garbage  and  trash,  help 
the  plumber,  electrician  and  carpenter,  help  in  the 
power  house — these  boys  and  girls  put  in  650,- 
000  hours  a  year  of  productive  work.  We  have 
been  able  to  scrap  up  a  nickel  or  dime  a  week 
for  these  boys  and  girls  for  the  last  year.  We  hope 
the  legislature  will  appropriate  sufficient  funds  to 
take  care  of  this  important  item.  I  think  it  won- 
derful that  these  boys  and  girls  have  done  such 
work  in  such  a  happy  and  cheerful  manner,  but 
we  all  like  a  money  payday,  be  it  much  or  little. 

We  feel  that  the  good  State  of  North  Carolina 
will  care  for  these  unfortunate  ones  in  an  adequate 
way. 

Alexis  St.  Martin,  the  half-breed  whose  accidental  shoot- 
ing gave  Beaumont  the  opportunity  to  make  his  researches 
in  digestion,  died  in  1880,  the  father  of  20.  Sir  William 
Osier  then  made  an  attempt  to  obtain  the  celebrated 
stomach  for  the  Army  Medical  Museum,  but  (according  to 
Major  Gen.  Patterson,  in  The  Diplomate,  Nov.)  Sir  Wil- 
liam received  a  telegram  on  the  death  of  St.  Martin  "Don't 
come  for  autopsy,  will  be  killed." 

Doctor,  how  recently  have  you,  and  your  wife  and  your 
children  and  your  grandchildren  been  protected  against 
diphtheria,  typhoid  and  smallpox? 
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The  Staff  of  the  Davis  Hospital 
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The  Treatment  of  Fractures  of  the  Hip 

In  recent  years  treatment  of  fractures  of  the  hip 
has  undergone  much  change.  These  fractures, 
usually  intrascapular,  are  commonest  among  the 
aged.  The  patient  may  be  too  feeble  to  survive 
even  a  relatively  slight  degree  of  shock,  and  within 
a  few  hours  or  a  few  days  the  patient  will  pass 
away;  but,  no  matter  how  infirm  a  patient  or  how 
aged,  the  family  rightly  expects  something  to  be 
done.  Although  it  is  common  knowledge  that  the 
bones  of  the  aged  do  not  heal  so  well  as  do  those 
of  the  young,  many  expect  better  results  than  can 
possibly  be  obtained,  an  attitude  which  leads  to 
many  suits  alleging  malpractice. 

That  many  fractures  of  the  neck  of  the  femur, 
especially  intracapsular  fractures  sustained  by  the 
aged  and  infirm,  will  refuse  to  unite  no  matter 
what  treatment  is  used  is  a  fact  beyond  dispute. 
Some  of  these  patients  will  perish  within  a  short 
while  after  the  injury  simply  from  an  impending 
uremia  or  pneumonia,  or  possibly  both,  precipitated 
by  shock  that  would  be  a  trivial  thing  to  one  in 
robust  health. 

Even  though  the  patient  lives,  there  may  be  no 
healing  of  the  bone  or  it  may  be  greatly  delayed, 
by  reason  of  poor  blood  supply  and  low  regenera- 
tive powers. 

A  few  years  back  such  fractures  were  usually 
treated  by  Buck's  extension.  Sometimes  this  was 
supplemented  by  sandbags  and,  as  a  rule,  some 
sort  of  abduction  was  obtained,  which  unfortu- 
nately was  often  entirely  inadequate  to  maintain 
proper  reduction.  Whitman's  method,  by  which 
the  femur  was  placed  in  abductiton  with  the  proper 
amount  of  internal  rotation,  was  perhaps  the  best 
treatment  up  until  that  time.  These  methods  may 
have  use  still  in  a  certain  number  of  cases,  depend- 
ing on  the  peculiarities  of  the  individual  fracture 
and  the  individual  patient. 

Various  kinds  of  splints  have  been  made  for 
holding  the  leg  in  abduction  and  internal  rotation, 
on  the  general  principles  of  the  Whitman  method. 
The  use  of  the  Roger  Anderson  well-leg  splint  was 
an  advance  in  the  treatment  of  these  cases,  appli- 
cable to  many  types  of  hip  joint  fractures. 

The  open  surgical  treatment  of  fractured  hip 
joints  has  varied  a  great  deal.  A  common  method 
was  to  use  an  autogenous  bone  pin  from  the  tibia 
to  hold  the  fracture  in  position.  This  is  usually 
a  rather  formidable  operation  requiring  consider- 
able time,  and  is  often  too  much  for  a  feeble  pa- 
tient to  undergo.    In  non-union  of  long  standing  it 


is  good,  along  with  a  splint,  especially  a  plaster 
splint,  to  hold  the  leg  in  abductiton  and  internal 
rotation. 

In  recent  years  the  fixation  of  fractures  of  the 
hip  joint  by  metal  pins  has  come  into  vogue,  and 
this  method  is  gaining  in  favor  each  year.  The 
general  plan  is  that  of  reducing  the  fracture  after 
infiltrating  with  a  local  anesthetic  around  the  frac- 
ture site,  the  capsule  of  the  joint  and  the  skin  over 
the  greater  trochanter,  externally.  Spinal  anesthe- 
sia may  be  used.  The  fracture  is  reduced  by 
manual  traction  and  internal  rotation  of  the  thigh 
until  it  is  shown  by  repeated  x-ray  examinations 
to  be  in  good  apposition  and  in  good  position,  then 
holding  the  fragments  in  position  by  means  of 
metal  pins,  wires  or  nails. 

One  method  that  is  used  with  some  success  is 
the  use  of  Kirschner  wires.  Three  to  four  of  these 
wires  are  passed  into  the  neck  and  head  of  the 
femur  through  the  outer  surface  of  the  shaft  and 
greater  trochanter  and  secured  in  such  a  way  as 
to  hold  the  fragments  in  position.  They  may  be 
left  in  a  considerable  length  of  time,  but  they  have 
the  tendency  to  become  loose  and  cause  trouble. 

Austin  Moore,  of  Columbia,  has  made  a  valuable 
contribution  in  the  form  of  a  special  pin  with  a 
small  flat  tap  on  the  end  to  keep  the  pin  from 
going  in  too  far;  two  or  three  pins  used  in  one 
case  may  be  fastened  together  with  wire,  which 
is  a  great  help  in  keeping  them  all  in  position. 
These  pins  can  be  kept  in  for  a  considerable  length 
of  time. 

The  Smith-Peterson  nail  and  its  various  modifi- 
cations are  in  common  use  and  we  have  found 
them  especially  useful,  although  the  Austin  Moore 
method  has  beei:  very  satisfactory. 

The  application  of  wires,  pins,  splints  and  nails 
should  only  be  done  by  those  expert  in  their  use 
and  who  have  every  x-ray  facility  for  observing 
the  bones  and  controlling  the  insertions.  Contrary 
to  what  one  would  expect,  metal  pins  and  nails  can 
be  left  in  the  hip  joint  for  a  considerable  length 
of  time,  and  maintaining  good  apposition  should 
certainly  be  aimed  at.  The  length  of  time  they 
are  left  in  depends  especially  upon  the  condition 
of  the  patient  and  the  reaction  of  the  bone. 

A  great  advantage  of  this  treatment  is  that  the 
patient  is  not  confined  to  bed,  but  in  a  few  days 
he  can  sit  up  in  a  chair  and  move  about.  Many 
can  safely  return  home  in  a  week  or  ten  days.  A 
patient  who  is  in  rather  bad  condition  should  be 
kept  under  medical  and  nursing  attention  until 
healing  has  taken  place.  In  case  a  plaster  cast  is 
used,  the  patient  cannot  return  home  so  early. 

Plaster  splints  or  casts  are  not  always  necessary 
for  immobilization.  Plaster  can  be  left  off  if  the 
patient  is  more  comfortable  and  perhaps  the 
chances  of  hypostatic  congestion,  pneumonia,  ure- 
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mia,  etc.,  are  lessened. 

Getting  an  aged  patient  up  in  bed  and  soon  in 
a  wheel  chair  and  about  will  improve  his  mental 
attitude  and  do  good  all  'round.  A  patient  whose 
fracture  has  been  fastened  with  a  metal  pin  can 
move  about  without  suffering  any  great  amount 
of  pain,  very  often  no  pain  at  all.  I  believe  this 
is  the  method  of  choice  in  the  treatment  of  almost 
all  fractures  of  the  hip  where  internal  fixation  with 
metal  is  permsisible  and  practicable. 

The  problem  of  nourishment  is  an  important  one. 
A  patient  with  a  fracture  should  be  supplied  with 
foods  that  are  easily  digested  and  have  a  consider- 
able amount  of  calcium.  The  vitamines  should  not 
be  overlooked.  Liver  extract  may  be  a  great  help. 
Splenic  extract  possibly  stimulates  bone  formation 
and  fracture  healing.  Thomas  Wheeldon.  of  Rich- 
mond, has  found  this  exceedingly  helpful  in  stim- 
ulating bone  formation. 


The  Care  of  Lacerated  Wounds 

(R.   B.  Tucker,  Toledo,   in  Ohio   State    Med.  J  I.,  Dec.) 

This  method  of  treatment  has  given  uniformly  good  re- 
sults in  a  recent  series  of  100  cases. 

We  employ  copious  amounts  of  liquid  soap  and  warm, 
sterile  water  both  outside  and  inside  the  wound  and  avoid 
the  use  of  chemical  antiseptics.  The  mehacnical  removal 
of  debris  and  foreign  bodies  from  the  deepest  recesses  is 
the  best  safeguard  against  infection  and  is  most  easily  and 
painlessly  accomplished  after  the  wound  margins  have 
been  anesthetized.  If  there  is  much  grease  present,  ether 
is  used  as  a  solvent  preliminary  to  the  soap  and  water. 
The  sterile  water  for  irrigating  the  wound  is  supplied  under 
slight  pressure  from  an  elevated  receptable  to  which  rubber 
tubing  is  attached.  For  the  anesthetic  agent  we  use  1% 
novocaine  solution  without  adrenalin.  The  novocaine  is 
injected  with  the  finest  hypodermic  needle  directly  into 
the  skin  margins  along  the  entire  extent  of  the  wound, 
and  later  into  deeper  tissues  as  necessary.  Occasionally 
general  anesthesia  is  employed  when  the  patient  is  too 
restless,  or  when  the  lacerations  are  very  extensive. 

The  next  step  is  a  careful  examination  with  good  light 
and  adequate  exposure.  The  wound  edges  are  held  aside 
by  small  hook  retractors  and  never  by  instruments  which 
crush  and  destroy  tissue.  Excise  only  that  which  is  ob-' 
viously  devitalized.  To  obtain  hair-line  scars  it  is  nec- 
essary to  straighten  ail  ragged  skin  edges,  to  avoid  suturing 
beveled  or  overlapped  margins,  and  to  convert  multiple  to 
single  lacerations  wherever  possible.  For  cutting  the  skin 
we  prefer  a  sharp  scalpel  to  scissors.  Delicate  cutting  and 
suturing  cannot  be  done  with  the  large  instruments  em- 
ployed in  abdominal  surgery. 

Severed  nerve,  tendon,  tendon  sheath,  muscle,  fascia 
or  other  structures  must  be  closed  in  layers  so  as  to  re- 
store as  far  as  possible  their  original  anatomical  relation- 
ships. All  sutures  whether  catgut  or  dermal  are  loosely 
tied  so  as  to  just  bring  the  edges  together. 

Catgut  00  is  usually  best,  and  for  suturing  delicate  struc- 
tures such  as  nerves  and  tendons,  this  is  used  on  atrau- 
matic needles.  Cromic  catgut  is  more  irritating  to  the 
tissues  than  plain.  For  the  skin  closure  we  use  fine  silk 
or  quadruple  0  dermal  suture  and  small-eye  needles.  In- 
terrupted sutures  lend  themselves  to  early  removal  and  are 
therefore  preferred  to  continuous. 

As  a  rule  drainage  of  these  wounds  is  omitted.     Com- 


plete hemostasis  is  always  desirable  but  in  certain  cases 
where  this  has  been  unsatisfactory  small  rubber-dam  drains 
for  from  12  to  24  hours,  plus  a  pressure  dressing  is  usually 
sufficient.  Certain  deep  wounds  which  cannot  be  satisfac- 
torily cleansed  and  in  which  infection  is  likely  to  develop, 
are  drained  for  longer  periods.     Drains  are  removed  early. 

The  surgeon  has  not  finished  until  a  well-fitting  com- 
fortable and  protective  dressing  is  in  place.  If  the  wound 
is  small  and  superficial  a  dry  gauze  dressing  is  usually  all 
that  is  necessary.  For  extensive  deep  wounds  a  warm, 
moist,  boric  acid  gauze  dressing  covering  a  wide  area  will 
alford  great  comfort  and  aid  in  preventing  the  develop- 
ment of  a  serious  infection.  This  gauze  is  covered  with  a 
sheet  of  cellophane  and  kept  moist  by  the  addition  of 
small  amounts  of  boric  acid  solution  every  few  hours. 
These  wet  compresses  are  not  continued  longer  than  24  to 
48  hours  unless  infection  develops. 

Inspect  daily  during  the  first  week  in  order  to  be  as- 
sured that  the  splints  and  dressings  afford  proper  protec- 
tion and  that  there  are  no  undrained  collections  of  blood, 
serum  or  pus.  Skin  sutures  must  be  removed  as  early  as 
is  consistent  with  keeping  the  wound  edges  in  approxima- 
tion. On  the  face,  alternate  ones  are  removed  in  24  hours 
and  the  remainder  in  36  to  4S  hours.  Patients  appreciate 
and  deserve  the  comfort  of  frequent  dressings.  They  all 
want  invisible  scars,  and  if  this  result  is  to  be  even  ap- 
proached it  will  require  more  than  average  postoperative 
attention. 

Tetanus  antitoxin  (1500  units)  is  invariably  administered 
after  preliminary  sensitivity  test,  and  the  patient  is  in- 
formed of  the  possibility  of  serum  sickness  developing. 
This  reaction  to  horse  serum  often  causes  more  disability 
than  the  original  injury,  but  it  should  not  be  omitted  on 
this  account.  Accident  cases  are  potential  litigation  cases 
in  which  a  careful  set  of  notes  is  invaluable,  especially 
after  months  have  elapsed. 


Joshua  Barker  Flint,  First  Professor  of  Surgery,  Univ. 

of  Louisville,  1837 

(D.  P.   Hall,  Louisville,  in  Ky.  Med.  Jl.,  Nov.) 

Dr.  Lewis  Rogers  in  his  presidential  address  before  this 
Society  in  1873,  said  of  Dr.  Flint:  "He  was  quiet  and 
modest,  avoiding  rather  than  courting  conspicuous  notice. 
His  fine  scholarship,  literary  and  professional,  made  itself 
evident  to  all  appreciative  observers.  In  the  field  of 
operative  surgery,  he  was  distinguished  beyond  all  other 
men  of  his  time,  for  his  conservatism.  Many  limbs  and 
parts  were  saved  by  him  which  would  have  been  lost  by 
less  considerate  surgeons.  .  .  . 

As  a  teacher  his  lectures  derived  their  ornament  from 
correct  rhetoric  and  classical  illustrations.  They  were 
never  soiled  by  coarse  anecdotes  or  indelicate  allusions. 
He  was  a  dignified  teacher  of  the  facts  and  truths  of  a 
serious  science.  Socially,  no  man  was  more  charming. 
Though  dry  and  not  much  of  a  talker  generally,  on  festive 
occasions  his  conversation  was  brilliant  and  sparkled  with 
wit.  At  a  dinner  or  evening  party,  among  cultivated  peo- 
ple, he  was  delightful." 


Thyreotoxicosis 

(H.   R.   G.   Poate,  Sydney,  in  Aust.  &  New  Zealand  Jl.  of 
Surg.,  Oct.) 

The  whole  question  of  etiology  and  treatment  of  thy- 
reotoxicosis is  still  in  a  state  of  flux,  and  I|  am  sure  that 
in  the  light  of  our  present  knowledge  the  quickest  and 
most  certain  method  of  restoring  the  patient  as  nearly  as 
possible  to  normal  is  by  operation  carried  out  with  ade- 
quate pre-operative  precautions  by  a  competent  surgeon. 
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HOSPITALS 

R.  B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


Where  Are  the  Graduate  Nurses 

When  one  is  continually  confronted  with  the 
same  question  it  is  only  natural  that  the  answer 
be  sought  for.  To  those  of  us  who  are  trying  to 
operate  hospitals  the  question,  Where  are  the 
nurses?,  is  a  daily  problem.  Only  a  few  short 
years  ago  we  were  told  that  there  was  an  over- 
supply  of  nurses.  If  that  was  true  then  perhaps 
those  who  knew  where  they  were  could  now  advise 
us  of  their  whereabouts. 

It  is  a  not  uncommon  sight  to  see  the  superin- 
tendent of  a  hospital  sitting  at  the  telephone  call- 
ing nurse  after  nurse  to  come  on  duty  either  as  a 
special  nurse  or  for  hall  duty.  The  answers  to 
many  of  the  calls  are  the  same,  "She  is  on  duty." 
It  is  of  no  small  importance,  and  it  should  not  be 
lightly  taken  by  those  of  us  who  are  informed  in ' 
the  matter.  Every  citizen  in  our  fair  State  looks 
to  the  medical  and  nursing  profession  and  to  the 
hospitals  to  serve  them  in  time  of  need  and  distress. 
If  we  do  not  now  tell  them  that  we  are  not  pre- 
pared to  render  them  that  service  then  we  are  not 
true  to  our  trust  nor  fair  to  our  neighbors. 

It  is  not  a  mist  any  longer  but  a  fact  that  there 
is  a  serious  shortage  of  good  graduate  nurses. 
Those  who  argue  otherwise  are  either  not  informed 
or  wish  to  ignore  willfully  the  situation  as  it  act- 
ually is.  Can  we  afford  to  have  our  patients  lose 
respect  for  and  confidence  in  us  and  our  hospitals? 
What  will  our  alibi  be  if  we  continue  to  fool  them? 
One  cannot  visit  any  active  institution  today  with- 
out seeing  evidence  of  poor  service  due  to  inade- 
quate nursing  care.  The  situation  is  rapidly  be- 
coming critical.  Nurses  themselves  who  cried  from 
the  housetop  a  few  years  ago  about  an  over-supply 
of  nurses  are  now  pleading  for  more  help  in  the 
hospitals,  and  where  is  it  to  come  from? 

The  supply  of  graduate  nurses  is  now  dangerous- 
ly low,  but  it  is  nothing  compared  to  what  it  will 
be  three  or  four  years  from  now.  If  the  average 
nurse's  active  work  is  eight  years,  then  half  of 
those  who  are  nursing  today  will  not  be  available 
for  service  after  three  or  four  years.  Many  of 
them  who  are  now  doing  private  duty  are  over- 
worked from  too  continuous  duty  without  a  let-up. 
Only  the  other  day  a  nurse  who  had  been  out  of 
the  field  of  service  for  12  years  told  me  that  she 
had  started  back  to  nursing.  She  stated  that  the 
only  way  she  could  get  a  day's  rest  last  summer 
was  to  leave  town.     Many  of  the  nurses,  in  order 


to  get  a  day's  rest,  do  not  register  the  first  day 
they  get  off  of  a  case.  Many  times  they  have  told 
me  during  the  last  few  months  that  they  did  not 
want  to  work  until  they  had  a  rest  but  that  Dr. 
So-and-so  had  called  them  and  they  felt  as  if  they 
must  go. 

If  one  really  wants  to  get  a  true  picture  of  the 
situation  let  him  visit  a  hospital  which  is  running 
85  to  90  per  cent.  full.  Let  him  hear  the  superin- 
tendent pleading  for  nurses  to  help  them  on  hall 
or  special  duty.  What  would  we  do  if  we  should 
have  any  type  of  an  epidemic? 

The  writer  was  trying  to  locate  a  nurse  a  short 
time  ago  and  it  was  necessary  to  call  nine  nurses 
before  one  was  found  who  was  available  to  go  on 
the  case.  What  would  the  people  say  if  a  sick 
person  had  to  call  nine  doctors  before  he  suc- 
ceeded in  getting  one?  What  would  any  and  every- 
body say  if  they  had  to  call  nine  preachers,  plumb- 
ers, electricians,  or  what-not  before  they  could  find 
one  to  come?  Just  what  they  would  say  is  hard 
to  tell,  but  what  they  would  not  say  is  easy  to 
imagine.  They  would  not  say  that  there  was  an 
over-supply. 

The  population  of  our  section  of  the  country  is 
increasing  very  rapidly.  For  the  most  part  the 
South  is  very  prolific.  Families  are  large  and  our 
health  program  preserves  the  lives  of  our  babies, 
which,  by  the  way,  is  employing  a  large  group  of 
graduate  nurses.  We  export  many  of  our  very 
best  nurses  and  import  only  a  small  number  and 
these  not  always  of  the  best  type.  It  is  only  nat- 
ural that  our  girls  will  migrate  to  the  larger  cities 
to  see  more  of  the  world,  but  wherever  they  go  I 
have  no  fear  for  them.  The  Southern  girl  who 
graduates  in  the  small  hospital — for  we  have  few 
large  ones  in  the  South — will  always  hold  her  own. 

To  nurses,  doctors  and  hospital  operators  I  make 
a  plea  for  a  thorough,  unbiased  analysis  of  the 
question.  Do  your  own  thinking.  Do  not  allow 
someone  else  to  do  it.  Above  all  let  us  not  de- 
ceive our  people.  Those  who  put  their  faith  in  us 
let  us  not  fail.  Tell  them  now  that  we  are  not 
capable  of  meeting  emergencies  that  may  at  any 
time  thrust  themselves  upon  us.  Ask  their 
cooperation  in  solving  the  problem  and  let's  do 
something  about  this  deplorable  condition   before 

it  is  too  late. 

s.  m.  &  b. 

Through  Silent  Radio,  a  product  of  the  Dictograph 
Company,  it  is  now  said  to  be  possible  for  one  to  enjoy  a 
radio  broadcast  in  a  room  filled  with  people  and  without 
disturbance  or  annoyance  to  any  of  the  other  occupants. 
It  brings  the  listener  the  opportunity  to  hear,  quietly  and 
by  himself,  and  with  complete  clarity,  the  music,  the 
speech  and  the  action  of  radio,  without  distraction  for 
others  at  ordinary  hearing  distance. 


Barbiturates  may  cause  an  exanthem  with  fever. 
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GENERAL  PRACTICE 

Wingate  M.  Johnson,  M.D.,  Editor,  Winston-Salem,  N.  C. 


An  American  Doctor's  Odyssey 

This  book,  by  Dr.  Victor  G.  Heiser  (W.  W.  Nor- 
ton— $3.50)  is  well  named,  describing  as  it  does 
the  author's  travels  in  45  countries.  After  reading 
it  one  can  easily  understand  why  it  has  been  for 
some  time  the  leading  non-fiction  seller. 

From  the  first  chapter,  which  describes  graphi- 
cally his  miraculous  escape  from  death  in  the 
Johnstown  flood,  to  the  very  end,  Dr.  Heiser  shows 
that  he  is  a  keen  observer,  not  only  of  medical 
phenomena,  but  also  of  men  and  events.  Left  alone 
in  the  world  at  sixteen,  when  both  parents  perished 
in  the  Johnstown  tragedy,  he  had  to  make  his  own 
way  in  the  world.  After  trying  several  occupations 
and  finding  none  of  them  to  his  liking,  he  decided 
on  a  medical  career.  Upon  graduation  from  Jef- 
ferson he  became  an  interne  at  the  Lankenau  (then 
the  German)  hospital.  When  half  through  his  two- 
year  term  of  service  here,  he  went  to  Washington 
for  his  vacation.  While  there  he  took  the  exam- 
ination for  the  Marine  Hospital  Service  merely  for 
practice,  and  to  his  amazement  was  one  of  three 
chosen  from  42  applicants. 

It  was  not  long  before  he  became  Commissioner 
of  Health  for  the  Philippines,  where  he  rendered 
a  great  service.  Leaving  there  in  1914  he  cast  his 
lot  with  the  Rockefeller  Foundation  and  served  it 
faithfully  for  20  years.  During  this  time  he  car- 
ried the  gospel  of  health  to  numerous  countries, 
chiefly  in  the  Orient. 

Dr.  Heiser 's  account  of  his  travels  and  adven- 
tures is  more  fascinating  than  the  average  modern 
novel.  His  keen  sense  of  humor,  and  his  flair  for 
the  human  interest  story,  make  every  page  worth 
reading.  For  example,  he  says  that  W.  C.  Forbes, 
governor-general  of  the  Philippines  from  1909  until 
1913,  'used  his  brains  to  build  up  the  most  effi- 
cient government  the  world  has  ever  known.  For 
a  population  of  ten  million  he  did  all  the  things  a 
government  had  to  do  .  .  .  on  thirty  million  dollars 
a  year.  He  ran  the  Philippines  as  a  business;  pol- 
itics were  allowed  to  play  no  part."  Part  of  his 
success  was  due  to  the  eagle  eye  of  his  auditor, 
Lawshee,  who  on  one  occasion  found  two  dinners 
charged  in  the  expense  account  of  one  of  Heiser  s 
subordinates,  and  ruled  it  out.  The  man  explained 
that  he  had  been  on  shipboard  one  rough  night 
and  had  fed  one  dinner  to  the  fishes,  but  as  the 
sea  became  calmer  he  was  able  to  consume  a  sec- 
ond one;  but  Lawshee  refused  to  allow  his  conten- 
tion 'hat  the  first  was  lost  in  the  line  of  duty. 

Of  particular  interest  to  North  Carolinians  are 
at  least  three  references  in  the  book.  The  first 
is  to  "my  young  North  Carolina  assistant.  Dr.  W. 


P.  Jacocks,"  whom  many  of  us  older  ones  remem- 
ber as  a  star  quarterback  on  the  University  of 
North  Carolina  football  team  soon  after  the  turn 
of  the  century.  While  investigating  an  epidemic 
of  bubonic  plague  in  Palestine,  in  a  house  in  Jaffa 
where  17  had  just  died  of  the  plague,  Dr.  Heiser 
had  just  located  a  dead  rat — rats  carried  the  fleas 
that  transmitted  the  plague  to  human  beings — and 
had  turned  triumphantly  to  Dr.  Jacocks,  only  to 
find  his  face  as  white  as  his  linen  suit.  He  was 
literally  covered  with  fleas,  which  were  hastily 
brushed  off  and  carried  to  the  laboratory,  where  to 
the  joy  of  all  concerned,  they  were  identified  as 
harmless  dog  fleas.  Two  nights  later  he  was  again 
alarmed  when  told  over  the  phone  that  "Dr.  Ja- 
cocks is  very  ill."  To  his  great  relief,  however,  he 
found  that  the  illness  was  malaria,  "contracted  in 
his  own  Southland." 

The  second  reference  was  to  Dr.  J.  J.  Kinyoun, 
who  in  1900  was  sent  to  California  when  the  plague 
landed  there,  and  who  found  plague-infected  per- 
sons in  Chinatown.  "But  the  people  of  California 
so  bitterly  resented  the  suggestion  that  bubonic 
plague  might  be  present  in  their  midst  that  he  was 
publicly  assaulted  and  even  spat  upon  in  the  the- 
atre." A  plague  commission  headed  by  Dr.  Simon 
Flexner  was  sent  to  California  and  confirmed  Dr. 
Kinyoun's  report;  but  the  dangerous  delay  gave 
the  rats  time  to  infect  the  ground  squirrels,  and 
although  millions  of  dollars  have  been  spent  these 
infected  squirrels  have  not  been  eradicated,  and 
have  been  found  as  far  east  as  Nebraska.  This 
danger  might  have  been  avoided  had  the  people  of 
California  listened  to  Dr.  Kinyoun  in  1900. 

It  will  be  recalled  with  pride  that  Dr.  Kinyoun 
was  born  in  Yadkin  County,  and  for  a  few  months 
in  1916  was  lent  to  Winston-Salem  as  its  health 
officer. 

The  third  reference  is  to  Dr.  John  A.  Ferrell,  a 
native  North  Carolinian,  who  was  chosen  by  the 
Rockefeller  Foundation  to  lead  the  attack  on  hook- 
worm disease.  Dr.  Ferrell  is  still  a  valued  em- 
ployee of  the  Rockefeller  Foundation,  and  his  na- 
tive State  has  every  reason  to  be  proud  of  him. 


-S.    M.    &   S.- 


Tiie  Value  of  Signs  and  Symptoms 
(W.  L.   Kitchens,  Texarkana,  in  Clin.  Med.  &  Surg.,  Dec.) 

In  order  that  we  may  recognize  the  disease  oresent, 
there  are  two  things  that  we  must  do:  we  must  find  suf- 
ficient evidence  of  the  disease;  then  we  must  be  able  to 
make  use  of  the  full  diagnostic  value  of  this  evidence. 

Physicians  have  been,  and  are  being  taught,  to  depend 
entirely  too  much  on  the  age,  sex,  occupation,  past  and 
family  histories,  the  presence  of  some  epidemic,  or  a  cer- 
tain locality  to  encourage  them  to  suspect  a  disease.  When 
a  patient  is  suffering  from  a  certain  disease,  he  ha?  this 
certain  disease,  regardless  of  his  age,  sex,  occupation,  .or 
the  locality  in  which  I  examine  him,  or  from  any  infor- 
mation that  might  be  gained  through  the  family  and  past 
history.     Better    diagnoses    will    be   made   only   when   we 
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depend,  solely,  on  the  diagnostic  value  of  signs  and  symp- 
toms to  make  us  suspect  certain  diseases,  and  use  the  age, 
sex,  occupation,  etc.,  only  in  our  differential  work. 


Imperforate  Anus 
(S.  J.  Seeger,  Milwaukee,  in  Wise.   Med.  J  I.,  Dee.) 

When  a  bulging  membrane  is  present,  incision  of  the 
membrane  is  clearly  indicated.  However,  this  procedure 
should  be  limited  to  cases  in  which  the  nature  of  the  con- 
dition and  the  location  of  the  terminal  end  of  the  bowel 
are  obvious.  The  exact  relation  between  the  lower  end  of 
the  rectum  and  the  perineum  must  be  accurately  known. 
Because  of  the  presence  of  air  in  the  bowel,  x-ray  pictures 
made  with  the  infant  in  the  inverted  position  reveal 
clearly  the  exact  point  at  which  the  rectum  terminates. 
The  importance  of  the  application  of  external  heat  and 
the  subcutaneous  administration  of  normal  saline  solution 
should  be  given  emphasis  as  they  may  easily  be  over- 
looked. 

If  the  bowel  appears  to  be  sufficiently  low  in  the  pelvis 
so  that  one  can  bring  it  to  the  surface,  perineal  opening  is 
indicated.  Open  dissection  is  the  only  safe  method  of 
procedure  and  it  can  usually  be  done  with  small  amounts 
of  local  anesthetic.  The  incision  should  be  in  the  midline 
an  done  should  work  as  close  to  the  sacrum  as  possible. 
When  an  anal  dimple  is  present,  one  should  make  the 
incision  backward  from  this  point.  The  peritoneal  cul- 
de-sac  may  be  interposed  between  the  rectum  and  the 
anus.  Opening  the  peritoneum  is  not  a  very  serious  matter 
since  the  contents  of  the  bowel  are  sterile  at  birth.  When 
the  lower  end  of  the  rectum  is  reached  it  should  be  gently 
separated  from  the  surrounding  tissues  and  brought  to  the 
surface.  It  is  important  that  there  be  no  tension  on  the 
bowel.  After  opening  it  the  edges  should  be  sutured  to 
the  skin.  Suturing  a  tube  in  the  bowel  is  not  necessary ; 
when  it  is  done  care  should  be  taken  so  that  no  pressure 
necrosis  is  produced.  When  making  a  perineal  dissection 
in  the  male,  it  is  well  to  insert  a  catheter  or  sound  into 
the  urethra.  Every  effort  should  be  made  to  preserve  the 
sphincters.  Following  perineoplasty  there  is  a  tendency 
for  cicatricial  contraction  of  the  new  anal  orifice.  With 
careful  supervision  of  diet  and  habits  the  results  are  satis- 
factory. 

When  there  is  an  atresia  of  the  rectum  so  extensive  that 
it  does  not  enter  the  pelvis,  and  in  cases  in  which  a  recto- 
vesical or  rectourethral  fistula  exists,  colostomy  should  be 
done.  Immediate  operation  is  imperative  when  obstruction 
exists. 

S.    M.    &    B. 

UROLOGY 

For  this  issue,  Julian  G.  Bltsby,  M.D.,  Kannapolis,  N.  C., 
and  George  Francis  Busby,  M.D.,  Salisbury,  N.  C. 


Acute   Epididymitis   Satisfactorily  Treated 

Acute  epididymitis  is  one  of  the  most  distress- 
ing complications  of  gonorrhea  in  the  male.  A 
method  of  alleviating  the  most  severe  symptom, 
the  intolerable  pain,  should  prove  decidedly  ad- 
vantageous in  the  treatment  of  this  condition.  In 
this  paper  we  are  reporting  a  case  in  which  this 
was  done  successfully  by  a  very  simple  method. 

A  28-year-old,  white,  married,  textile  worker 
was  first  seen  November  3rd,  complaining  of  very 
severe  pain  in  the  right  side  of  the  scrotum  of  12 
hrs.  duration.    Three  weeks  previously  he  had  con- 


tracted acute  gonorrhea  by  extra-marital  inter- 
course. Following  self-medication  the  discharge 
had  disappeared.  He  had  felt  quite  well  until  the 
afternoon  before  admission,  at  which  time  he  be- 
gan having  severe  lancinating  pain  in  the  right 
side  of  the  scrotum.  The  pain  became  progres- 
sively worse,  and  the  patient  spent  a  sleepless  and 
restless  night,  and  came  the  next  morning  for  med- 
ical care. 

A  review  of  his  past  history  elicited  that  nine 
years  ago  he  contracted  syphilis,  and  was  treated 
during  the  secondary  eruption  with  seven  injec- 
tions of  sulfarsphenamine.  He  received  no  further 
treatment  and  has  had  no  further  symptoms.  He 
has  sired  four  children,  all  apparently  healthy. 

The  patient  was  evidently  acutely  ill,  complained 
of  severe  pain  on  movement,  and  carefully  guarded 
his  scrotum.  Oral  temperature  was  101,  the  right 
epididymis  markedly  swollen,  firm,  hot,  and  ex- 
quisitely tender.  External  genitalia  were  otherwise  , 
normal.  There  was  no  discharge.  The  urine  was 
cloudy  and  contained  in  both  glasses  shreds  show- 
ing typical  Gram-negative  intracellular  diplococci. 

A  skin  area  over  the  right  external  inguinal  ring 
was  prepared  and  a  skin  wheal  raised  with  2-per 
cent,  novocaine,  then  2  c.c.  nupercainal  in  oil  was 
injected  around  the  spermatic  cord  to  block  the 
branches  of  the  ilio-inguinal  nerve.  For  this  injec- 
tion a  No.  18,  1*4 -inch  needle  was  used. 

Entire  cessation  of  pain  in  the  scrotum  was  ac- 
complished within  two  minutes.  Rough  handling 
of  the  testicle  following  the  injection  failed  to  pro- 
duce pain.  Blood  was  taken  for  Wassermann  test 
and  S  c.c.  whole  blood  given  intramuscularly  in 
the  left  hip. 

The  patient  left  the  office  comfortable,  and  as 
directed  remained  in  bed  for  two  days.  He  was 
then  given  autogenous  whole  blood  10  c.c.  At  that 
time  there  had  been  no  return  of  pain  but  the 
swelling  had  continued. 

Since  that  time  the  patient  has  continued  at  his 
employment  against  the  advice  of  his  physician; 
without  the  slightest  discomfort.  The  swelling  of 
the  right  scrotal  contents  has  gradually  subsided. 
He  has  received  no  further  treatment  except  neo- 
arsphenamine  0.6  Gm.  weekly  for  the  concomitant 
syphilis. 

Today,  six  weeks  since  first  seen,  the  patient  is 
entirely  comfortable  and  feels  well.  There  is  a 
small  indurated  area  of  the  globus  minor.  Treat- 
ment of  the  anterior  discharge,  which  recurred  three 
weeks  ago,  is  now  under  consideration. 
Summary 

In  a  case  of  acute  gonorrheal  epididymyitis  nerve 
block  was  done  with  a  local  anesthetic  of  prolonged 
action.    There  was  immediate  relief  of  the  intoler- 
able pain.    This  apparently  had  a  favorable  effect     ' 
on  the  subsequent  course  of  the  disease. 
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Claude  A.  Boseman,  M.D.,  Editor,  Pinebluff,  N.  C. 


The  Depressions 
(Continued) 

Depressions  differ  from  each  other,  not  only 
from  differences  in  personality  make-up  of  the  pa- 
tient, but  also  from  age  and  the  severity  of  psychic 
etiological  factors.  Another  type  of  depression,  a 
little  more  severe  than  the  one  reported  last  month, 
is  illustrated  by  the  following  case: 

A  man,  aged  40,  came  to  the  hospital  on  Feb- 
ruary 19th,  1936,  complaining  that  he  felt  "whip- 
ped down,  not  interested  in  my  work,  mentally 
sick."  He  was  annoyed  by  muddy  roads  near  his 
home,  by  having  to  fix  the  furnace,  and  felt  that 
he  did  not  want  to  meet  people.  He  said  that  his 
spirits  were  very  low.  He  had  been  sleeping  poorly, 
required  sedatives  at  night  to  help  him  sleep  at 
all,  and  felt  worse  in  the  mornings  than  he  did  in 
the  evenings.  The  depression  was  indicated  in  his 
tone  of  voice,  his  movements,  and  his  whole  general 
appearance. 

The  patient  was  born  in  Virginia  of  an  excellent, 
cultivated  family,  free  from  economic  worries.  The 
mother  died  at  68  of  heart  trouble  and  had  been 
an  invalid  most  of  her  life.  Her  invalidism  was 
described  by  the  patient  as  a  series  of  depressions 
during  which  time  she  stayed  in  bed.  These  de- 
pressions occurred  during  the  patient's  childhood 
and  had  increased  in  frequency  and  duration  dur- 
ing the  mother's  later  life.  The  father  had  died 
at  70  also  of  heart  trouble.  He  was  described  as 
steady,  self-contained,  and  free  from  neurotic  taints. 

No  actual  mental  or  nervous  diseases  were  known 
of  in  the  family  excepting  that  of  the  mother, 
though  all  the  mother's  family  were  considered 
high-strung,  generally  "nervous"  and  talkative. 
There  were  five  aunts,  and  the  patient  during  his 
early  childhood  was  the  chief  center  of  admiration 
of  all  these  admiring  feminine  relatives. 

The  patient  was  an  only  child  until  the  age  of 
five  at  which  time  his  sister  was  born.  During 
these  early  impressionable  years  the  patient  was 
not  only  the  only  child  in  his  immediate  family, 
but  was  the  only  child  for  a  rather  large  circle  of 
doting  aunts,  grandmothers  and  cousins.  He  had 
the  usual  diseases  of  childhood.  His  adult  life  had 
been  entirely  free  from  sicknesses  excepting  an 
operation  for  hemorrhoids  at  the  age  of  22.  He 
attended  a  private  school  from  the  age  of  six,  was 
graduated  from  a  junior  college  at  17,  then  at- 
tended a  senior  college  where  he  was  graduated. 
He  later  received  higher  degrees.  After  leaving 
school,  excepting  for  two  years  in  the  army  during 
the  World  War,  he  had  been  engaged  in  one  of 
the  learned  professions  at  which  he  was  eminently 


successful,  having  by  the  age  of  40  attained  some- 
thing of  a  national  reputation  in  his  field  of  ac- 
tivity. He  had  married  at  the  age  of  25  and  he 
described  his  married  life  as  singularly  happy.  He 
and  his  wife  had  the  same  intellectual  interests  and 
their  sexual  relations  had  been  normal  in  every  re- 
spect. There  was  one  child,  aged  nine,  and  one 
baby  had  been  lost  at  birth. 

Alcohol  had  been  used  only  in  moderation;  no 
drugs  of  any  sort  excepting  sedatives  during  spells 
of  depression  and  those  only  on  the  advice  of  the 
physician.  Upon  admission  to  the  hospital,  de- 
pression was  evident  at  only  a  slight  glance.  All 
his  movements  were  slow.  He  walked  as  though 
he  hardly  had  energy  to  move,  talked  in  a  weak 
voice  and  wore  an  expression  of  utter  despair. 
Along  with  this  depression,  there  were  considerable 
agitation  and  daily  complaints  of  feeling  "jittery." 
During  his  hour  of  psychotherapeutic  treatment, 
he  showed  marked  agitation,  plead  with  the  phy- 
sician that  something  be  done  to  relieve  him  of 
his  suffering.  However,  he  confined  this  agitated 
pleading  for  help  to  his  period  of  psychotherapy, 
having  only  on  one  occasion  asked  the  physician 
to  give  him  some  medicine  to  quiet  his  nerves 
during  the  day.  He  felt  sure  that  he  would  never 
recover.  Even  while  he  said  that  he  knew  intel- 
lectually that  he  would  improve,  he  felt  emotion- 
ally that  he  never  would. 

The  patient  had  had  a  similar  depression  three 
years  prior  to  his  admission  to  the  hospital.  Dur- 
ing that  time  he  had  not  been  treated  in  a  hospital 
nor  by  a  psychiatrist,  but  had  taken  a  trip  accom- 
panied by  his  wife,  remaining  away  from  his  work 
for  three  months.  Prior  to  this,  he  had  had  a 
breakdown.  During  this  time  he  had  various  so- 
matic complaints  and  was  advised  by  his  physician 
that  nothing  was  wrong  with  his  body,  and  that  he 
take  a  trip  to  get  away  from  his  work  and  rest. 
During  this  attack,  he  had  spent  a  summer  abroad. 
The  patient  came  to  the  hospital  voluntarily,  felt 
that  he  was  mentally  sick,  and  that  he  needed 
psychiatric  treatment.  He  was  friendly  and  made 
a  desperate  effort  to  occupy  himself  both  indoors 
and  out.  At  times  he  played  cards  with  other  pa- 
tients, when  his  expression  indicated  an  impending 
disaster  rather  than  any  form  of  pleasurable  recrea- 
tion. He  walked  or  played  tennis  two  hours  in  the 
morning  and  two  in  the  afternoon.  This,  he  very 
religiously  did  regardless  of  the  weather,  always 
making  an  effort  to  walk  rapidly  in  order  to  obtain 
as  much  exercise  as  possible.  During  the  remain- 
der of  the  time  he  attempted  to  read  or  to  play 
games  with  other  patients.  He  was  always  entirely 
willing  to  do  whatever  was  asked  of  him  and  made 
a  strenuous  effort  to  appear  cheerful  with  other 
people,  although  he  found  this  extremely  difficult. 
He  had  difficulty  in  concentrating,  was  unable  to 
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read  anything  connected  with  his  profession,  and 
attempted  to  occupy  himself  with  the  lightest  kind 
of  literature. 

He  had  an  interview  of  an  hour  daily  with  the 
physician  during  which  time  he  cooperated  well, 
attempting  to  get  at  the  roots  of  the  depression. 
During  his  very  early  childhood,  his  mother  had 
been  an  invalid  most  of  the  time,  which  meant  that 
it  was  necessary  for  him  to  be  very  quiet,  to  walk 
around  on  tiptoe,  to  play  often  in  darkened  rooms, 
feeling  during  all  of  this  that  he  was  deprived  of 
the  attention   and   affection   that  he  should  have 
been  receiving  from  his  mother.     The  patient's  ill- 
ness was  very  similar  to  various  illnesses  of  his 
mother.    Aside  from  hereditary  factors,  the  patient 
was  repeating  the  example  set  for  him  by  his  moth- 
er.    This  was  apparent  throughout  his  treatment. 
He  feared  that  various  and  sundry  things  would 
be  harmful  to  him.  such  as  highly  seasoned  food, 
sunshine,  activity  of  any  sort — in  fact,  anything 
that  he  might  do  he  felt  might  be  harmful.     This 
attitude   was   exactly   the   attitude   of   his   mother 
during  his  childhood.    In  addition  to  the  influence 
of  the  mother's  illness  the  fact  that  the  patient 
during  his  first  impressionable  years  was  the  center 
of  attention  for  a  host  of  admiring  feminine  rela- 
tives had  made  him  feel  in  all  his  after-life  that 
he  did  not  receive  sufficient  attention.     In  spite  of 
the  fact  that  his  wife  was  devoted,  attentive  and 
inexhaustible  in  her  ministrations  to  his  wants,  he 
felt  underneath  all  this  that  she  did  not  love  him 
sufficiently.     During  his  first  depression,  at  which 
time  he  was  with  his  wife  who  gave  him  her  un- 
divided attention,  he  achieved  by  his  illness  some 
of  the  things  that    he    unconsciously    longed    for. 
During  this   illness  his   wife  gave  up  everything, 
even  their  child,  and  devoted  herself  exclusively  to 
him  for  three  months.     As  time  went  on  the  pa- 
tient became  aware  of  these  unconscious  strivings 
and  improved  considerably.    He  gradually  became 
able  to  interest  himself  in  his  professional  reading. 
began  to  feel  that  life  was  not  hopeless  and  that 
he  would  recover.     After  five   months'  treatment 
the  patient  spent   three  week-ends  at  home,  and 
after  the  third  came  back  to  the  hospital  saying 
that  he   felt  that  he  had  recovered  and   that  he 
would  be  able  to  live  at  home  and  continue  his 
work.     He  was  discharged  July  6th,  1936.     After 
two  months  at  home,  he  was  able  to  resume  his 
work  and  appeared  to  be  entirely  well. 

This  case  differs  from  a  simple  depression  in 
the  fact  that  the  depression  was  deeper,  the  re- 
tardation more  marked,  and  the  agitation  much 
more  pronounced.  At  times  it  seemed  that  anxiety 
with  accompanying  agitation  was  more  marked 
than  the  depression.  He  was  40  years  of  age,  and 
depressions  in  older  people  are  generally  more  pro- 
nounced than  in  younger  ones.     This  was  the  pa- 


tient's second  depression,  and  the  third  "nervous 
breakdown,"  necessitating  the  patient's  cessation 
of  his  work.  Both  the  family  physician  and  the 
psychiatrist  felt  that  the  treatment  should  be  con- 
tinued in  this  case  even  after  the  patient  had  re- 
covered in  order  to  avoid,  if  possible,  depressions 
in  the  future. 

S.    M.   &   B. 

INTERNAL  MEDICINE 

Paul  H.  Rdtcer,  A.B.,  M.D.,  F.A.C.P.,  Editor 
Alheville,  N.  C. 


'Fatigue  and  Noise  in  Industry 

With  the  possible  exception  of  pain,  there  is  no 
symptom  mentioned  more  frequently  by  the  pa- 
tient to  the  doctor  than  that  of  fatigue.  Dr.  Fos- 
ter Kennedy,  of  New  York,  has  a  very  interesting 
paper  in  the  New  York  State  Journal  of  Medicine 
for  December  15th,  which  deals  with  the  effects 
of  fatigue  and  noise  upon  the  human  economy  and 
also  stresses  the  element  of  noise  in  the  cause  of 
fatigue.  Whimsically,  Dr.  Kennedy  observes: 
"Objective  fatigue  comes  when  our  muscles  spend 
more  than  they  repair — and  how  is  this  different 
from  the  quaint  ways  of  the  United  States  Treas- 
ury? 

Dr.  Kennedy  urges  that  we  stress  a  distinction 
between  '-fatigue  of  excitation,  or  the  consumption 
of  substances  that  are  necessary  to  life  within  the 
cell,  and  fatigue  of  depression  or  the  accumulation 
of  decomposition  products,  blocking  function." 

"Prolonged  muscular  exertion  sets  free  carbon  dioxide, 
lactic  acid,  acid  potassium  phosphate,  and  other  by-prod- 
ucts which  are  dissolved  in  the  blood  stream.  These  de- 
composition products  circulating  in  the  system  impair  the 
functional  activity  of  many  tissues  of  the  body.  In  ex- 
treme fatigue  the  glandular  secretions  are  reduced  by  the 
accumulation  of  toxic  products  in  the  blood;  and  this  stops 
digestion." 

Cason  says  that  fatigue  is  a  failure  to  preserve 
the  organic  balance,  and  is  quoted  as  follows  by 
Dr.  Kennedy: 

"Fatigue  is  a  local  or  general  condition  of  impairment, 
and  is  the  result  of  a  variety  of  causes  rather  than  the 
result  of  only  one  *  *  *  Each  of  the  different  kinds  of 
fatigue — such  as  conscious  fatigue,  unconscious  fatigue,  fa- 
tigue of  the  sense  organs,  fatigue  of  the  nerves,  fatigue  of 
the  muscles,  chemical  fatigue,  neurasthenic  fatigue,  et 
cetera — has  an  organic  nature." 

With  the  onset  of  fatigue,  good  work  can  still 
be  performed  by  the  exercise  of  will  power;  but 
there  is  loss  of  delicate  coordination  of  movements 
associated  with  the  high  nerve  centers.  It  is  well 
known  that  rest  periods  and  changes  in  posture 
lessen  or  prevent  fatigue,  and  that  with  frequent 
rest  periods  a  much  greater  amount  of  work  may 
be  done.  It  has  been  demonstrated  that  productive 
work  is  at  a  reduced  rate  in  the  mid-morning  and 
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mid-afternoon  hours.  During  the  World  War  both 
in  Great  Britain  and  in  America  the  munition  work- 
ers sagged  at  those  periods,  this  sagging  in  produc- 
tion power  being  eliminated  upon  the  introduction 
of  a  cup  of  sweet  tea  in  Great  Britain  and  a  brick 
of  ice  cream  in  this  country. 

Dr.  Kennedy  points  out  that 

"Among  the  chief  factors  causing  fatigue  we  should  in- 
clude laborious  work,  piece  work,  speeding  up,  constant 
standing,  irregular  hours  of  sleep,  eye  strain,  jarring  proc- 
esses, and  loud  noises  which  fatigue  the  ear  and  are  con- 
ducive to  deafness.  Over-crowding  and  bad  air,  particu- 
larly dryness  and  overheating,  contribute  to  a  feeling  of 
tiredness  and  produce  inefficiency." 

Myers  states  that  fatigue  can  be  combatted  not 
only  by  rest  periods  but  by  change  of  work,  by 
the  abolition  of  cause  of  needless  resentment,  irri- 
tation and  worry,  by  the  introduction  of  suitable 
incentives  to  work,  etc.  Dr.  Kennedy's  comment 
upon  this  observation  is:  "All  these  things  togeth- 
er will  perhaps  be  found  in  the  New  Jerusalem, 
Utopia  and  the  Never-Never  Land  of  Dreams." 

Monotony,  it  would  seem,  should  have  a  good 
deal  to  do  with  fatigue;  and  with  the  specialties 
now  present  in  industry,  with  the  incidence  of 
piece-work  and  with  one  individual  doing  the  iden- 
tical thing  day  after  day,  one  would  naturally  think 
that  fatigue  would  supervene  more  rapidly.  Mo- 
notony, however,  does  not  seem  to  be  a  very  prom- 
inent factor  in  fatigue  production.  Generally 
speaking,  the  more  intelligent  the  worker  the  more 
irksome  becomes  routine  work;  and  one  of  the 
great  reasons  why  monotony  is  so  well  borne  is 
expressed  epigramatically  by  Dr.  Kennedy  when 
he  says:  "In  our  mundane  mansions  are  many 
morons." 

The  emotional  factor  is  potent  in  the  develop- 
ment of  fatigue.  Dr.  Kennedy  mentions  that  dur- 
ing the  ten-day  retreat  of  the  British  Fifth  Army 
in  March,  1918,  the  hospitals  were  filled  with  men 
so  fatigued  they  could  hardly  stand.  Some  slept  so 
soundly  that  one  could  lift  them  up  and  drop  them 
on  the  ground  without  awakening  them.  On  the 
other  hand,  during  the  sustained  hammer-like  blows 
of  the  Allies  beginning  August  8th  and  ending  on 
Armistice  Day,  when  the  German  troops  were 
steadily  being  forced  back,  he  says  that  he  saw 
practically  no  cases  of  physical  exhaustion. 

The  importance  of  fatigue  in  relationship  to  in- 
dustrial accidents  is  very  great.  In  1911  Bogardus 
found  that  in  the  2,678  such  accidents  studied  by 
him,  fatigue  was  present  in  82  per  cent.  This  is 
an  added  argument  in  favor  of  more  frequent  rest 
periods. 

Noise  is  now  listed  in  factory  hazards,  together 
with  gases,  fumes,  dusts,  toxic  liquids,  bacteria, 
and  peculiar  chemical  and  physical  radiations. 
Noise  has  its  very  definite  effect  upon  the  nervous 


system  and  upon  the  control  of  the  temper,  and 
this  in  turn  has  a  distinct  relationship  to  the  pa- 
tient's fatigability.  The  Noise  Abatement  Com- 
mission in  New  York  is  working  on  this  problem. 
"Ten  years  ago,  twenty-five  noisy  trades  were  listed  in 
which  workers  were  known  to  suffer  from  industrial  deaf- 
ness. Today  the  list  may  be  extended.  Frankel,  working 
in  nine  heavy  industrial  plants  in  New  York,  found  very- 
little  evidence  of  impairment  of  hearing  without  earlier 
history  of  bad  ear  conditions.  Still,  it  .must  be  noted  that 
the  group  subjected  to  the  greatest  noise  showed  the  great- 
est percentage  of  hearing  deterioration." 

Dr.  Kennedy  further  states  that  there  is  no  ques- 
tion that  hearing  is  reduced  in  many  persons  con- 
stantly exposed  to  very  loud  noises;  but  that,  as 
has  been  printed,  this  figure  runs  from  this  cause 
to  60  or  80  per  cent,  of  the  population,  is  wholly 
untrue. 

The  irritating  effect  of  noise  may  occur  without 
the  subject  being  conscious  of  it;  for  instance,  at 
the  University  of  Michigan  it  was  found  that  the 
noise  of  a  passing  taxicab  raised  the  blood  pressure 
of  a  sleeper.  Noise  can  also  be  very  disagreeable 
because  of  its  very  existence  rather  than  because 
of  its  peculiar  intensity,  as  cars  passing,  loud  voices, 
etc.,  produce  a  suggestion  of  hurry;  and  this,  be- 
cause of  association  of  hurry  with  restlessness,  de- 
stroys equilibrium.  Persons  in  good  health  adapt 
themselves  to  harmful  noises  to  such  an  extent  that 
they  do  not  realize  that  energy  is  going  out  from 
them  and  fatigue  is  on  the  way. 

This  article  of  Dr.  Kennedy's  is  very  thought- 
provoking.  It  shows  how  much  more  deeply  we 
should  go  into  the  question  of  fatigue  rather  than 
dismissing  it  with  a  shrug  and  a  prescription  for 
I.  Q.  &  S.  Its  percussions  and  repercussions  are 
numerous  and  the  mere  statement,  "Doctor,  I  am 
tired  all  the  time"  or  "I  get  tired  so  quickly"  may 
be  the  open  sesame  to  the  labyrinth  of  conditions 
which  need  to  be  brought  to  light  and  unraveled. 
s.  m.  *  8. 

Is  Cancer  Increasing? 
(A.  S.   Graham,  in   Bui.  Stuart  Circle   Hosp.,  Dec.) 

The  rise  of  cancer  to  second  place  was  due  more  to 
decline  in  the  death  rate  of  other  diseases  than  to  an  in- 
crease in  the  cancer  death  rate. 

More  frequent  recognition  of  cancer  of  the  colon  may 
be  attributed  to  the  increased  accuracy  of  roentgenologic 
diagnosis  and  the  more  general  employment  of  roentgen- 
ograms in  the  diagnosis  of  suspected  lesions  of  the  intes- 
tinal tract.  Greater  accuracy  in  death  certificates  must 
also  explain  in  part  this  increased   incidence  of  cancer. 

Death  rates  from  directly  visible  cancers  have  decreased 
while  those  of  cancers  of  the  internal  organs  increased. 
The  inference  to  be  drawn  is  that  the  increasing  death  rates 
of  internal  cancer  may  reflect  the  advances  in  diagnostic 
methods  rather  than  a  real  increase  in  cancer  incidence 
and  mortality. 

8.   M.   &   8. 

Insomnia  may  be  the  whole  explanation  of  symptoms,  or 
vice  versa. 
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RADIOLOGY 


Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D. 
Editors,  Petersburg,  Va. 


Roentgen  Therapy  of  Gas  Gangrene  and 
Other  Deep-Seated  Infections 


Kelly  and  Dowell1  have  shown  that  roentgen 
therapy  is  almost  a  specific  for  gas  gangrene. 
They  report  a  mortality  rate  of  8.9  per  cent,  in 
cases  treated  by  irradiation  whereas  the  mortality 
rate  of  the  American  Expeditionary  Force  in 
France  for  gas  gangrene  was  48.52  per  cent.2 

The  survey  of  Kelly  and  Dowell  covers  fifty- 
six  cases  treated  by  themselves  and  others,  with 
five  deaths;  and  in  all  of  these  cases  amputation 
was  performed,  a  procedure  of  which  they  now 
highly  disapprove. 

Roentgen  therapy  has  long  been  recognized  as 
valuable  in  the  treatment  of  furuncles,  carbuncles, 
erysipelas  and  other  somewhat  superficial  acute  in- 
fections The  treatment  of  infections  by  irradia- 
tion constitutes,  however,  a  relatively  new  chapter 
in  the  practice  of  medicine,  and  the  value  of  the 
procedure  is  not  yet  fully  appreciated  by  the  med- 
ical profession.  Roentgen  therapy  should  be  given 
early,  and  always  by  one  thoroughly  trained  in 
the  science  of  radiology. 

In  treating  recently  a  very  severe  pyogenic  in- 
fection of  the  face  of  a  young  woman  we  followed 
the  technique  recommended  by  Kelly  and  Dowell 
for  gas  gangrene  and  are  gratified  at  the  result. 

This  patient,  referred  to  us  by  Dr.  Meade  Ed- 
munds of  Petersburg,  had  an  acute  infection  begin- 
ning in  the  nasal  septum,  completely  destroying 
the  cartilage  of  the  nose  and  eroding  through  the 
hard  palate  to  involve  the  roof  of  the  mouth.  The 
cellular  tissues  of  the  orbits  and  all  of  the  nasal 
accessory  sinuses  were  infected,  with  temperature 
105  pulse  150,  respiration  30.  The  patient  was 
delirious  at  times  and  desperate  ill  for  several  days, 
during  which  time  she  was  given  roentgen  therapy 
twice  daily  instead  of  once  a  day  or  once  in  two 
days,  as  we  have  treated  cases  previously.  The 
patient  improved  rapidly  and  returned  home  appar- 
ently well. 

In  treating  children  with  extensive  cervical  ade- 
nitis following  throat  infections  nothing  is  more 
uniformly  helpful  than  roentgen  therapy.  Fre- 
quently only  one  or  two  treatments  are  necessary. 
The  total  dosage  in  children  should  always  be  rela- 
tively small  and  the  rays  should  be  well  filtered. 

The  technique  used  by  Kelly  and  Dowell  in 
treating  their  cases  of  gas  gangrene  is  a  little  dif- 
ferent from  that  which  we  have  previously  used  in 
treating  infections,  and  we  are  therefore  recording 
below  their  conclusions  and  methods  of  treatment: 


Conclusions 
"If  one  raav  be  permitted  to  draw  conclusions  from  such 
a  small  series' of  cases,  it  seems  to  be  definitely  certain  that 
x-ray  treatment  is  indicated  in  gas  gangrene,  both  in  ex- 
tremity and  in  trunk  cases;  that  the  treatment  should  be 
started  as  soon  as  the  disease  is  suspected  and  be  given 
throughout  its  course,  twice  each  day  for  at  least  three 
days.  ,     , 

"Since  infected  tissue  was  left  behind  in  many  of  the 
cases  in  which  radical  surgical  operation  was  performed,  it 
raises  the  question  as  to  what  good  the  surgery  really  does. 
Then  the  mortality  of  the  patients  operated  on  is  so  terri- 
bly high  as  compared  to  those  not  operated  on  that  again 
amputation  seems  to  be  a  distinct  disadvantage. 

"One  child  11  and  one  12  years  of  age  in  the  second 
series  recovered  after  losing  an  arm,  and  both  had  active 
gas  infection  above  the  site  of  the  amputation;  so  the 
disease  was  not  all  eradicated  by  surgical  procedure.  The 
children  recovered  in  spite  of  amputations  but  lost  an 
arm  each.  . 

"The  dark  appearance  shown  by  the  involved  tissues  does 
not  indicate  a  true  gangrene,  and  it  clears  up  following 
successful  irradiation.     It  is  probably  localized  cyanosis. 

"One  should  not  be  discouraged  and  think  the  patient  is 
beyond  hope  when  one  is  first  called  on  to  treat  him,  as 
this  work  was  started  on  material  of  that  type,  when  the 
surgeon  had  his  back  to  the  wall,  so  to  speak,  when  the 
case  looked  hopeless;  in  other  words,  the  type  of  case  all 
radiologists  are  quite  familiar  with  in  the  inflammatory 
group. 

X-Ray  Technic 
"The  x-ray  treatment  should  be  given  morning  and  even- 
ing over  a  period  of  at  least  three  days  and  of  sufficient 
voltage  to  insure  penetration  of  the  involved  tissue;  from 
00  to  100  kilovolts  on  an  extremity,  1  mm.  aluminum 
niter,  from  130  to  160  kilovolts  on  the  trunk  with  increased 
filtration;  about  100  roentgens  per  treatment  over  each 
area. 

"Finally: 

1.  Use  x-rays  in  all  cases. 

2.  Use  serum  unless  there  is  some  contraindication. 

3.  Use  tetanus  antitoxin. 

4.  Use  local  surgical  procedures  and  antiseptics  as  indi- 
cated. 

5.  Do  not  amputate  for  gas  bacillus  infection." 

Recently  we  have  successfully  treated  by  irradia- 
tion one  case  of  tuberculous  dactylitis  and  one  case 
of  pyogenic  arthritis  following  an  injury.  In  the 
latter  case  there  was  definite  bone  erosion.  We 
have  also  treated  a  few  cases  of  chronic  middle- 
ear  disease  and  one  case  of  chronic  osteomyelitis. 
All  of  these  patients  appear  to  have  been  materially 
benefited. 

References 

1.  Kelly,  J.  F.,  and  Dowell,  D.  A.:  Present  Status  of 
X-Rays  as  an  Aid  in  the  Treatment  of  Gas  Gangrene. 
J.  A.M.  A.,  Oct.  3rd,  1936,  vol.  107,  p.  1114. 

2.  The  Cyclopedia  of  Medicine,  vol.  vi,  p.  17. 
-s.  u.  &  s. 


I  (Walter  Freeman,  in  Med.  Am.  Dist.  Col.,  Nov.)  be- 
lieve I  have  shown  that  the  endocrine  system  plays  a  much 
more  significant  role  in  the  development  of  the  body  than 
it  does  in  determining  the  quality  of  the  personality. 


Expense  is  an  item  which  should  always  be  given  re- 
spectful consideration. 
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PEDIATRICS 

G.  W.  Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


Smallpox  Vaccination 

Dr.  Chas.  Hendee  Smith,  head  of  the  Depart- 
ment of  Pediatrics  of  Bellevue  Hospital,  New  York, 
warns  against  smallpox  vaccination  in  any  child 
who  has,  or  has  had,  eczema.  He  goes  even  fur- 
ther and  refuses  to  so  vaccinate  if  there  is  a  history 
of  eczema  in  the  immediate  family.  His  warning 
arises  from  the  experience  of  having  had  several 
cases  of  fatal  post-vaccinal  encephalitis  develop. 
This  complication  or  sequel  of  vaccination  is  rare 
in  the  United  States  and  no  one  seems  to  know 
why  it  is  less  common  with  us  than  in  Continental 
Europe. 

A  popular  textbook  on  Pediatrics  lists  the  fol- 
lowing contraindications  for  vaccination  against 
smallpox:  Never  in  the  presence  of  or  during 
convalescence  from  an  acute  illness,  either  mild  or 
severe;  if  the  child  be  asthenic  or  anemic;  or  has 
rickets,  eczema  intertrigo,  impetigo,  spasmophilia, 
epilepsy,  uncompensated  heart  disease,  otorrhea, 
asthma,  nephritis,  tuberculosis  or  syphilis. 

This  editor  reported  before  the  1936  convention 
of  the  North  Carolina  State  Medical  Society  his 
success  in  the  use  of  the  new  chick-embryo  small- 
pox virus  now  prepared  and  placed  on  the  market 
by  Eli  Lilly  &  Co.  Continued  use  of  this  product 
has  proved  satisfactory.  A  marked  diminution  of 
the  inflammation  about  the  site  of  inoculation,  little 
or  no  regional  adenitis,  smaller  scar,  little  or  no 
febrile  reaction  and  no  sick  patients  all  constitute 
reasons  for  the  use  of  this  form  of  vaccine.  The 
number  of  takes  is  comparable  to  the  old  style  vac- 
cine. Winter  weather  and  vaccination  before  the 
first  birth  day  are  selected  as  most  opportune  times 
for  vaccination — as  complications  are  less  likely  to 
occur  at  these  times. 


Intraocular  Lesions  Associated  With  Pregnancy 

(D.  O.  Bovenmyer,  Ottumwa,  in  Jl.  Iowa  State  Med.  Soc, 
Dec.) 

In  the  toxic  pregnant  woman  a  mere  dimness  or  blurring 
of  vision  is  a  danger  signal.  The  ophthalmoscope  permits 
observation  during  the  progression  of  vessel  spasms, 
hemorrhages,  edemas,  etc.,  in  the  eye  grounds,  which  may 
precede  or  parallel  changes  in  the  liver,  kidney  or  other 
organs. 

Retinitis  in  a  pregnant  woman  may  be  connected  with 
a  chronic  nephritis  or  it  may  be  an  expression  of  a  toxemia 
of  pregnancy  which  may  or  may  not  be  giving  rise  to 
pregnancy  nephritis.  Usually,  retinitis  gravidarum  does 
not  appear  until  the  second  half  of  pregnancy.  If  it 
occurs  early,  the  gravity  of  the  outlook  is  increased. 

Lesions  in  the  retina:  first,  white  spots  and  patches  in 
the  stroma;  second,  lesions  at  the  blood  vessels;  and  third, 
edema  around  the  nerve  head  and  in  the  region  of  the 
posterior  pole  of  the  eyeball.     All  three   types  of  lesions 


may  be  found  together. 

An  important  complication  of  retinitis  in  pregnancy  is 
detachment  of  the  retina. 

The  prognosis  for  life  and  health  will  depend  largely  on 
whether  or  not  there  is  a  chronic  nephritis.  A  pregnancy 
retinitis  means  a  four-to-one  chance  that  the  patient  has  a 
nephritis. 

Termination  of  the  pregnancy  should  be  urged  at  the 
first  indication  of  localized  hemorrhage  or  of  exudation 
into  the  retina. 

Cases  of  eclampsia  with  and  without  convulsions,  with 
amaurosis,  in  which  there  are  no  changes  in  the  eye 
grounds  or  at  most  a  fleeting  edema  of  the  papilla,  clear 
up  after  parturition,  and  sight  usually  returns  in  48  hours, 
whether  labor  supervenes  or  not,  and  there  are  no  se- 
quelae. 

The  pituitary  gland  enlarges  greatly  during  pregnancy. 
Compression  of  the  optic  chiasm  may  occur.  This  appears 
to  be  the  explanation  of  certain  disturbances  of  vision 
occurring  in  pregnancy  which  usually  disappear  after  de- 
livery. 

Safeguarding  of  the  future  vision  of  the  pregnant  woman 
may  conflict  with  the  bringing  into  the  world  of  a  viable 
child. 

■ S.    M.    &    6. 

PUBLIC  HEALTH 

N.  Thos.  Ennett,  M.D.,  Editor,  Greenville,  N.  C. 
Pitt  County  Health  Officer 


"What  is  Practical  and  Desirable  in  the 
School  Examination"* 

Dr.  Mitchell  here  reveals  some  of  the  difficulties 
encountered  not  only  by  the  school  physician  but 
also  by  the  health  officer  doing  school  work — in- 
adequate force  for  adequate  service.  Says  Dr. 
Mitchell: 

"The  physician  in  the  schools  has  no  status  as 
yet  as  a  public  health  specialist  even  though  the 
law  has  required  his  employment  for  many  years. 
The  poor  pay  and  the  general  dissatisfaction  with 
rapid  examinations  have  not  added  to  the  reputa- 
tion of  the  service  of  the  physician  in  the  schools. 
In  nearly  every  school  system  we  must  face  square- 
ly the  dilemma  of  whether  we  should  cut  the  time 
spent  on  the  examination  or  cut  the  number  of 
children  that  we  should  examine  each  year.  None 
of  us  can  offer  to  every  child  every  year  the  kind 
of  examination  that  is  a  worthy  example  of  what 
a  health  examination  should  be.  The  routine  school 
examination  must  be  limited;  but  when  we  advise 
the  nurse  to  follow  up  a  case  because  of  medical 
neglect,  then  we  cannot  afford  to  limit  our  exam- 
ination. We  must  proceed  far  enough  so  that  we 
have  sufficient  clinical  knowledge  of  that  case  that 
we  can  give  the  nurse  facts  and  authority  so  that 
she  can  convince  the  parents  as  to  the  desirability 
of   further   medical   care.     It   is   the   pressure   for 


•Excerpt  from  the  address  of  Dr.  Harold  H.  Mitchell. 
President,  New  York  State  School  Physicians'  Associa- 
tion, at  the  Annual  Meeting,  Saratoga,  Jim.-.  1936.  Taken 
from  September,  1936,  issue  of  School  Physicians'  Bulle- 
tin,  Albany. 
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re-examination  each  year  of  children  that  do  not 
suffer  from  medical  neglect  or  of  children  already 
known  to  be  in  need  of  follow-up  that  takes  the  time 
which  interferes  with  satisfactory  examinations  for 
the  case  that  requires  discrimination  and  careful 
medical  judgment. 

We  are  all  familiar  with  the  evidence  pre- 
sented that  indicated  that  the  examination  of  ton- 
sils in  school  without  a  medical  history  was  not 
a  sound  criterion  for  the  nurse's  follow-up  of  ton- 
sils. We  must  not  let  the  demand  for  examining 
large  numbers  of  children  stampede  us  into  mak- 
ing snap  judgments  that  bring  discredit  to  our 
service  because  we  attempt  too  much  and  fail  to 
meet  the  best  medical  standards.  When  we  say 
that  a  tonsil  condition  is  urgently  in  need  of  med- 
ical care,  we  should  have  sufficient  knowledge  of 
the  case  that  we  can  present  incontrovertible  evi- 
dence and  the  nurse  should  be  prepared  with  am- 
munition to  press  for  prompt  medical  care." 

"How  much  we  should  attempt  at  the  school 
examination  must  depend  on  how  much  time  we 
have.  The  American  Medical  Association  set  up 
the  principle  for  all  medical  service  that  the  re- 
sponsibility for  the  character  of  medical  service 
must  be  borne  by  the  medical  profession,  but  when 
we  are  employed  by  laymen  it  is  necessary  to 
please  those  laymen." 

"Our  Ccmmittee  on  School  Examinations  under 
the  Chairmanship  of  Dr.  John  Burke  presented  to 
the  State  Education  Department  recommendations 
that  the  frequency  of  the  examination  should  be 
determined  by  the  number  of  pupils  and  the  staff 
available  and  no  demand  for  repeating  the  exam- 
ination should  be  allowed  to  interfere  with  the 
judgment  of  the  physician  and  the  time  he  may 
need  for  the  study  of  pupils.  We  cannot  afford, 
indefinitely,  to  accept  the  pressure  of  lay  educa- 
tional authority  which  interferes  with  respectable 
standards  of  medical  service  .  .  .  We  must  gather 
together  the  support  of  professional  opinion." 

Dr.  Mitchell's  appeal  for  the  support  of  profes- 
sional opinion  is  timely. 

Organized  medicine  should,  through  proper  rep- 
resentatives conferring  with  the  Board  of  Educa- 
tion and  the  physician  doing  school  work,  determine 
the  extent  of  the  examination  and  the  general  typi 
of  medical  service  to  be  rendered  the  pupils.  Or- 
ganized medicine  should  also  insist  that  the  school 
physician  be  left  free  to  exercise  his  judgment  as 
to  the  volume  of  work  he  can  do  consistent  with 
a  hirrh  standard  of  service. 


tain  stages,  even  at  times  assuming  an  encapsulated  coffee 
bean  appearance,  may  cause  confusion. 

Infections  in  Batholin's  or  Skene's  glands  are  time-hon- 
ored stigmata  which  have  been  assigned  to  the  presence 
of  the  infection  of  gonorrheal  origin.  These  manifesta- 
tions may  accompany  the  invasion  of  the  so-called  cocco- 
bacillus,  catarrhalus  and  the  streptothrix. 

There  is  no  antiseptic  that  is  specific  against  the  gono- 
coccus. 

There  is  not  yet  any  diagnostic  test  for  gonorrhoea  that 
is  comparable  in  its  reliability  to  the  Wassermann  test  for 
syphilis. 

There  is  no  specific  antitoxin  or  vaccine  that  is  entirely 
acceptable. 

Codliver  oil,  hematinics  and  sunshine  are  valuable  in 
treating  infections  in  other  parts  of  the  body.  It  is  wise 
to  utilize  them  here.  Antiseptics,  drainage  and  heat  have 
not  been  discarded  in  other  infected  areas.  We  may  still 
use  them  for  pelvic  infections.  Antigenic  agents  are  ad- 
ministered in  all  other  infections,  we  can  surely  hope  for 
assistance  in  this  field  also.  Our  clinical  trial  increases 
my  confidence  in  the  use  of  the  Corbus-Ferry  filtrate  for 
this  purpose. 

We  should  use  every  means  at  hand  to  diagnose  pelvic 
infections  as  accurately  as  possible  and  follow  them  to  a 
satisfactory  cure. 


-8.    II.    &   8.- 


DENTISTRY 

W.  M.  Robey,  D.D.S.,  Editor,  Charlotte,  N.  C. 


Gonorrhea  Difficulties 

(M.    E.   Gardner.   Cincinnati,   in   Jl.   of   Med..   Dec.) 

Many    so-called    cases    of    "clinical    gonorrhea"    are   not 

gonorrheal.     A   coccobacillus   resembles   the  gonococcus  in 

its  negative  gram-staining  and  cultural  appearance  in  cer- 


The  First  American  Book  on  Dentistry 

(Archibald  Malloch,  New  York,  in  Bui.  N.  Y.  Acad,  of 
Med.,  Oct.) 

Richard  Cort  Skinner  was  the  author  of  the  first  Amer- 
ican book  on  dentistry.  The  title  is — A  Treatise  on  the 
Human  Teeth,  concisely  explaining  their  Structure,  and 
Cause  of  Disease  and  Decay:  to  which  is  added,  the  most 
Beneficial  and  Effectual  Method  of  Treating  all  Disorders 
Incidental  to  the  Teeth  and  Gums;  with  Directions  for 
their  Judicious  Extraction,  and  Proper  Mode  of  Preserva- 
tion: Interspersed  with  Observations  interesting  to,  and 
Worthy  the  Attention  of  Every  Individual.  "By  R.  C. 
Skinner,  Surgeon  Dentist:  New  York:  Printed  by  Johnson 
&  Stryker,  No.  29  Gold  Street,  for  the  Author,  1801.  Copy- 
right secured." 

As  the  author  says  in  his  preface,  this  unbound  tract  of 
26  pages  "is  put  into  the  hands  of  the  public,  for  the  in- 
considerable sum  of  30c." 

Up  to  a  short  time  ago  nothing  more  was  known  of 
Skinner  than  that  he  was  author  of  this  pamphlet.  But 
thanks  to  the  tireless  exertions  of  Dr.  Bernhard  W.  Wein- 
berger, the  historian  of  dentistry  and  Consultant  in  Dental 
Bibliography  to  The  New  York  Academy  of  Medicine, 
some  details  of  his  life  stand  revealed.  He  was  an  Eng- 
lishman who  had  studied  dentistry  under  Bartolomeo  Rus- 
pini  of  Pall  Mall,  one  of  the  most  successful  practitioners 
of  London.  The  first  record  of  him  in  this  country  is 
found  in  a  letter  he  wrote  in  17S8  at  Philadelphia  to  Ben- 
jamin Franklin  in  which  he  relates  that  he  is  in  poverty 
and  wishes  the  loan  of  $20  with  which  to  set  up  in  practice 
there.  Dr.  Weinberger  by  discovering  advertisements  in 
various  newspapers  has  learnt  that  Skinner  began  to  prac- 
tise at  Philadelphia  early  in  17S9,  moved  to  New  York  in 
1791  and  at  first  lived  at  27  John  Street.  He  was  ap- 
pointed dentist  to  the  Dispensary  of  New  York  City.  He 
advertised  in  the  Hudson  Gazette  in  179S  and  in  the  Nor- 
folk Herald  in   1796,  for  he  was  an  itinerant  dentist  and 
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spent  some  time  here  and  some  time  there.  He  bobs  up 
again  at  Philadelphia  in  1796  and  the  first  of  many  visits 
to  Hartford  was  in  1800.  He  married  Miss  Mary  White- 
man  of  Hartford. 

Apparently  his  Treatise  on  the  Human  Teeth  had  been 
published  as  early  as  1796,  but  a  copy  cannot  be  found. 
The  copy  of  the  1S01  edition  at  the  Academy  bears  an 
inscription,  probably  in  the  atiihor's  hand,  below  the  im- 
print commencing  with  the  words,  "R.  C.  Skinner  Respect- 
fully [informs?]  the  public,"  etc.,  so  it  is  likely  that  his 
work  was  mildly  advertised.  We  must  remember,  however, 
that  what  is  considered  advertising  today  was  not  neces- 
sarily counted  as  such  a  century  or  so  ago.  Indeed  his 
Advertisement  to  the  Public  states  that  he  is  "uninfluenced 
by  expectations  of  remuneration."  At  the  end  of  the  tract 
is  a  list  of  Established  Fees  and  it  is  interesting  to  note 
that  this  dentist  charged  3  guineas  "for  setting  a  common 
cork  leg."  He  also  put  in  artificial  eyes  and  "transplanted 
artificial  and  living  teeth."  This  rare  little  pamphlet  was 
indeed  the  beginning  of  great  things  in  dentistry  on  this 
continent. 

s.  M.  &  6. 

GYNECOLOGY 

For  this  issue,  Robert  A.  Ross,  M.D.,  Durham,  N.  C. 

Department   of   Obstetrics   and   Gynecology,    Duke 

University   Medical   School 


The  Significance  of  Gynecologic  Pain* 

Pain,  together  with  abnormal  bleeding,  discharge, 
and  the  sensation  of  a  mass,  forms  the  subjective 
symptom  in  gynecological  diagnosis.  Pain,  regard- 
less of  its  location,  is  an  activating  symptom.  Were 
it  the  first  manifestation  in  eclampsia  and  uterine 
cancer  there  would  be  a  substantial  reduction  in 
the  astounding  number  of  some  500  women  who 
died  of  these  diseases  in  this  State  last  year. 

Pelvic  pathology  more  often  refers  pain  to  some 
other  locality  than  it  acts  as  the  mouthpiece  of 
some  distant  focus.  This,  of  course,  does  not  refer 
to  the  systemic  manifestations.  Therefore,  it  is 
usually  safe  to  look  to  the  pelvic  area  when  pelvic 
pain  is  present.  This  does  not  mean  that  the 
condition,  of  necessity,  must  be  of  gynecologic 
origin.  The  number  of  instances  in  which  the 
orthopedic,  urologic  or  general  surgeon  ferrets  out 
and  relieves  the  symptoms  are  numerous  and  will  be 
covered  by  other  essayists.  Where  the  cause  of 
pain  is  obscure  gynecological  examination  is  one 
of  the  things  that  should  be  done  and  by  someone 
who  can  interpret  the  findings.  Backache,  with 
the  exceptions  noted,  is  more  often  orthopedic; 
obscure  pains  in  the  lower  quadrants  of  the  abdo- 
men are  often  urologic;  and  a  pelvic  appendix  can 
and  does  frequently  give  left-sided  pain. 

The  etiology  of  gynecologic  pain  usually  has  one 
of  several  factors  as  a  background — congenital  ab- 
normalities, physiological  pregnancy  and  its  com- 
plications, infections  and  new  growths. 

We  see  and  appreciate  as  a  cause  the  various 


congenital  abnormalities.  The  basis  is  usually  faulty 
fusion  or  absorption  in  the  mullerian  ducts.  Where 
we  find  altered  anatomy  we  are  apt  to  have  altered 
function  and  this  is  apt  to  be  interpreted  in  pain 
during  the  reproductive  period.  If  one  wished  to 
be  more  inclusive  one  could  mention  congenital 
tissue  and  nerves  in  general  and  their  ability  to 
withstand  pain,  but  this  borders  on  the  neuro- 
psychiatric  and  sociologic  realms.  Nor  should  one 
include,  as  a  class,  congenital  retroversion  of  the 
uterus.  This  condition  is  present  in  35  to  40  per 
cent,  of  women  and  per  se  is  rarely  a  cause  of  gy- 
necological pain.  In  case  this  is  suspected,  a  well 
fitted  pessary  should  be  tried  for  at  least  three 
months  before  the  operation  of  suspension  is  con- 
sidered. 

The  pain  associated  with  the  physiological  func- 
tions of  menstruation  and  ovulation  constitutes  a 
major  problem.  Many  investigators  have  contrib- 
uted little  more  than  hours  of  toil  toward  the  solu- 
tion of  so-called  essential  dysmenorrhea.  All  we 
can  do  is  to  mention  the  neurogenic  and  mechani- 
cal factors,  and  the  hormones  as  bases;  and  these 
are  conflicting  and  baffling.  General  rather  than 
specific  causes  and  treatments  are  dealt  with.  Many 
endocrinologists  consider  the  hormones  on  a  purely 
chemical  basis  and  in  this  field  we  may  ultimately 
find  the  means  of  relief.  The  pain  associated  with 
ovluation  is  frequently  overlooked.  This  condition 
may  be  called  nurses'  disease.  Nurses  are  taught, 
and  wisely  so,  that  right-sided  pain  is  apt  to  mean 
trouble  in  the  appendix;  but  one  should  not  forget, 
as  often  the  surgeon  does,  that  pain  at  the  mid- 
menstrual  period  is  often  the  pain  associated  with 
ovulation.  This  process  should  not  be  confused 
with  the  acute  abdominal  condition  associated  with 
graafian-follicle  hemorrhage  after  ovulation.  Luck- 
ily, this  last  mentioned  condition  is  rare.  Ovula- 
tion pain  is  the  mit-schmerzen  of  the  German.  Re- 
cently it  has  been  shown  that  the  ovum  is  actually 
ejected  from  the  ovary  and  this  propulsive  force 
could  actually  cause  tension  and  pain.  The  pain 
is  often  girdle-like  and  at  the  level  of  the  umbilicus. 
Operation  does  not  give  permanent  cure. 

One  can  readily  see  how  pregnancy  as  a  me- 
chanical thing  could  cause  pain.  Often  there  may 
be  postoperative  or  inflammatory  adhesions  which 
become  taut  and  painful  as  the  size  of  the  uterine 
mass  increases.  This  may  strangulate  an  ovary  or 
tube  or  incarcerate  the  uterus  and  necessitate  oper- 
ation for  relief.  The  shift  in  the  center  of  gravity 
of  the  pregnant  patient,  the  compensatory  lordosis 
and  the  weight  of  the  mass  all  cause  muscle  pull 
and  tiring.  Then,  too,  certain  obscure  factors  of 
metabolism  and  faulty  calcium  utilization  lead  to 
muscle  spasm  and  pain.  Many  think  that  we  have 
varying  degrees  of  osteomalacia  which  are  unrec- 
ognized and  that  this  condition  may  manifest  itself 
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in  partial  separation  of  the  symphysis  and  other 
pelvic  articulations.  The  complications  of  preg- 
nancy, abortion  and  extrauterine  gestation  need 
only  to  be  mentioned.  Their  frequency  and  se- 
riousness are  immediately  appreciated.  The  puer- 
peral woman  is  a  veritable  storehouse  for  gyne- 
cologic pain.  Post-partum  displacements,  infec- 
tions, lacerations  and  relaxations  constitute  the 
major  obstacles  to  convalescence.  These  are  found 
and  recognized  at  the  various  post-partum  visits 
that  should  be  made  obligatory.  Medical  and 
psychiatric  gynecology  is  usually  more  important 
than  operative  gynecology  in  successful  post- 
partum rehabilitation. 

Tumors  cause  pain  by  their  mechanical  pres- 
ence and  by  a  pull  on  the  serous  cavity  of  the 
abdomen  from  adhesions,  twists,  infections  and 
degenerations  and  by  hemorrhage  into  the  tumors. 
Pain  in  other  localities  may  give  us  insight  as  to 
the  cause  of  a  pelvic  malignancy.  Ovarian  cancer 
first  metastasizes  to  the  other  ovary,  then  to  the 
renal  group  of  nodes;  however,  it  has  usually  spread 
direct  extension  before  this  occurs.  Cervical  ma- 
lignancy travels  up  the  presacral  chain.  Fundal 
cancer  goes  out  the  broad  ligament,  then  with  the 
lateral  group.  Rarely  we  have  secondary  tumors 
causing  pain  in  the  pelvis  as  the  Krunkenberg  type 
from  the  stomach.  A  tumor  that  is  painful  usually 
means  that  a  complicating  factor  is  present  and  it 
often  demands  operative  interference. 

The  question  of  infection  and  pain  is,  of  course, 
familiar.  Infection  is  usually  venereal,  puerperal, 
incidental,  or  endogenous.  The  tubes,  the  ovaries 
and  the  parametrium  are  the  usual  sites  in  acute 
pain.  The  relation  of  this  pain  to  the  menstrual 
cycle  and  its  location  below  McBurney's  point  are 
important  differential  points.  An  infection  that  is 
not  so  severe  but  perhaps  is  equally  devastating  is 
from  the  infected  cervix.  This  part  of  the  uterus 
probably  causes  more  unsuccessful  pelvic  operations 
than  any  other.  Here  we  do  have  a  large  contrib- 
utor to  female  backache.  Lymphangitis  of  the 
uterosacral  ligaments  and  glands  and  actual  infec- 
tion of  the  tubes  and  ovaries  result.  Local  treat- 
ment is  advised,  but  there  is  a  distinct  danger  in- 
cidental to  cervical  operations  and  cauterizations. 
These  should  be  preceded  by  tamponade  for  one 
to  two  weeks.  In  pelvic  infection  from  puerperal 
causes,  surgery  should  be  limited  to  the  evacuation 
of  abscesses  as  they  form.  In  gonorrheal  infection 
operative  procedures  simply  remove  crippled  tissues 
and  organs  that  have  become  pathological.  It  is 
not  a  curative  procedure. 

The  cutaneous  nerves  to  the  lower  abdomen  are 
branches  from  the  10th,  11th  and  12th  thoracic 
and  1st  lumbar.  The  pudendum  is  supplied  by  the 
2nd,  3rd  and  4th  sacral. 

The  sympathetic  system  has  a  more  complicated 


hook-up.  The  ovarian  plexus  arises  from  the  renal 
plexus  and  supplies  the  ovaries  and  fundus  of  the 
uterus.  The  pelvic  plexus  is  situated  in  front  of 
the  sacrum  and  gets  its  fibres  from  a  continuation 
of  the  hypogastric  plexus,  sympathetic  fibres  from 
the  2nd,  3rd  and  4th  sacral  nerves  and  the  1st  and 
2nd  sacral  ganglion.  This  review  calls  to  mind  the 
availability  of  the  sacral  canal  for  local  anesthesia 
in  perineal  operations  and  forms  the  basis  for  the 
various  presacral  neurectomy  operations  for  the  re- 
lief of  pain  in  the  pelvis. 


-s.  m.  &  s.- 


Hernia  of  Small  Bowel  Plugging  Perforation  in  Large 

Bowel 

(J.   A.  Wright,  Tientsin,  in  Chinese   Med.  Jl.,  Nov.) 

A  man,  46,  admitted  to  Tientsin  hospital  on  June  20th, 
1932,  was  carried  in  and  stated  that  he  had  been  captured 
by  bandits  who  had  forced  a  bottle  into  his  rectum  3 
days  previously.  The  abdomen  was  rigid  and  very  tender 
and  a  hard  mass  was  felt  to  the  right  of  the  umbilicus. 
On  rectal  examination  the  jagged  broken  edge  of  the  bottle" 
could  be  felt,  about  iy2  in.  above  the  anus. 

Morphine  gave  a  good  night's  rest.  Under  spinal  anes- 
thesia supplemented  by  a  little  ether,  a  right  para-median 
incision  was  made  and  a  longitudinal  incision  found  in 
the  bowel  over  the  mouth  of  the  bottle.  The  shoulders 
came  away  with  the  neck,  but  a  portion  of  the  bottle 
was  left  behind  in  the  bowel.  This  remaining  portion  had 
very  jagged  edges  and  had  already  perforated  the  gut  4 
in.  below  the  upper  end  of  the  incision.  After  enlarging 
the  incision  down  to  the  perforation  we  had  to  break  the 
remaining  glass  into  fragments  with  strong  bone  forceps, 
and  remove  it  piecemeal.  The  cause  of  the  difficulty  was 
then  clear.  A  loop  of  small  intestine  was  discovered  to 
have  herniated  through  the  perforation  and  to  have  passed 
over  the  upper  edge  of  the  lower  portion  of  the  bottle 
into  its  interior,  thus  obstructing  removal.  This  loop  was 
of  dark  colour,  but  appeared  viable,  so  it  was  swabbed 
clean  and  returned  to  the  abdomen.  The  incision  in  the 
colon  was  now  fully  4  in.  long  but  we  decided  to  close  it 
transversely  and  risk  kinking. 

He  went  home  in  just  one  month  with  a  small  sinus  at 
the  site  of  the  drainage  tube,  but  this  was  healing  well 
and  his  general  condition  was  good.  Nothing  has  been 
heard  of  him  since  he  was  discharged,  now  over  3  years 
ago. 

It  seems  pretty  clear  that  the  loop  of  small  bowel  ef- 
fectually prevented  the  escape  of  fecal  material  from  the 
colon  into  the  peritoneal  cavity.  There  were  no  symptoms 
of  obstruction  of  the  small  gut,  but  probably  the  patient 
was  brought  to  the  hospital  before  these  had  had  time 
to  develop,  and  the  hernia  was  not  tight  enough  to  cause 
strangulation. 


M     &    6.- 


Therapeutic  Uses  of  Snake  Venom 
(D.  I.  Macht,  Baltimore,  in  Med.  Rec,  Dec.  16th) 
The  modern  pharmacologist  is  continually  and  increas- 
ingly impressed  with  the  remarkable  fact  that  there  is  no 
line  of  demarcation  or  sharp  distinction  between  drugs 
and  poisons.  All  drugs  worthy  of  the  name  may  become 
poisons  when  injudiciously  employed.  Many  a  virulent 
poison  has  proven  to  be  a  useful  therapeutic  agent  and 
the  number  of  serpents  which,  pharmacologically  speaking, 
"have  no  charm"  (Jer.  VHI  17)  is  rapidly  diminishing. 
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HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Herself 


A  young  woman  who  has  given  up  teaching  to 
study  social  welfare  work  asked  me  not  long  ago 
what  psychoanalysis  is.  I  told  her  that  I  do  not 
like  the  term  because  it  sounds  too  pedantic  and 
snooty,  but  that  I  thought  the  purpose  of  it  is  to 
reveal  oneself  to  oneself.  The  motto  of  psycho- 
analysis is:  Know  thyself.  But  we  object  to 
knowing  ourselves.  We  lack  not  only  the  willing- 
ness, but  often  the  capacity,  and  generally  the  cour- 
age. Were  I  to  see  myself  as  I  am,  I  should  prob- 
ably set  forth  in  flight  to  the  swamps  of  the  Chick- 
ahominy. 

But  the  longer  I  live  with  and  work  with  those 
who  are  encompassed  'round  about  by  mental  con- 
fusion and  fogginess  the  more  keenly  I  realize  the 
necessity  of  my  knowing  what  their  feelings  and 
their  thoughts  are,  if  I  am  to  be  of  help  to  them. 
Frequently  I  doubt  not  at  all  that  we  project  our 
own  misconceptions  of  their  condition  into  the 
minds  of  our  mentally  sick  folks,  and  minister  to 
such  misconceptions.  We  have  not  yet  perfected 
the  art  of  history-taking.  Whether  the  patient  be 
sick  mostly  in  body  or  in  mind,  we  should  permit 
and  encourage  the  patient  to  tell  us  about  herself 
or  himself.  And  the  patient's  own  language  should 
be  recorded.  A  part  of  the  clinical  situation  is  the 
patient's  own  account  of  the  condition. 

The  attached  letter  is  authentic.  The  young 
woman  who  wrote  it  to  her  mother  is  a  college 
graduate,  she  has  read  widely,  she  was  written  a 
good  deal,  and  lately  she  has  been  encouraged  to 
rummage  around  amongst  her  immaterial  attributes 
in  an  effort  to  acquaint  herself  with  herself  as  she 
actually  is.  Her  name  is  not  Louise,  but  no  other 
word  in  the  letter  has  been  changed.  She  had  no 
idea  that  the  letter  would  not  be  mailed  at  once 
to  her  mother,  or  that  it  would  be  published.  But 
when  I  asked  her  to  allow  me  to  use  the  letter  in 
this  column,  she  replied  that  she  would  be  glad 
for  any  helpful  use  to  be  made  of  it.  And  the 
letter  has  already  been  sent  to  her  mother. 

What  does  the  letter  reveal?  Many  things.  She 
has  discovered  that  throughout  her  life  she  has 
been  elaborating  energy,  and  that  a  good  deal  of 
her  energy  has  not  found  outlet  along  wholesome 
and  natural  pathways.  Her  sexual  energy  was  not 
expressed  even  through  sublimation.  It  became 
dammed  up  in  her.  Normal  sexual  intimations 
suggested  to  her  in  girlhood  nothing  but  sin.  That 
was  her  misfortune,  not  her  fault.  She  had  no  sex 
instruction.  Her  mistaken  ideas  about  her  instinc- 
tive hungers  made  her  ashamed  of  herself.     She 


withdrew  on  that  account  from  others.  Around 
her  she  tried  to  pour  a  world  of  her  own  fantastic 
creation  that  would  have  in  it  no  sin  or  wrong  of 
any  kind.  In  that  effort  she  failed.  Now  she  has 
discovered  herself — in  part  at  least.  She  has  found 
out  that  she  must  live  in  the  world  that  she  is  in. 
She  is  intellectually  brilliant,  but  some  of  her  nor- 
mal instinctive  urges  have  made  her  afraid;  made 
her  unable,  perhaps,  to  take  life  on  the  chin  with 
her  head  up. 

Do  you  observe  that  she  gently  chides  her  pa- 
rents? She  tells  her  mother  that  they  have  had 
her  intellect  developed  but  have  allowed  her  emo- 
tions to  remain  infantile.    What  an  indictment! 

I  know  of  nothing  with  which  to  compare  the 
letter  of  Miss  Louise  to  her  mother  save  one  of 
the  Psalms  of  David  in  which  he  reveals  himself 
to  his  God. 

December  21st,  1936. 
"Dearest  Mother: 

Your  letter  came  several  days  ago,  and  I  would 
have  answered  it  immediately  but  I  had  the  feeling 
that  I  was  sitting  by  the  wayside,  at  the  very  edge 
of  the  earth,  choosing  a  way  to  go,  wondering  how 
I  came  to  be  there  sitting  with  your  letter  in  my 
hands. 

My  illness  I  never  mentioned  to  you  because  I 
did  not  wish  to  add  any  more  pain  to  the  anxiety 
I  must  have  caused  you  all  my  life.  To  you,  as 
to  me,  I  know,  it  fell  like  some  evil  enchantment, 
yet  all  of  my  life  it  was  upon  its  way,  like  some 
traveller  long  on  the  road  who  comes  suddenly  at 
the  door  and  is  in  the  house. 

So  that  it  may  be  more  understandable  to  you, 
I  must  tell  you  that  I  believe  I  am  sick  because 
all  of  my  life  there  have  been  countless  small  op- 
portunities for  the  expression  of  emotion  that  I 
have  neglected  because  of  fear  of  ridicule,  of  other 
people,  and  of  my  own  nature  and  desires,  so  that 
now  I  find  myself  adult  in  body,  with. an  intellect 
still  unimpaired,  but  with  the  heart  of  a  child,  still 
looking  for  its  mother.  You  would  have  been  glad 
to  give  me  up  to  life,  but  fear  kept  me  from  going, 
so  that  my  dependence  upon  you  became  an  un- 
wholesome thing  for  me.  You  know  how  evasive  I 
was  of  any  effort  so  that  the  capacities  I  might 
have  developed  I  never  did.  Then  one  day  that 
part  of  me  that  I  had  always  suppressed  suddenly 
rose  in  rebellion  against  the  conventional,  mechan- 
ical person  whose  tyranny  I  could  no  longer  bear. 
A  civil  war  began  as  to  which  side  of  my  mind 
should  live.  Of  one-half  of  me  I  have  no  cause  to 
be  ashamed,  but  of  the  part  of  me  of  which  I  am 
ashamed  I  shall  have  to  put  up  with  at  present 
until  I  can  bring  it  from  a  puny  childhood.  My 
Doctor  says  that  I  can  do  it,  and  I  can  only  hope 
he  is  right  and  meet  again  those  opportunities  to 
do  so  in  a  world  simplified.     I  have  cause  to  be 
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ashamed  of  that  undeveloped  part  of  me,  so  much 
so  that  I  cannot  write  you  any  more  of  it. 

It  is  not  exactly  clear  to  me  how  this  came 
about,  that  I  should  have  been  so  lacking  in  cour- 
age or  ability  to  face  living  that  I  made  a  world 
to  suit  myself,  or  at  least  limited  my  world  to  so 
small  a  place  that  I  could  see  nothing  that  was 
not  exquisite  or  beautiful,  while  all  the  time  I  har- 
bored within  me  a  system  of  the  most  morbid  ideas 
one  could  imagine. 

You  see  instead  of  being  willing  to  go  to  the 
effort  of  trying  to  obtain  what  I  wanted  I  did  with- 
out— and  substituted  dreams  for  reality.  Instead 
of  being  willing  to  go  to  the  effort  of  securing  a 
husband  I  repressed  my  sexuality  until  ever)"  re- 
lationship with  other  human  beings  had  too  great 
an  element  of  sexuality  in  it,  for  it  does  enter 
even-  human  relationship.  Even  you  I  continued 
to  love  too  intensely.  All  of  my  love  for  people 
became  perverted. 

Did  you  know  that  a  person  could  be  sick  emo- 
tionally? I  am  one  of  those  people.  After  all 
this  long  while  I  thought  you  should  know  what  I 
am  thinking  and  what  is  happening  to  me.  Do 
not  worn-,  if  you  can  help  it.  Even  though  I  know 
I  am  very  ill,  and  it  may  require  a  greater  effort 
than  I  can  make  to  get  well,  you  may  have  the 
comfort  that  I  am  trying  now  as  hard  as  I  can. 

How  glad  I  am  that  you  have  more  than  one 
child  and  even  if  I  cannot  be  there  to  wish  you  a 
Merry  Christmas  and  must  send  the  wish  in  such 
a  letter,  there  will  be  others  there  and  I  know 
you  will  enjoy  it  and  the  Christmas  tree  and  those 
little  grandchildren  who  got  so  tall  in  such  a  short 
time. 

Please  give  my  love  to  everyone.  I  dare  say 
that  because  I  feel  better.  This  is  the  very  best 
I  can  do  in  the  way  of  a  letter,  and  I  would  never 
have  written  it  except  that  my  Doctor  said  I 
might. 

Perhaps  he  won"t  mail  it  after  all.  The  best 
that  can  be  said  for  it  is  that  it  isn't  one  of  those 
reports  on  the  weather  that  I  used  to  write  you 
when  I  first  became  sick. 

Your  devoted  daughter. 

Louise." 


SURGERY 

Gro.  H.  Buhch.  MXJ..  Editor,  Columbi*.  S    C 


Perforating  Ulcer  of  the  Colon- 
Operations  upon  the  large  bowel  are  done  most 
often  for  malignancy.  That  ulceration  of  the  colon 
is  not  rare  is  known  to  proctologists  and  clinicians 
who  are  accustomed,  by  the  proctoscope  and  the 
sigmoidoscope,  to  visualize  its  mucous  membrane. 


When  not  of  amebic,  tuberculous  or  syphilitic 
origin,  and  when  not  caused  by  trauma  or  chem- 
ical irritation,  such  ulcers  are,  for  the  want  of 
more  definite  knowledge,  considered  to  be  non- 
specific and  spoken  of  as  simple  ulcers.  That  they 
do  not  occur  more  frequently  is  due  to  an  innate 
resistance  of  the  mucous  membrane  to  the  path- 
ogenic organisms  which  are  constantly  present  in 
the  gut.  That  they  tend  to  heal  spontaneously 
even  though  in  constant  contact  with  fecal  con- 
tamination is  fortunate.  Like  peptic  ulcers,  some 
have  thought  them  to  be  embolic  in  origin.  More 
probably,  however,  they  are  from  stercoraceous 
infection,  the  organisms  gaining  entrance  through 
abrasions  in  the  mucous  membrane  from  some  for- 
eign body,  e.g.,  a  fish  bone,  or  from  trauma  made 
by  hard  scybalous  fecal  masses. 

The  ulcers  often  penetrate  the  gut  wall  deeply. 
Because  of  peristalsis  and  distension,  it  is  surpris- 
ing that  they  do  not  perforate  more  often.  Per^ 
foration  is  marked  by  pain  and  shock  and  is  fol- 
lowed in  a  few  hours  by  peritonitis.  Most  books 
on  general  surgery  mention  the  possibility  of  per- 
foration from  ulcers  of  the  colon,  but  most  opera- 
tive surgeries  do  not  even  mention  it.  It  behooves 
even,'  one  doing  abdominal  surgery  to  know  that 
such  perforation  may  be  the  cause  of  peritonitis 
and  to  carefully  examine  the  colon  in  peritonitis 
of  unknown  origin  so  that  if  present  the  perfora- 
tion may  be  closed  by  suture  and  the  patient  given 
a  chance  to  get  well. 

It  is  of  interest  to  note  that  most  ulcers  occur 
in  males.  Constipation  is  apparently  a  predispos- 
ing cause.  The  patient  is  often  in  good  health  and 
perforation  is  the  first  intimation  of  trouble.  The 
ulcers  may  occur  in  any  portion  of  the  large  bowel 
but  are  more  common  in  the  ascending  colon  and 
in  the  sigmoid. 

The  diagnosis  of  simple  ulcer  of  the  colon  is 
seldom  made  until  after  perforation  has  occurred. 
Even  at  operation,  unless  suspected  and  looked  for, 
the  perforation  may  not  be  found.  The  writer  has 
lost  a  patient  from  septic  peritonitis  in  which  ex- 
ploratory laparotomy  was  done  for  diffuse  spread- 
ing peritonitis  and  the  abdomen  closed  without  the 
cause  having  been  found.  Only  at  autopsy  was  a 
large  ulcer  at  the  recto-sigmoid  junction  found 
perforated  into  the  abdomen  at  the  peritoneal  re- 
flexion. The  lesion  could  not  be  visualized  through 
the  right-rectus  incision  through  which  the  appen- 
dix, the  gallbladder,  the  duodenum,  the  stomach  and 
the  pancreas  had  been  examined.  In  a  man  these 
are  the  structures  that,  when  diseased,  may  cause 
peritonitis. 

Unfortunately,  most  ulcers  of  the  large  bowel 
beyond  the  rectum  are  practically  symptomless. 
They  develop  and  heal  without  their  presence  be- 
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Helping  the  Health  of  the  Ageing* 

My  aim  is  to  deal  briefly  with  some  of  the  fea- 
tures in  the  health  care  of  the  ageing  which  are 
now  and  then  neglected. 

Though  the  human  machine  must  wear  out,  some 
seem  born  to  live  long  and  enjoy  a  green  old  age. 
About  40  years  ago  Dr.  Arthur  Meigs,  of  Phila- 
delphia, advanced  the  idea  that  the  accumulation 
of  fat  in  the  latter  years  of  life  constitutes  a  part 
of  disease,  if  not  an  independent  disease  in  itself, 
and  that  every  sickness  which  occurs  during  life 
must  leave  the  individual  less  well  physically  than 
it  found  him.  He  arrived  at  the  conclusion  that 
fibrosis — of  tissue  different  from  the  normal  fibrous 
tissue — is  the  essential  pathological  change  of  age, 
that  is  the  disease  oj  age,  which  degeneration  must, 
unless  something  else  carry  one  off,  finally  reach 
a  stage  at  which  life  could  not  continue. 

This  leads  naturally  to  the  ideas  that  disease 
processes  in  the  ageing  are  seldom  confined  to  one 
organ  and  that  what  is  really  natural  degeneration 
or  deterioration  makes  up  much  of  what  is  ordi- 
narily labeled  disease  of  age. 

It  is  generally  said  that  SO  per  cent,  of  those 
who  live  to  be  SO  years  old  die  by  way  of  the 
heart,  blood  vessels  and  kidneys,  and  the  informa- 
tion under  "Deaths"  the  Journal  oj  the  A.  M.  A. 
brings  us  from  week  to  week  indicates  that  the 
rate  from  diseases  or  degenerations  of  these  organs 
is  considerably  higher  among  doctors.  So,  here, 
professional  and  personal  concern  join  to  enlist  our 
interest.  Now,  what  can  we  do  about  it?  We  can 
not  prevent  the  diphtheria,  the  scarlet  fever,  the 
pneumonia,  the  typhoid  or  the  gonorrhea  that  our 
patient  had  in  childhood  or  young  manhood;  nor 
can  we  morally  or  legally  point  to  our  patient, 
Mr.  A,  a  victim  of  syphilitic  heart  disease,  as  a 
warning.  We  can  inform  our  people  as  to  what 
is  liable  to  cause  hearts  to  give  out  prematurely. 
We  can  bear  it  in  mind  that  the  hearts  of  those 
who  have  had  infectious  diseases  are  more  apt  to 
be  injured  by  strenuous  work  or  sports,  or  by  die- 
tary excesses,  and  it  is  likely  that  here  periodic  ex- 
aminations would  do  more  good  than  harm. 

I  have  never  been  an  enthusiast  for  these  exam- 
inations; but  the  black  column  in  the  A.  M.  A. 
Journal  argues  that  something  special  needs  to  be 
done  about  heart  disease  in  those  past  their  physi- 
cal prime. 

We  can  encourage  such  patients  as  are  prone  to 
become  excessively  fat,  including  young  members 
of  such  families  who  have  not  themselves  become 
fat,  to  restrain  their  appetites,  and  try  to  be  satis- 
fied with  a  diet  containing  little  starch,  sugar  and 
fat,  and  to  take  exercise  to  such  degree  as  to  just 
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fall  short  of  discomfort  of  any  kind;  and  we  can 
undertake,  without  being  too  sanguine,  to  find  and 
correct  some  endocrine  dyscrasia. 

For  those  who  have  well  developed  heart  disease 
we  can  plan  a.  regimen  suited  to  the  case,  not 
forbidding  any  indulgence  which  means  much  to 
the  patient  unless  we  are  practically  certain  such 
indulgence  will  be  very  harmful;  reserving  insist- 
ence on  implicit  obedience  to  rigid  orders  covering 
exercise,  visitors,  consumption  of  solids  and  liquids, 
and  sq  on  for  the  acute  developments.  A  great 
many  patients  under  strict  orders  to  stay  at  abso- 
lute rest  in  bed  get  up  to  go  to  the  toilet  or  use  a 
chamber  without  the  least  thought  that  they  are 
violating  the  orders.  Too  much  interference  with 
fixed  habits  and  innocent  gratifications  during  the 
long  period  of  more  or  less  disability,  and  too 
little  insistence  on  strict  prohibitions  during  emer- 
gencies are  probably  the  ways  in  which  most  of 
us  fall  short  of  helping  the  health  of  our  ageing 
heart  patients. 

Iron  is  good  heart  medicine,  and  it  is  well  to 
emphasize  the  value  of  morphine  and  bleeding  in 
periods  of  decompensation.  Christian  says  that 
most  patients  who  have  had  decompensation  are 
helped  by  lj4  to  2  grains  of  digitalis  leaf  once  or 
twice  a  day  as  a  tonic  dose;  and  Christian  is  a  good 
doctor.  In  many  cases  small  frequent  feedings  will 
make  for  comfort.  If  the  patient  is  very  phlegmatic 
try  small  doses  of  thyroid.  If  xanthine  diuretics 
do.  not  remove  edema,  most  likely  a  mercurial  in 
the  vein  will  do  so. 

In  chronic  nephritis,  with  or  without  heart  dis- 
ease, we  may  well  depend  for  information  more  on 
ability  to  concentrate  urine.  If,  by  restricting  and 
increasing  the  quantity  of  water  given,  urinary 
specific  gravity  may  be  made  to  read  1.006  low 
and  1.026  high,  you  may  reasonably  assume  that 
the  kidneys  are  functioning  properly  and  defer  test- 
ing the  blood  for  nitrogenous  retention  products. 
There  is  little  relationship  between  the  amount  of 
albumin  in  the  urine  and  the  amount  of  disease 
in  the  kidney,  and  it  is  hard  to  say  how  much  or 
how  little  hyaline  casts  mean.  Short  periods  of 
anuria  do  not  necessarily  mean  danger.  In  edema 
it  is  a  good  rule  to  limit  the  intake  of  fluids  except 
when  there  is  notrogen  retention  and  low  psp.  out- 
put. One  or  two  sweats  a  day  are  about  all  a 
robust  person  can  stand.  Vegetable  preparations 
are  replacing  the  salines  as  laxatives  in  chronic 
kidney  disease  with  edema. 

In  high  blood  pressure  the  best  medicine  is  a 
placid  mind,  but  those  with  naturally  placid  minds 
are  rather  immune  to  blood  pressure;  and  placidity 
is  hard  to  arrive  at  after  many  years.  However, 
the  doctor  can  help  his  patient  toward  this  state 
by  telling  him  that  persons  with  high  blood  pres- 
sure often   outlive   their   doctors,   by   encouraging 


him  to  give  up  the  worrisome  parts  of  his  affairs, 
and  by  not  depriving  him  of  meat  and  salt  and  not 
giving  him  salts  every  day. 

A  daily  hot  bath  at  bedtime  is  usually  helpful. 
This  should  be  taken  with  the  help  of  an  attendant. 
Nitrites  and  small  bleedings  should  be  given  on 
the  trial-and-error  plan.  The  level  of  blood  pres- 
sure at  which  the  patient  feels  best  is  worth  noting. 

At  the  peaks,  put  the  patient  to  bed;  draw  a 
half-pint  to  a  pint  of  blood  if  he  is  florid;  see  that 
he  lifts  neither  hand  nor  foot  for  a  week,  ten  days 
or  two  weeks;  give  him  what  he  wants  to  eat  but 
very  little  of  it. 

The  opinion  is  pretty  sound  that  unless  sugar 
appears  in  the  urine  one  need  concern  himself  little 
about  the  amount  in  the  blood.  Many  doctors 
have  found  it  best  to  have  patients  with  rather 
severe  diabetes  measure  food  allowances,  reasoning 
that  the  certain  advantage  of  adopting  a  method 
which  keeps  a  patient  from  being  constantly  re-, 
minded  that  he  is  unlike  other  folks  outweighs  any 
possible  advantage  from  the  greater  exactness  of 
weighing. 

Detailed  work  on  a  large  number  of  cases  of 
gallbladder  disease,  with  elaborate  follow-up  sys- 
tem, done  by  a  medico-surgical  team  at  the  Post 
Graduate  in  New  York,  has  caused  the  surgeon- 
in-chief  to  make  two  definite  announcements:  1) 
that  gallbladder  disease  is  a  medical  disease  which 
may  require  surgical  interference,  but  that  after 
surgical  treatment  the  disease  remains  and  back  to 
the  medical  man  the  patient  should  go  for  con- 
tinued treatment;  2)  that  gallbladder  disease  with 
stone  should  be  operated  on. 

Prostatic  troubles  confront  us  all.  Although  not 
all  prostatic  troubles  require  operation  or  are  reme- 
diable by  operation,  and  although  some  prostates 
require  other  operations,  I  believe  the  operation  of 
prostatic  resection  to  be  the  greatest  boon  to  age- 
ing men  to  be  brought  out  in  my  time.  But  not 
every  old  man  who  hesitates  or  can  not  project  a 
bold  stream  needs  an  operation  of  any  sort;  and 
simply  nicking  a  small  meatus  may  relieve  all  the 
urinary  difficulties.  You  may  further  comfort  your 
patients  whose  expectant  attention  is  directed  to 
these  parts  by  telling  them  that  gonorrhea  as  a 
cause  of  prostatic  hypertrophy  is  a  delusion,  and, 
on  the  authority  of  the  late  Dr.  Benj.  Thomas,  of 
Philadelphia,  that  moderately  frequent  sexual  in- 
dulgence, by  emptying  the  vesicles  and  prostate  is 
probably  a  good  therapeutic  measure  in  chronic 
prostatitis. 

Few  persons  like  to  think  about  or  talk  about 
cancer,  and  here  is  evidence — a  bit  about  cancer, 
particularly  stomach  cancer  being  put  toward  the 
last.  Cancer  of  the  stomach  causes  5  per  cent,  of 
all  deaths  after  40  years  of  age,  and  of  1,000  cases 
collected   from  various  sources  only  23   per  cent. 
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gave  histories  on  questioning  of  even  slight  diges- 
tive disturbances.  Since  probably  23  per  cent,  of 
the  general  population  past  40  would  give  a  history 
on  questioning  of  some  digestive  disturbances,  and 
the  majority  come  under  notice  too  late  for  com- 
plete removal,  it  appears  that  stomach  cancer  is 
the  most  insidious  of  diseases. 

For  these  reasons  and  as  about  half  develop  be- 
tween the  40th  and  5  5th  years,  I  am  inclined  to 
think  that  it  might  be  wise  for  all  of  us  and  our 
patients  to  have  a  stomach  examination  by  the 
roentgen  rays  at  yearly  intervals,  from  the  40th 
year  onward,  guarding  against  inducing  cancer 
phobia  in  our  patients  by  having  the  examination 
made  "to  see  how  your  digestive  organs  are."  I 
admit  never  having  had  such  an  examination  for 
myself! 

Cancer  of  the  rectum  develops  where  any  doctor 
may  see  and  feel,  yet  a  large  proportion  of  such 
cases  go  on  to  the  ineradicable  stage,  smeared  with 
a  pile  ointment,  self-prescribed,  or  ordered  by  the 
doctor  on  the  unconfirmed  diagnosis  of  the  victim. 
It  is  worth  the  time  to  remind  that:  A  good  doctor 
makes  rectal  examinations. 

Women  are  not  nearly  so  liable  to  cancer  of  the 
stomach  are  are  men,  but  their  exclusive  liability 
to  uterine  cancer  and  practical  monopoly  of  breast 
cancer  make  them  greatly  outnumber  men  in  the 
list  of  cancer  victims. 

Not  every  lump  in  the  breast  is  a  cancer.  The 
normal  breast  that  has  given  suck  is  a  lumpy  or- 
gan. Bloodgood  took  account  of  this  and  when  a 
woman  consulted  him  about  a  questionable  breast 
lump  preferred  to  examine  before  being  told  which 
breast  was  suspected;  then  if  he  suspected  the  same 
breast  as  the  patient,  he  proceeded  further.  But 
he  said  it  was  not  uncommon  for  one  to  suspect 
the  right  and  the  other  the  left. 

Not  every  patient  who  has  cancer  of  the  breast 
should  have  an  operation.  To  give  the  patient  the 
benefit  of  the  doubt  does  not  always  mean  to 
operate.  A  writer  in  the  Bulletin  of  the  American 
Society  for  the  Control  of  Cancer  for  December 
expressed  himself  in  this  vigorous  fashion:  "We 
see  too  many  cases  who  have  undergone  extensive, 
mutilating,  painful  and  expensive  operations,  let 
us  say  for  carcinoma  of  the  breast,  when  pre- 
operative study  would  have  revealed  the  presence 
of  remote  metastatic  disease  which  would  have 
made  the  operation  useless.  Such  operations  are 
not  only  unnecessary,  but  do  much  in  a  community 
to  contribute  to  the  feeling  among  the  laymen  that 
carcinoma  is  invariably  fatal,  and  that  surgery  for 
the  condition  is  useless.  Radical  treatment  should 
be  made  to  be  successful  as  often  as  possible,  and 
in  this  way  it  may  help  to  eradicate  the  general 
attitude  of  despair." 

On  the  authority  of  an  AP  article  of  December 


30th,  Dr.  C.  F.  Geschickter,  of  The  Hopkins,  speak- 
ing on  that  day  in  a  meeting  of  the  American 
Association  for  the  Advancement  of  Science,  "told 
of  a  new  test  which  he  said  will  make  unnecessary 
numerous  operations  for  breast  cancer  of  women. 
A  female  hormone,  named  oestrin,  a  sex  gland  se- 
cretion, he  said  is  a  good  test  substance  to  fore- 
tell whether  breast  growths  are  likely  to  become 
malignant  or  to  remain  harmless.  It  catches  them 
early,  and  sorts  out  those  needing  drastic  opera- 
tions." 

Certainly  every  doctor  is  put  on  his  guard  by 
vaginal  discharges  abnormal  in  quantity  or  quality. 
In  instances  in  which  suspicion  of  breast  or  uterine 
cancer  has  been  aroused,  the  patient  will  usually 
be  best  served  by  a  four-cornered  consultation  be- 
tween family  doctor,  surgeon,  radiologist  and  path- 
ologist. 

It  would  probably  be  wise,  too,  to  examine  the 
breast  and  the  cervix  of  every  parous  patient  at 
the  end  of  the  childbearing  period.  However,  I 
think  that  those  cervices  that  are  undergoing  in- 
volution and  those  tears  do  not  look  angry  should 
be  left  alone;  and  the  same  applies  to  healed  peri- 
neal tears  from  which  the  patient  is  suffering  no 
inconvenience.  Such  examinations  should  be  made 
not  to  "find  out  if  you  have  cancer"  but  to  find 
what  the  state  of  the  childbearing  organs  is  at  the 
end  of  the  childbearing  period. 

Whether  or  not  to  try  certain  expensive  endo- 
crine substances  often  proves  a  puzzling  problem — 
less  often  than  in  the  cases  of  younger  patients, 
but  still  too  often  in  those  older.  We  can  perhaps 
do  no  better  than  to  follow  the  editorial  advice  of 
the  Journal  of  the  A.M.  A .,  in  its  issue  for  October 
24th,  last:  "That  for  the  present  only  those  clini- 
cians with  facilities  for  critical  study  be  encouraged 
to  administer  the  newer  endocrine  preparations  to 
patients  and  that  these  clinicians  be  urged  to  pub- 
lish their  negative  as  well  as  their  positive  results, 

and that  a  large  group  of  physicians 

not  represented  in  either  of  the  groups  mentioned 
cease  their  undiscriminating  injection  of  unknown 
substances  into  unsuspecting  patients." 

Locomotor  ataxia  and  paresis  are  usually  far 
advanced  before  they  are  recognized.  I  have 
known  a  case  of  locomotor  ataxia  to  be  suspected, 
then  the  suspicion  dismissed  because  the  Wasser- 
mann  reaction  of  the  blood  was  reported  negative; 
and,  on  the  other  hand,  I  have  known  a  case  of 
gallbladder  disease  with  stones,  in  a  good  country 
woman,  to  be  called  lightning  pains  of  locomotor 
ataxia. 

As  to  what  some  call  bad  habits:  I  would  sug- 
gest that  lea,  coffee  and  tobacco  are  great  solaces, 
and  that,  in  the  case  of  those  to  whom  they  are 
detrimental  Nature  can  be  pretty  well  trusted  to 
give    automatic,    unmistakable    and    disagreeable 
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warning;   and  that  as  the  Poman  poet  sang  long 
ago,  "Wine  is  the  milk  of  age." 

Gluttony  is  infinitely  more  detrimental  to  health 
than  drunkenness  even,  so  much  so,  in  fact,  that 
few  of  those  who  indulge  in  it  live  to  the  period  of 
life  we  are  considering. 

For  the  sleeplessness  that  besets  so  many  in  the 
second  half  of  life,  some  find  it  satisfactory  to  get 
up  and  get  to  work.  Mr.  C.  W.  Tillett,  sr.,  of 
Charlotte,  a  voluminous  writer,  said  he  did  most 
of  his  writing  under  such  circumstances.  A  prop- 
erly arranged  bed  light  and  table  and  literature 
light  in  weight  and  otherwise  will  solve  the  prob- 
lem for  most  readers.  If  you  must  have  the  patient 
swallow  something  beyond  a  glass  of  hot  milk,  a 
bromide,  paraldehyde  or  chloral  is  to  be  performed 
in  general. 

One  examination  may  be  made  routinely  with 
great  profit  to  all  involved,  and  that  is  a  Wasser- 
mann  test  of  the  blood ;  but  don't  give  up  your  sus- 
picion of  tabes  or  paresis  if  you  get  a  negative  re- 
port, or  expert  arsphenamine  and  bismuth  to  re- 
store a  syphilitic  heart  or  aorta  to  normality.  In 
one's  family  practice  about  the  only  way  to  do 
these  tests  is  to  do  them  routinely;  for  great  offense 
will  be  given  in  many  cases  if  they  are  done  on 
suspicion. 

Finally  I  would  illustrate  by  the  management 
of  the  case  of  an  obese  patient,  the  broad  principles 
for  all. 

Tell  the  fat  one  that  he  must  be  willing  to  make 
some  sacrifice,  that  he  must  eat  a  lot  of  fodder 
first,  then  have  a  little  steak  to  leave  a  good  taste 
in  his  mouth,  but  that  you  are  not  one  of  those 
who  believe  in  punishment  for  punishment  sake, 
and  that  if  after  an  honest  effort  he  stays  very 
uncomfortable,  the  treatment  will  be  modified,  be- 
cause you  believe  in  what  Cannon  calls  "The  Wis- 
dom of  the  Body." 

If  a  patient  with  heart  disease  wants  to  go  fish- 
ing or  to  the  ballgame  and  he  is  of  average  sense 
and  feels  well  enough  to  go,  I  would  say  by  all 
means  let  him  go.  Even  if  we  knew  that  depriving 
a  man  of  everything  he  enjoys  would  prolong  his 
life,  which  we  do  not,  there  wouldn't  be  any  point 
to  making  him  drag  out  a  joyless  existence. 

We  can  aire  all  of  these  patients  in  the  good  orig- 
inal sense  of  caring  for  them.  Working  along  these 
lines  we  can  add  years  to  the  lives  of  some  of  our 
patients  and  life  to  the  years  of  many  more,  even  to 
enabling  not  a  few  to  get  along  to  the  end  like  Dr. 
George  Murray  Humphrey's  old  man  "who  has 
gone  to  bed  much  as  usual  and  is  found  dead  in 
the  morning,  as  though  Life's  engine  had  been  un- 
able to  repair  itself  in  sleep  sufficiently  to  bear 
the  withdrawal  of  the  stimulus  of  wakefulness." 


A  Practical  Move  Toward  Preventing  the 
Bringing  of  Malpractice  Suits 
Doctors  all  over  the  country  complain  loudly 
and  bitterly  about  the  number  and  the  nature  of 
suits  brought  alleging  medical  malpractice.  It  is 
probable  that  this  evil  exists  over  a  great  part  of 
the  world.  Several  months  ago  judgment  for  a 
very  large  sum  was  rendered  against  a  Paris  sur- 
geon because  of  the  unfortunate  outcome  of  a  cos- 
metic operation,  the  court  holding  in  effect  that  im- 
provement of  personal  appearance  is  not  an  ade- 
quate reason  for  a  surgical  operation. 

Recently  some  of  our  brethren  on  the  Pacific 
coast  have  decided  to  do  something  to  prevent  un- 
reasonable suits  of  this  nature  being  brought.  They 
found  a  sympathetic  lawyer  to  work  out  a  plan 
to  further  justice  in  this  connection,  and  it  will  be 
noted  that  he  pledges  the  members  of  the  bar  to 
bend  every  effort  to  safeguard  the  rights  of  doc- 
tors. 

In  discussing  a  paper1  by  Dr.  Walter  Kelton, 
Judge  Charles  P.  Moriarty,  of  Seattle,  told  the 
Washington  State  Medical  Association,  meeting  in 
September,  1936: 

I  am  here  to  suggest  a  plan  to  further  justice,  but  the 
initiative  for  its  enactment  must  come  from  the  [legal] 
profession  in  the  legislature.  The  first  step  toward  this 
objective  is  the  enactment  of  a  law  providing  that,  before 
a  complaint  be  filed  against  •  physician,  it  must  be  ac- 
companied by  the  affidavit  of  a  physician  setting  forth  in 
detail  the  exact  facts  of  malpractice  complained  of.  This 
is  not  a  burdensome  requisite.  In  the  first  place,  the  at- 
torney for  patient  and  doctor  would  be  benefited  because 
he  has  a  recital,  under  oath,  of  the  facts.  The  patient  is 
benefited  because  he  has  the  sworn  statement  of  a  quali- 
fied practitioner.  The  defendant  doctor  is  aided,  because 
the  issues  are  clear  and  defined.  The  profession  is  bene- 
fited because  it  knows  the  claim  and  the  doctor. 

Some  may  doubt  the  efficacy  of  this  suggestion.  May  I 
say  it  is  born  of  practical  experience.  Personally  I  do  not 
engage  in  malpractice  litigation.  Many  times  I  have  been 
consulted  by  aggrieved  patients.  In  practically  every  in- 
stance the  other  doctor  has  sown  the  seed.  Necessarily, 
I  know  little  of  the  facts.  The  other  doctor  is  the  source 
of  my  information.  The  simple  formula  of  "have  the 
doctor  put  it  in  writing,"  has  ended  the  retainer.  The 
written  word  over  a  signature,  strange  as  it  seems,  has 
cooled  the  ardor  of  the  doctor  for  the  patient,  and  the 
patient  for  the  case.  No  one  desires  to  record  suspicion, 
conjecture  or  speculation,  particularly  when  the  cold  type 
lives  on,  and  idle  words  fade,  and  "the  other  doctor"  is  no 
exception. 

The  next  step  toward  a  solution  is  to  provide  by  statute 
that,  upon  filing  the  complaint,  a  committee  of  three  dis- 
interested doctors,  selected  from  a  list  of  qualified  practi- 
tioners in  the  particular  field,  certified  by  the  State  Med- 
ical Association  and  paid  by  the  State,  shall  immediately 
then,  under  oath,  report  their  findings  to  the  court,  and 
their  testimony  shall  be  available  to  either  party.  This 
would  make  available  the  truth  to  all,  give  to  the  bar 
and  the  public  the  facts,  remove  the  question  of  a  con- 
tingent   fee    and    favoritism,    dignify    such    litigation    and 


1.     Northwest  Medicine,  Dec. 
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expose  the  culpable.  The  rotation  of  doctors  would  elim- 
inate the  so-called  expert,  and  permit  all  to  participate. 

These  suggested  amendments  would  be  subject  to  vigorous 
opposition,  but  if  carefully  drawn  could  be  sustained  as 
to  constitutionality.  The  suggestions  are  given  to  you  for 
your  consideration  in  protecting  honorable  men,  who  have 
dedicated  their  lives  to  a  sacred  calling,  from  litigation 
which  in  the  most  part,  though  unsuccessful,  causes  serious 
damage  to  the  profession  as  a  whole.  The  members  of 
the  bar  yield  a  willing  and  deserved  tribute  to  the  medical 
profession  and  will  bend  every  effort  to  safeguard  its 
rights. 

Now  that  has  the  right  sort  of  sound.  In  our 
State  we  seem  to  use  up  all  our  energies  in  telling 
each  other,  in  and  out  of  meetings,  how  shamefully 
and  unjustly  we  are  being  treated. 

The  Judge  rightly  says  that  in  most  such  suits  a 
vital  element  is  something  some  doctor  has  said; 
but  with  those  words  he  doesn't  toss  the  problem 
back  to  us  and  wash  his  hands  of  the  matter.  He 
tells  us  how  to  prevent  the  bringing  of  such  suits 
though  the  other  doctor  has  said  things  he  should 
not  and  the  would-be  plaintiff  in  court  has  taken 
the  case  to  a  lawyer. 

It  is  interesting  to  note,  too,  that  the  Judge  does 
not  use  the  familiar  formula,  "Now,  you  doctors 
hust  hire  a  lawyer,  and  a  good  lawyer,  to  get  this 
in  proper  form  and  present  it  to  the  General  As- 
sembly"; he  says  that  the  initiative  must  come  from 
lawyers  in  the  Legislature. 

Can  not  the  Committee  on  Legislation  of  the 
State  Medical  Society  induce  some  member  of  the 
General  Assembly  of  North  Carolina  now  in  session 
to  introduce  such  a  bill?  If  not,  some  other  mem- 
bers can  get  such  a  bill  introduced  and,  we  believe, 
get  it  made  into  law. 


NEWS  ITEMS 


Tiie  American  College  of  Surgeons  is  planning  a  Sec- 
tional Meeting  to  be  held  in  Atlanta,  February  3rd-5th, 
headquarters  the  Atlanta  Biltmore  Hotel.  The  States  of 
Georgia,  Florida,  North  Carolina,  South  Carolina,  Tennes- 
see, Alabama,  Mississippi  and  Louisiana  will  participate. 

An  active  Committee  on  Local  Arrangements,  with  Dr. 
James  L.  Campbell  chairman,  and  Dr.  D.  Henry  Poer  has 
begun  its  work.     Among  the  features  of  the  program: 
Wednesday,  February  3rd 

Registration  and  general  information  for  Fellows  of  the 
College,  hospital  representatives,  and  guests,  8  to  9  (ditto 
same  hour  on  4th  and  5th)  ;  operative  and  non-operative 
clinics  at  local  hospitals;  hospital  conferences;  medical  mo- 
tion pictures:  1.  General  surgery,  2.  Eye,  ear,  nose  and 
throat  surgery;  Annual  meetings,  Fellows  of  the  College; 
scientific  meeting,  general  surgery';  scientific  meeting,  eye, 
ear,  nose  and  throat  surgery;  hospital  round  table  confer- 
ence. 

Thursday,  February  4th 

Operative  and  non-operative  clinics  at  local  hospitals, 
surgery'  and  the  surgical  specialties;  hospital  conference, 
panel  round  table;  scientific  meeting,  general  surgery;  sci- 
entific meeting,  eye,  ear,  nose  and  throat  surgery;  medical 


motion   pictures — General  surgery  and  eye,  ear,  nose  and 
throat  surgery,  Community  Health  Meeting. 
Friday,  February  5th 

Special  clinics  at  local  hospitals:  (a)  cancer,  (b)  frac- 
tures, (c)  eye,  ear,  nose  and  throat;  hospital  conference, 
panel  round  table;  medical  motion  pictures:  1.  General 
surgery,  2.  Eye,  ear,  nose  and  throat  surgery;  hospital 
conference,  demonstration;  scientific  meeting,  general  sur- 
gery; scientific  meeting,  eye,  ear,  nose  and  throat  surgery. 

This  meeting  will  be  of  interest  not  only  to  Fellows  of 
the  College  but  to  the  medical  profession  at  large,  and  in 
addition,  hospital  trustees,  superintendents,  nurses,  and 
other  hospital  departmental  personnel  are  invited  to  attend 
the  hospital  conference. 

There  will  be  no  registration  fee. 


The  New  Hanover  County  Medical  Society  members 
and  guests  were  the  guests  of  the  retiring  president,  Dr. 
A.  McR.  Crouch,  at  a  dinner  held  at  the  Wlmington  Hotel 
on  December  17th.  Following  the  dinner  the  following 
papers  were  given:  Experimental  Injury  to  Fixed  Tissue 
Cells  and  Their  Reaction,  Dr.  W.  deB.  MacNider,  Medical 
School  of  the  University  of  North  Carolina,  Chapel  Hill ; 
Luetic  Aortitis,  Dr.  Robert  Wilson,  Medical  College  of  the 
State  of  South  Carolina,  Charleston;  Report  of  a  Case 
of  Hepatonephromegaly,  Dr.  Paul  Hogg,  Wilmington. 

Officers  elected  were:  Dr.  J.  E.  Evans,  president;  Dr. 
F.  O.  Fay,  vice  president;  Dr.  Donald  B.  Koonce,  secretary 
and  treasurer  (re-elected)  ;  Drs.  E.  S.  Bullock  and  Houston 
Moore,  delegates  to  State  Society — Drs.  J.  F.  Robertson 
and  George  Johnson,  alternates. 


The  Marlboro  County  (S.  C.)  Medical  Society  held 
its  Annual  New  Year's  Meeting  and  Banquet  on  January 
8th  at  Bennettsville.  Program:  Reception  at  the  Marlboro 
County  General  Hospital  3  to  5  p.  m.  Papers  presented 
at  the  Masonic  Temple: 

The  problem  of  Compulsory  Insurance  As  It  Relates  to 
the  Practice  of  Medicine,  Dr.  Robert  B.  Bruce,  Greenville, 
Pres.  S.  C.  Medical  Association ;  Nephritis  in  Children, 
Dr.  Samuel  F.  Ravenel,  Greensboro,  N.  C. ;  Health  Care 
of  the  Ageing,  Dr.  James  M.  Northington,  Charlotte,  N. 
C;  Head  Injuries,  Dr.  C.  E.  Bagley,  jr.,  Professor  of  Neu- 
rological Surgery  in  the  University  of  Maryland,  Balti- 
more. 

An  elaborate  banquet  was  served  at  7  o'clocw. 

The  attendance  of  nearly  a  hundred  would  have  been 
larger  but  for  the  great  inclemency  of  the  weather. 

This  meeting  is  one  of  the  mpst  important  annual  events 
of  the  Carolinas  and  those  favored  by  invitations  attend 
unless  kept  away  by  dire  compulsion. 

The  resourcefulness  and  energy  of  Dr.  D.  D.  Strauss, 
secretary  for  the  past  dozen  years,  is  demonstrated  from 
year  to  year  on  these  successful  and  enjoyable  occasions. 


Dr.  Hamilton  W.  McKay,  Charlotte,  has  been  appoint- 
ed a  member  of  the  Council  of  the  Southern  Medical  As- 
sociation from  North  Carolina  for  a  regular  Council  term 
of  five  years,  the  appointment  having  been  announced 
recently  by  the  President,  Dr.  Frank  K.  Boland,  Atlanta, 
Georgia.  Dr.  McKay  succeeds  Dr.  Paul  H.  Ringer,  Ashe- 
ville,  who,  having  served  the  constitutional  limit,  was  not 
eligible  for  reappointment. 


At  the  recent  meeting  of  the  Association  of  Former 
Internes  of  the  Johnston-Willis  Hospital  in  Rich- 
mond  the  following  officers  were  elected:  president,  Dr. 
W.  B.  McCutcheon,  Durham,  North  Carolina;  secretary, 
Dr.  Frank  S.  Johns,  Richmond,  Virginia. 
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Dr.  Beverley  R.  Tucker  and  Dr.  James  K.  Hall  were 
guest  speakers  at  the  meeting  of  the  Peninsula  Medical  So- 
ciety on  Monday  evening,  November  23rd,  at  the  Jamej 
River  Country  Club. 


accepted  for  registration  through  reciprocity. 


The  following  physicians  from  Richmond  attended  at 
Tarboro,  North  Carolina,  on  December  lst-3rd,  the  Forty- 
first  annual  meeting  of  the  Seaboard  Medical  Association: 
Dr.  P.  V.  Anderson,  Dr.  0.  B.  Darden,  Dr.  Rex  Blanken- 
ship,  Dr.  J.  Shelton  Horsley,  sr. 


Dr.  L.  A.  Warrick,  of  Grantham,  has  been  elected  presi- 
dent of  the  Wayne  County  Medical  Society  to  succeed 
Dr.  D.  J.  Rose.  Dr.  D.  E.  Best  was  named  vice  president 
and  Dr.  Jack  Harrell  was  re-elected  secretary  and  treas- 
urer. Dr.  W.  H.  Smith,  of  Goldsboro,  and  Dr.  C  H. 
Rand,  of  Fremont,  were  named  delegates  to  the  State  Med- 
ical Society  meeting.  Dr.  J.  W.  Rose,  of  Pikeville,  and 
Dr.  A.  G.  Woodard,  of  Goldsboro,  were  named  alternates. 


Graduating  exercises  for  the  Thoilpsox  Memorial  Hos- 
pital Training  School  for  Nurses,  December  18th,  were 
featured  by  an  address  by  Congressman  J.  Bayard  Clark 
of  Fayetteville,  and  after  these  exercises  the  handsome  new 
home  for  nurses  was  formally  opened  with  a  reception 
and  open  house,  with  hundreds  attending.  Dr.  T.  C. 
Johnson,  Surgeon-in-Charge  of  the  hospital,  presented  the 
diplomas.  Tribute  to  the  late  Dr.  N.  A.  Thompson,  for 
whom  the  hospital  was  named,  was  paid  by  Congressman 
Clark  at  the  beginning  of  his  talk. 


The  North  Carolina  Board  of  Nurse  Examiners  an- 
nounce (Jan.  2nd)  299  of  the  329  nurses  who  took  State 
examinations  in  Durham  early  in  November  received  pass- 
ing grades.     In  addition,  25  nurses  from  other  States  were 


Anal-Sed 


Analgesic,   Sedative   and   Antipyretic 

Affords  relief  in  migraine,  headache,  sciatica  and 
neuralgia.  Rheumatic  symptoms  are  frequently  re- 
lieved by  a  few  doses. 

Description 

Contains  i]/2  grains  of  Amidopyrine,  l/2  grain  of 
Caffeine  Hydrobromide  and  15  grains  of  Potassium 
Bromide  to  the  teaspoonful. 

Dosage 
The  usual  dose  ranges  from  one  to  two  teaspoonfuls 
in  a  little  water. 

How  Supplied 
In  pints  and  gallons  to  physicians  and  druggists. 


Burwell  &  Dunn  Company 


CHARLOTTE,  N.  C. 


Sample   sent  to 


y  physician  in  the  U. 
request. 


Dr.  Herbert  M.  Vann,  Professor  of  Anatomy  in  the 
Medical  School  of  Wake  Forest  College,  is  the  new  presi- 
dent of  the  Wake  County  Medical  Society. 


Dr.  John-  McKee,  of  Raleigh,  spent  the  Christmas  holi- 
days with  his  son,  Dr.  John  McKee,  jr.,  a  member  of  the 
staff  of  the  State  Hospital  at  Morganton. 


Dr.  J.  Fred  Merritt,  serving  an  interneship  at  Wesley 
Memorial  Hospital.  Chicago,  spent  the  holidays  at  his  old 
home  in  Greensboro. 


Dr.  W.  H.  Kibler,  of  Morganton,  and  Dr.  Yates  Palmer, 
of  Valdese,  have  been  elected  members  of  the  Board  of 
Health  of  Burke  County.  Dr.  James  W.  Vernon,  Mayor 
of  Morganton,  is  ex-officio  a  member  of  the  Board. 


Dr.  J.  T.  J.  Battle,  of  Greensboro,  and  Dr.  H.  L.  Brock- 
mann,  of  High  Point,  have  been  re-elected  to  membership 
on  the  Board  of  Health  of  Guilford  County.  Dr.  Battle 
has  been  continuously  a  member  since  the  organization  of 
the  Board  in  ion. 


Dr.  Kemp  Plummer  Battle  Bonner,  of  Morehead  City, 
grown  awearied,  perhaps,  of  public  office-holding  after 
twenty-six  years,  has  resigned  from  the  Board  of  Commis- 
sioners of  Carteret  County. 


From  Dr.  A.  E.  Baker,  Charleston 

The  announcement  of  a  valuable  bequest  consisting  of 
the  extensive  medical  library  of  the  late  Dr.  Joseph  Hume 
of  New  Orleans  was  made  at  the  annual  meeting  of  the 
Medkal  Society  of  South  Carolina  on  December  15th, 
officers  of  the  organization  having  received  notice  of  the 
legacy  only  about  two  days  before. 

Dr.  Hume  was  a  native  of  Charleston  and  a  graduate 
of  the  Medical  College  of  the  State  of  South  Carolina. 
His  library,  which  will  be  received  here  in  about  two 
weeks,  consists  of  150  volumes  on  urology,  the  subject  in 
which  he  had  specialized;  100  volumes  of  bound  urological 
journals  and  150  volumes  of  miscellaneous  books  on  med- 
icine and  history  of  medicine,  some  in  French  and 
German.  Although  a  number  of  the  volumes  are  old,  the 
majority  are  highly  up-to-date  and  will  be  of  great  interest 
to  the  member  of  the  medical  profession  in  this  vicinity. 

The  Medical  Society  already  owns  an  ISth  century  li- 
brary which  is  unique  in  this  country  and  Dr.  Hume's  col- 
lection of  books,  one  of  the  very  notable  donations  in 
recent  years,  will  contribute  much  to  the  modernization  of 
the  whole.  It  is  expected  that  upon  its  receipt  the  Hume 
library  will  be  temporarily  placed  in  the  Medical  College 
library. 

The  present  officers  of  the  Medical  Society  were  re- 
elected: Dr.  William  A.  Smith,  president;  Dr.  J.  Austin 
Ball,  vice  president,  and  Dr.  Joseph  I.  Waring,  secretary 
and  treasurer.  Dr.  W.  W.  Ball  was  speaker  at  the  meet- 
ing. 

The   Coastal   Medical   Society   meeting  was  held  at  the 

Golden  Eagle  Tavern.  Beaufort,  S.  C,  on  December  17th. 

s.  M.  &  B. 

Our  Medical  Schools 


University  of  North  Carolina 
The  Extension  Division  and  the  Medical  School  of  the 
University,  in  co-operation  with  interested  members  of  the 
profession  in  the  State,  have  instituted  a  series  of  extension 
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Pulvules 
Txtrnlin' 


For  the  Oral  Treatment  of 
Pernicious  Anemia 

•  The  advantages  of  'Extralin' 
in  the  treatment  of  a  disease 
where  medication  must  be  con- 
tinued throughout  the  life  of  the 
patient  are  obvious.  Its  thera- 
peutic efficiency  as  related  to 
the  size  of  the  dose  is  greater 


The  Antianemic  Potency  of  'Extralin' 
Is  Assured  by  Careful  Clinical  Control 


than  that  of  oral  preparations  of 
liver  alone.  Its  administration 
in  capsules  is  convenient  and 
agreeable  to  the  patient.  Each 
lot  of  'Extralin'  is  adequately 
standardized  by  use  in  actual 
cases  of  pernicious  anemia  be- 
fore being  released  for  sale. 

'Extralin'  (Liver-Stomach 
Concentrate,  Lilly)  is  supplied 
in  bottles  of  84  pulvules  and  in 
bottles  of  500  pulvules. 


ELI    LILLY  A IV  D    COMPANY 

Principal  Offices  and  Laboratories:  Indianapolis,  Indiana,  U.S.A. 


Please  Mention  THIS  JOURNAL  When   Writing  to   Advertise 
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courses  of  graduate  study  for  physicians.  The  course  ex- 
tends over  six  weeks,  consisting  of  one  meeting  a  week  at 
a  central  point  where,  after  a  dinner  and  a  short  period 
of  relaxation,  some  clinician  of  national  reputation  take, 
charge  of  the  professional  part  of  the  program 

The  first  course,  held  at  Goldsboro,  from  September  2 1st 
to  November  5th,  last,  was  offered  to  the  profession  in 
the  counties  of  Wayne,  Duplin,  Edgecombe,  Greene  Har- 
nett, Johnston,  Lenoir,  Nash,  Pitt,  Sampson  and  Wilson^ 
Eighty-six  physicians  registered  for  this  course  and  the 
average  attendance  of  those  registered  was  75.  A  total  of 
140  doctors  attended  one  or  more  of  these  meetings. 

The  University  has  received  so  many  expressions  of  ap- 
preciation and  commendation  that  it  has  been  decided  to 
offer  a  similar  course  in  the  spring  of  1937  Raleigh  has 
been  chosen  as  the  point  for  meeting  and  the  counties 
invited  to  participate  are:  Wake,  Franklin  Warren  Gran- 
ville, Johnston,  Wilson,  Edgecombe,  Nash  Cumberland. 
Person,   Chatham,   Vance,   Harnett,   Lee,   Wayne   and   Or- 

aI10n   December  10th  a  meeting  was  held  in  Raleigh  at- 
tended by:  „     r 

1  A  central  committee  consisting  of  Doctors  P.  O. 
Fox,  B.  J.  Lawrence,  John  B.  Wright,  Ivan  M. 
Procter  and  Hubert  Haywood,  all  of  Raleigh. 

2  The  standing  committee:  Mr.  R.  M.  Grumman,  of 
the  Extension  Department;  Dr.  Charles  S.  Mangum, 
of  the  U.  N.  C.  Medical  School,  and  Dr.  William  ti. 
Smith,  of  Goldsboro. 

3  Chairmen  from  counties  invited:  Doctors  George  L. 
Child-  of  Sanford;  A.  L.  Wyatt,  of  Lillington; 
Battle  A.  Hocutt,  of  Clayton;  Eric  Bell,  of  Wilson; 
A  L   Daughtridge,  of  Rocky  Mount. 

At  this  meeting  an  organization  was  perfected  and  the 
registration   of  applicants  for  the  course   immediately   be- 


™n  This  second  course  will  extend  from  March  17th  to 
\pril  ^lst  A  registration  of  more  than  100  is  anticipated, 
and  already  steps  have  been  taken  to  obtain  the  services 
of  some  of  the  most  eminent  members  of  the  medical  pro- 
fession. . 

Though  this  course  is  offered  primarily  for  the  counties 
named  above,  physicians  from  other  counties  who  desire 
to  take  the  course  will  be  welcomed. 

The  first  course  offered  by  the  Division  of  Public  Health 
for  the  college  year  1936-37  has  just  been  completed. 
There  were  47  public  health  officials  registered  for  the 
course  of  the  fall  term— 16  doctors,  10  sanitary  engineers 
and  21  sanitarians  and  sanitary  officers. 

The  Division  of  Public  Health  is  approved  by  the  United 
States  Public  Health  Service  as  the  teaching  unit  for  Sani- 
tary District  No.  2,  comprising  the  States  of  Delaware, 
Manland,  Virginia,  West  Virginia,  North  Carolina,  South 
Carolina,  Georgia  and  Florida,  and  the  District  of  Colum- 
bia. All  of  these  units  were  represented  in  the  course  just 
completed  except  South  Carolina  and  the  District  of  Co- 
lumbia. 


AS  AC 

ELIXIR    ASPIRIN    COMPOUND 

Contains  five  grains  of  Aspirin,  two  and  a  half 
grains  of  Sodium  Bromide  and  one-half  grain  La  - 
feine  Hydrobromide  to  the  teaspoonful  in  stable 
Elixir  ASAC  is  used  for  relief  in  Rheumatism,  Neu- 
ralgia Tonsillitis,  Headache  and  minor  pre-  and  post- 
operative cases,  especially  the  removal  of  Tonsils. 

Average  Dosage 
Two  to  four  teaspoonfuls  in  one  to  three  ounces  of 
water  as  prescribed  by  the  physician. 

How  Supplied 
In  Pints,  Five  Pints  and  Gallons  to  Physicians  and 
Druggists. 


Burwell  &  Dunn  Company 


CHARLOTTE,  N.  C. 


Sample   sent  to  any  physician  in  the  U.    S.   on 
request. 


-s.  M.  &  s.- 


Dr.  Charles  E.  Kremer,  jr.,  announces  the  opening  of 
offices  for  the  practice  of  urology  at  255  South  17th  Street, 
Philadelphia. 


-S     M.    &    S.- 


MARRIED 

Dr.  Roland  Lincoln  Kesler,  formerly  of  Salisbury,  N.  C, 
now  of  Chicago,  and  Miss  Margaret  Lee,  of  Gordon,  Ne- 
braska, November  14th. 

Miss  Virginia  Louise  Jenkins,  Raleigh,  and  Dr.  Wilson 
Fleetwood  Britt,  Murfreesboro,  N.  C,  December  26th. 


Dr.  Willard  Cardwell,  Greensboro,  and  Miss  Amelia  Mar- 
tha Hall,  of  New  York  City,  were  married  there  on  No- 
vember 18th.  Dr.  Cardwell  is  a  member  of  the  staff  of 
Glenwood  Park  Sanitarium. 


Dr.  Bennett  Edward  Stephenson,  of  Weldon,  and  Miss 
Alma  Hazel  McGee,  of  Willow  Springs,  were  married  in 
Raleigh  on  December  29th.  Dr.  Stephenson,  a  graduate  of 
the  Medical  College  of  Virginia,  practices  in  Weldon. 


Miss  Phoebe  Easley  Edmunds,  daughter  of  Mr.  and 
Mrs.  Henrv  Hurt  Edmunds,  of  Halifax,  Va.,  to  Dr.  Robert 
Leonard  King,  of  Seattle,  Wash.,  son  of  Mr.  and  Mrs. 
Clarence  L.  King,  of  Pearisburg,  Va.,  December  29th. 


The  wedding  of  Miss  Alma  Hazel  McGee  of  Willow 
Springs,  N.  C,  and  Dr.  Bennette  Edward  Stephenson  of 
Weldon,  N.  C,  took  place  at  the  First  Vanguard  Presby- 
terian Church  in  Raleigh,  December  29th  . 


S.    M.    &   8. 

Death! 

Dr.  Thomas  G.  Burke,  of  Roanoke,  Va.,  died  suddenly 
Christmas  night  in  the  home  of  his  brother,  Dr.  M.  O. 
Burke,  on  the  River  Road,  Richmond,  where  he  had  gone 
with  his  wife  to  spend  Christmas  with  his  brother's  fam- 
ily. Dr.  Burke  was  a  native  of  Alabama  and  a  son  of 
Dr.  James  P.  Burke.  He  was  an  alumnus  of  the  University 
of  Alabama,  where  he  graduated  with  the  B.A.  degree, 
and  later  graduated  in  medicine  at  the  Medical  School  of 
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DESIGNED  TO  PRODUCE 


fMOUMiummmw\z  effects 


The  essential  objectives  of  modern 
syphilo-therapy  are  the  destruction  of 
the  parasites,  healing  of  the  lesions 
and  the  restoration  of  health  of  the 
patient. 

Squibb  Arsphenamines  are  designed 
to  produce  maximum  therapeutic  ef- 
fects. They  are  subjected  to  exacting 
controls  to  assure  a  high  margin  of 
safety,  uniform  strength,  ready  solu- 
bility and  high  spirocheticidal  activity. 

Neoarsphenamine,  Arsphenamine 
and  Sulpharsphenamine  are  all  avail- 
able under  the  Squibb  label  and  equally 
effective  for  the  conditions  in  which 
their  use  is  indicated.  As  an  added 
safety  measure  each  arsenical  is  mar- 
keted in  a  distinctive  type  of  ampul. 


Iodobismitol  with  Saligenin  is  of- 
fered as  a  product  suitable  for  obtain- 
ing all  the  systemic  effects  of  bismuth 
in  the  treatment  of  syphilis.  It  pre- 
sents bismuth  largely  in  anionic  (elec- 
tro-negative) form.  It  is  rapidly  and 
completely  absorbed  and  slowly  ex- 
creted,, thus  providing  a  relatively 
prolonged  bismuth  effect.  Repeated 
injections  are  well  tolerated  and  very 
effective  in  both  early  and  late  syphilis. 

Iodobismitol  with  Saligenin  is  a 
propylene  glycol  solution  containing  6 
per  cent  sodium  iodobismuthite.  12 
per  cent  sodium  iodide  and  4  per  cent 
saligenin  (a  local  anesthetic) . 

For  literature  address  the  Professional 
Service  Dept.,  745  Fifth  Ave.,  New  York. 
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Alabama.     He   had   been   engaged   in   the   practice   of   his 
profession  for  more  than  thirty  years  in  Roanoke. 


Dr.  W.  H.  Farrar,  80,  who  practiced  medicine  for  over 
SO  years  in  De  Soto,  Mo.,  died  at  Hickory,  N.  C,  Decem- 
ber 23rd,  at  the  home  of  his  daughter,  Mrs.  T.  C.  Black- 
burn, where  he  had  made  his  home  the  past  two  years. 


Dr.  Benjamin  Morrison  Rosebro,  60,  graduate  of  the 
Medical  College  of  Virginia  in  the  class  of  1908,  died  De- 
cember 17th  of  pneumonia  at  his  home,  1507  Hanover 
avenue,  Richmond.  Dr.  Rosebro  had  been  for  many  years 
a  leading  pediatrician  of  his  city  and  State. 


Dr.   Samuel   L.   Edwards  died   in  Tuscaloosa,  Alabama, 

December  30th,  and  was  buried  at  Goldsboro,  his  former 

home.     He   was  a   member   of   the  staff   of   the  Veterans 
Facility  at  Tuscaloosa. 


Dr.  Dorian  Feigenbaum,  49,  psychiatrist,  friend  and 
pupil  of  Dr.  Sigmund  Freud  and  founder  and  editor-in- 
chief  of  the  Psychoanalytic  Quarterly,  died  in  his  home  in 
New  York  January  2nd. 


Dr.  James  H.  Hargrave,  60,  died  December  30th,  at 
Petersburg  Hospital  after  a  brief  illness  of  pneumonia.  A 
native  of  Prince  George  County.  Dr.  Hargrave  was  edu- 
cated at  Woodberry  Forest  and  the  Medical  College  of 
Virginia  and  had  practiced  in  Petersburg  and  Hopewell  for 
many  years. 


Dr.  Thomas  F.  Costner,  78,  died  December  27th  at  his 
home  at  Lumberton.  He  had  been  confined  to  his  home 
constantly  since  June  4th  when  he  suffered  a  stroke. 


BOOK  REVIEWS 


BRITISH  MASTERS  OF  MEDICINE,  edited  by  Srs 
D'Arcy  Power,  K.B.E.,  F.R.C.S.,  F.S.A.,  Consulting  Sur- 
geon and  Archivist  to  St.  Bartholomew's  Hospital;  Honor- 
ary Librarian,  Royal  College  of  Surgeons  of  England. 
William  Wood  &  Co.',  Baltimore.     1936.    $3.00. 

Most  of  us  know  something  of  Harvey,  Syden- 
ham,    Pott,     Hunter,     Jenner,     Bright,     Addison, 

FOR 

PAIN 

The  majority  of  the  phy- 
sicians in  the  Carolinaa 
are  prescribing  our  new 


tablets 


AAHDS 


751 


A..I...I.  and  S.d.t.v.    *,;«*  ,£■»*,    *Jg* 


We  will  mail  professional  samples  regularly 
with  our  compliments  if  you  desire  them. 
Carolina   Pharmaceutical   Co.,    Clinton,   S.  C. 


Stokes,  Simpson,  Paget,  Lister,  Osier  and  Macken- 
zie. To  several  the  names  Cheselden,  Lettson, 
Willan,  Fergusson,  Todd,  Turner,  Thomas,  Robert 
Jones  and  Manson  will  mean  something.  Of  Floy- 
er  and  Starling  most  of  us  are  profoundly  igno- 
rant. 

All  these  were  of  the  great  among  our  ancestors 
in  the  profession,  all  worthy  of  our  study,  and  in 
many  ways  of  our  emulation.  The  author  presents 
these  sketches  in  a  way  that  is  as  attractive  as  it  is 
informative. 


CARDIOVASCULAR  DISEASE:  A  New  Aspect  of 
Cause  and  Treatment.  Jos.  H.  Schrup,  M.D.,  Dubuque, 
Iowa.     12c. 

The  author  believes  and  contends  that  venesec- 
tion is  a  valuable  and  neglected  form  of  treatment. 
However,  his  chief  reliance  in  many  intractable  and 
complicated  cardiac  and  vascular  diseases  "are  of- 
fered their  greatest  and  perhaps  only  hope  of  bene- 
fit in  the  treatment  of  the  urinary  tract.  Extreme, 
dilatations,  by  a  slow  process,  are  here  the  princi- 
pal requirement." 


THE  DIAGNOSIS  AND  TREATMENT  OF  POSTU- 
RAL DEFECTS,  by  Wtnthrop  Morgan  Phelps,  B.S., 
M.D.,  M.A.,  F.A.C.S.,  Professor  of  Orhopedic  Surgery,  Yale 
University;  Orthopedist-in-Chief,  New  Haven  Hospital; 
Orthopedic  Surgeon,  Yale  University  Department  of  Health, 
and  Robert  J.  H.  Kiphuth,  Assistant  Professor  of  Physical 
Education,  Yale  University;  Head  Coach  in  Swimming, 
Yale  Athletic  Association.  Charles  C.  Thomas,  Springfield, 
III.,  and  Baltimore,  Md.    $4.00  p.  p. 

Such  defects  cause  a  much  larger  part  of  the 
sum  of  disability  than  is  generally  appreciated. 
The  prevention  and  treatment  of  postural  defects 
is  a  large  and  involved  subject.  This  text  amply 
covers  the  subjec*  in  a  scientific,  practical  manner, 
free  from  faddism  and  over-enthusiasm. 


-S.    M.    &   S.- 


COLON  ULCER— BUNCH 
(From  '«.  38) 

ing  suspected.  If  there  is  bleeding  or  pain  and 
the  ulcer  is  within  reach  it  may  be  recognized 
through  the  sigmoidoscope.  If  it  is  in  the  ascend- 
ing or  transverse  colon  x-ray  study  after  a  barium 
meal  or  high  barium  enema  may  identify  it. 

The  treatment  is  by  topical  applications  if  the 
lesion  is  low,  otherwise  by  diet.  In  cases  of  peri- 
tonitis and  of  paralytic  ileus,  of  suspected  intesti- 
nal obstruction  it  should  be  remembered  that, 
should  the  symptoms  be  from  a  perforated  ulcer  of 
the  colon,  an  enema  should  not  be  given  lest  some 
of  the  fluid  enter  the  peritoneal  cavity  through  the 
perforation. 


Rice  may  get  infected  with  a  spore-forming  bacillus 
(Ranjan  Mukherji,  Calcutta,  in  Indian  Med.  Rec,  Feb.) 
of  the  Valgatus  group,  which  is  long  stored  in  damp  places. 
The  ingestion  of  the  infected  rice  is  the  cause  of  epidemic 
dropsy. 
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Actual  Practice  in  Surgical  Technique 
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Method  of  Holding  Connel  Stitch.  From  Princi- 
ples  of  Operative  Surgery,  bv  A.  V.  Partipilo, 
M.D. 

Special  instruction  and  practice  in  the  technique  of  one 
or  more  operations  is  available  to  surgeons  who  wish  to 
review  the  anatomy  and  technique  of  certain  operations. 
This  is  an  especially  valuable   feature  of   our  institution. 


The  Laboratory  of  Surgical 
Technique  of  Chicago 

(incorporated  not  for  profit) 

offers  Instruction  and  Practice  in  Surgical 
Technique.  The  regular  two-weeks  course 
combines  Clinical  Teaching  with  actual  prac- 
tice by  the  students.  A  review  of  the  nec- 
essary Surgical  Anatomy  is  embraced  in  the 
work. 

Special  Courses 

Urology  and  Cystoscopy 
Proctology 

Ear,  Nose,  and  Throat 
Orthopedic  Surgery 
Gynecology  and  Obstetrics 
Laryngology  and  Bronchoscopy 
Surgical  Pathology 
Surgical  Anatomy 

Personal    Instruction — Actual   Practice.    Operating   Rooms, 
Equipment    and     Method    of    Teaching    Ideal    and     Unsur- 
passed. 


A.  V.    PARTIPILO,  M.D.,  Director 

1950   South   Ogden   Ave.    (near   Cook   County    Hospital) 
Phone   Haymarket  7044  Visitors  Always   Welcome 


Mandelic  Acre  in  Treatment  of  Infections  of  Urinary 

Tract 

(E.  N.  Cook  and   H.   A.   Buchtel,  Rochester,  Minn.,  In  Jl. 

A.  M.  A.,  Nov.  28th) 

They  have  given  a  10%  solution  of  sodium  mandelate, 
the  dose  being  1  ounce  (30  c.c.)  before  meals  and  at  bed- 
time. On  this  regimen  the  patient  ingests  12  Gm.  of  the 
drug  daily.  In  order  to  render  the  urine  acid,  either  am- 
monium nitrate  or  ammonium  chloride  was  given  in  doses 
of  from  4  to  6  Gm.  each  day.  Patients  were  instructed  to 
take  only  five  glasses  of  fluid  daily  in  order  not  to  dilute 
the  urine.  The  results  obtained  were  as  follows:  75  patients 
were  given  the  drug,  and  the  urine  of  61  of  them  was  ren- 
dered sterile.  Offhand  this  form  of  therapy  may  seem 
extremely  simple.  Unless  the  physician  is  alert  in  his 
management  of  these  patients  and  checks  the  pH  of  the 
urine  daily,  he  will  be  greatly  disappointed  in  the  results 
he  obtains.  In  using  the  ketogenic  diet,  the  diet  itself  aids 
greatly  in  acidifying  the  urine;  with  mandelic  acid  therapy 
this  factor  is  lacking,  and,  if  the  mandelate  plus  the  acidi- 
fying drug  will  not  bring  about  a  high  acidity,  other  means 
must  be  instituted.  While  mandelic  acid  therapy  may  sup- 
plant treatment  with  the  ketogenic  diet  in  approximately  75 
per  cent,  of  the  cases,  it  cannot  replace  it  entirely.  To 
date,  bacillary  infections  are  readily  attacked  with  this 
form  of  therapy  while  coccic  infections  are  not.  As  with 
the  ketogenic  diet,  treatment  of  bacilluria  associated  with 
stone,  stasis  or  marked  prostatitis  will  be  more  difficult  and 
will  require  the  same  thoroughness.  In  certain  cases  of 
gout,  gastric  or  duodenal  ulcer,  or  diabetes  mellitus,  when 
the  use  of  the  ketogenic  diet  is  impossible,  the  authors  be- 
lieve that  mandelic  acid  will  be  extremely  beneficial  and 
cause  no  distressing  results. 


FOR  SALE— Polysine  Generator,  $230.00.  Excel- 
lent condition.  Alpine  Sun  Lamp,  $175.00. 
Address  B  -  23,  care  Southern  Medicine  &  Sur- 
gery. 

ENDO   PRODUCTS   OPENS   CHICAGO   OFFICE 

ENDO  PRODUCTS,  INC.,  manufacturers  of  ampoule 
medications,  announce  the  opening  of  a  branch  office  in 
Chicago  on  January  1st. 

This  is  the  first  step,  it  is  announced,  in  a. program  of 
expansion  which  will  locate  branches  throughout  the  Unit- 
ed States. 

The  Chicago  office  will  be  located  at  427  West  Ran- 
dolph Street,  and  will  serve  the  Middle  Western  States. 
It  will  be  supervised  by  Mr.  Mortimer  C.  Gussow,  who 
has  been  at  the  home  office  in  New  York  for  the  past  five 
years. 

The  products  manufactured  by  affiliate  companies,  Fraser 
Tablet  Co.,  Inc.,  and  Intravenous  Products  Co.  of  America, 
Inc.,  will  also  be  warehoused  and  distributed  from  this 
branch. 

s.  M.  &  8. 

A  declining  national  POPULATION  is  inevitable  within 
15  years  unless  the  birth  rate  should  rise  or  immigration 
increase,  according  to  Dr.  O.  E.  Baker  of  the  Bureau  of 

Agricultural  Economics. 


-s.  M.  & 


Corrective  surgery  is  in   order  in  cases  of  protruding 
ears.     This  is  a  much  neglected  subject  in  this  section. 
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CHUCKLES 


Swallowed  Their  Pride 
New  Missionary:     Did  you  know  Mr.  Brown? 

Oh,  yes!     He  was  the  pride  of  our  is- 


Cannibal  Chief: 
land. 
New  Missionary 
Cannibal  Chief 


Why  did  he  leave  such  a  nice  island? 
He  didn't  leave.  You  see,  Sah,  times 
got  so  hard  we  had  to  swallow  our  pride. — Lone  Star  Blue 
Blaze. 


Case  Dismissed 

His  Honor,  sternly:  "Well,  what's  your  alibi  for  speed- 
ing sixty  miles  an  hour  through  the  residential  section?" 

Meek  Defendant:  "I  had  just  heard,  your  honor,  that 
the  ladies  of  my  wife's  church  were  holding  a  rummage 
sale,  and  I  was  hurrying  home  to  save  my  other  pair  of 
pants." 

His  Honor:     "Case  dismissed." 


Protection 

A  young  lawyer  from  the  North  sought  to  locate  in  the 
South.  He  wrote  to  a  friend  in  Alabama,  asking  him  what 
the  prospect  seemed  to  be  in  the  city  for  "an  honest  young 
lawyer  and  Republican." 

In  reply  the  friend  wrote:  "If  you  are  an  honest  lawyer, 
you  will  have  absolutely  no  competition.  If  you  are  a 
Republican,  the  game  laws  will  protect  you." 


The  Gravy's  the  Thing 

A  dinner  guest  in  a  Virginia  home  was  teling  his  host 
how  to  prepare  ham  that  would  be  even  better  than  the 
famous  Virginia  ham. 

Guest:  "Place  the  ham  in  a  deep  pan  and  the  first  day 
soak  it  in  a  bottle  of  rye  whiskey  and  let  it  cook  awhile. 
The  second  day  add  a  bottle  of  Jamaica  rum  and  the  third 
day  a  bottle  of  port  wine  and  the  fourth  day  a  bottle  of 
Bourbon." 

Host  (turning  to  the  colored  cook) :  "What  do  you 
think  of  that,  Sam?" 

Sam:  "Ah  don't  know  'bout  de  ham,  but  it  sho'  do 
sound  like  mighty  fine  gravy." 


I  AM  YOUR  CONSCIENCE 
A  gentleman  having  his  office  in  a  high  building  built 
about  a  quadrangle  had  several  times  observed  an  occu- 
pant of  an  office  across  the  court  and  many  floors  below 
holding  a  girl  on  his  lap.  On  this  occasion  when  he  ob- 
served the  scene  he  called  the  telephone  number  of  the 
opposite  office,  keeping  the  couple  under  observation.  The 
gay  fellow,  without  changing  position,  picked  up  the  re- 
ceiver with  an  impatient,  "Hello,  who's  that?,"  and  being 
answered  in  deep,  sepulchral  tones  with  "I  a-m  y-o-u-r 
c-o-n-s-c-i-e-n-c-e,"  he  spilled  the  lady  on  the  floor  and 
grabbed  his  pen  and  made  out  a  check  for  a  year's  church 
dues  in  advance. 


The  fastest  decline  in  rank  of  a  naval  officer — from  Lord 
High  Admiral  of  the  Imperial  British  Navy  to  Th>d  Mate 
of  an  American  Tramp. 


The  Coloned's  Daughter  to  Stable  Sergeant — "Doesn't 
riding  all  these  untrained  horses  make  your  head  ache?" 

S.  S.  to  C's  D. — "Not  at  all,  ma'am;  quite  the  contrary, 
in  fact." 


Maniacal  Symptoms  lasting  a  week  have  followed  the 
use  of  atebrin — 3  tablets  a  day  for  5  days. 


"The  doctor  is  going  to  teach  me  to  play  cards  so  that 
I'll  know  all  about  it  after  we're  married." 
"That's  right.    What  game  is  he  going  to  teach  you?" 
"I  think  it  is  called  solitaire." 


"Alas,  if  all  men  were  but  wise 
And  would  be  good  as  well, 
This  earth  would  be  a  paradise 
Where  now  'tis  mostly  hell." 

Dr.  Elkaxaii  Wlllums,  the  first  professor  of  ophthal- 
mology in  the  United  States,  was  appointed  to  this  new 
chair  in  the  Miami  Medical  College  in  1865  and  occupied 
it  till  1SS7. — Jour,  of  Medicine,  Cinti.,  Jan. 


Smallpox  morbidity  rate  for  1035  (the  last  for  which 
we  have  complete  figures)  was:  in  the  United  States  63 
per  million  of  population;  in  Canada  3  per  million.  N.  C. 
had  between  1  and  4  cases  per  100,000  pop.;  S.  C.  and 
Virginia  less  than  1.     The  Diplomats,  Nov. 


Sir  Dyce  Duckworth  states  that  it  is  probable  that  the 
earliest  English  (Saxon)  name  for  gout  was  fotadle,  or 
foot  addle,  the  term  adle  being  a  synonym  for  ailment. — 
Beardsley.  • 


Bobbs,  of  Indianapolis,  about  the  year  1870,  removed 
the  first  gallstones  ever  taken  from  a  living  person. — Jour, 
of  Medicine,  Cinti.,  Jan. 


Of  the  3,500  men  who  were  practicing  medicine  in  the 
American  colonies  at  the  time  of  the  Revolution  only  200 
had  medical  degrees. — Maj.  Gen.  R.  U.  Patterson. 


Syme  (James,  Scotch  Surgeon  1799-1890)— It  is  said  of 
him  that:  "he  never  wasted  a  word,  nor  a  drop  of  ink, 
nor  a  drop  of  blood." — Archibald  Malloch. 


Apple  pulp,  in  quantity  sufficient  to  fill  the  intestinal 
tract,  inhibits  peristalsis  (J.  E.  Bittner,  N.  W.  Med.,  Dec.), 
and  absorbs  bacterial  and  chemical  poisons. 


On  December  23  rd  Major  Moultrie  Bratlsford,  of 
Camden,  S.  C,  gave  a  housewarming.  Yuletide  decora- 
tions made  the  home  gay  and  festive  for  the  occasion.  Mrs. 
James  Burns  and  Mrs.  Willis  Cantey  assisted  in  entertain- 
ing. Out-of-town  guests  were  Mrs.  Charles  Paul  and  two 
sons,  Parker  and  James,  of  Seattle,  Wash.,  Miss  Eleanora 
Richardson,  Mr.  and  Mrs.  Irving  Richardson  and  Seaman 
Richardson  of  Sumter,  and  Mrs.  Wallace  Ball  of  Colum- 
bia. 
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The  Value  of  Radiation  Therapy  in   Benign   Gynecological 

Disease* 

J.  P.  Rousseau,  M.D.,  Winston-Salem,  North  Carolina 


AFTER  using  the  roentgen  rays  or  radium  to 
treat  certain  benign  lesions  of  the  female 
pelvic  organs  for  fifteen  years,  I  feel  that 
it  would  be  of  interest  to  review  all  the  cases  treat- 
ed, classify  them  into  clinical  and  pathological 
groups,  ascertain  the  end  results,  and  thereby  de- 
termine as  nearly  as  possible  the  value  of  radiation 
therapy  in  non-malignant  disease  affecting  either 
directly  or  indirectly  the  female  reproductive  or- 
gans. 

Going  over  the  case  material  of  my  private  and 
hospital  practice  since  1921,  I  am  surprised  at  the 
number  of  patients  treated  and  the  wide  variety  o'l 
lesions,  pathological  and  functional. 

The  total  number  of  cases  radiated  of  which 
records  are  available  is  1,227.  These  have  been 
classified  according  to  the  pathologic  process  pres- 
ent, the  functional  changes  thought  to  be  respon- 
sible for  the  symptoms,  or  the  clinical  symptom 
or  condition  for  which  treatment  was  indicated. 
Types  of  lesions  treated: 

Cases 

1.  Abnormal  uterine  bleeding  associated  with  fibroid 
states    _ 530 

2.  Menopausal  uterine  bleeding  _  206 

3.  Functional  menorrhagia  105 

4.  Puberty  bleeding  in  which  there  was  no  demon- 
strable pathology  _       8b 

5      Abnormal  uterine  bleeding  associated  with  benign 
cervical   polyps 21 

6.  Abnormal  uterine  bleeding  associated  with  chronic 
cervicitis  and   non-malignant   ulceration 

7.  Premenstrual  edema  with  periodic  pituitary  head- 
ache   ._ 23 

8.  Radiation  treatment  of  menopausal  syndrome  32 

9.  Radiation  to  induce  therapeutic  abortion  and  ster- 
ility   114 

10.     Radiation  to  induce  sterility  57 

In  the  following  discussion  of  the  patients  treat- 
ed in  these  various  groups,  I  shall  be  as  brief  and 
specific  as  possible  to  adequately  cover  the  sub- 
ject. 

Roentgen  and  radium  treatment  of  uterine  bleed- 
ing of  menopausal,  functional  or  fibroid  origin  is 

•Presented  to  the  Medical  Club,   Winston -Salem,   October,    1936. 


not  new.  Many  thousands  of  treated  cases  have 
been  reported,  so  the  status  of  radiation  treatment 
is  now  known  with  a  fair  degree  of  accuracy.  The 
best  method  of  treating  these  patients  can  be  de- 
cided only  by  logical  approach  and  careful,  un- 
biased study.  My  attention,  interest  and  experi- 
ence with  this  subject  centers  chiefly  around  the 
radiation  method,  and  follow:  through  to  the  ces- 
sation of  the  abnormal  bleeding,  diminution  in 
size  or  disappearance  of  the  fibroid  tumor,  if  pres- 
ent, and  relief  of  symptoms.  In  choosing  a  method 
of  treating  one  of  these  patients,  one  must  keep 
an  open  mind,  without  prejudice  to  the  theories 
and  ideas  of  others,  for  when  one  adopts  but  a 
single  method  he  becomes  a  faddist.  A  logical 
plan  is  to  select  the  method  reasonably  sure  of 
effecting  the  desired  end  result  at  the  least  risk 
and  inconvenience  to  the  patient. 

It  seems  to  me  that  in  these  patients  we  have 
obtained  our  best  results  from  radiation.  The  cures 
have  been  consistently  duplicated  and  the  failure:, 
notable  by  their  absence.  This  report  covers  a 
series  of  841  cases  of  fibroid-menopausal  and  func- 
tional uterine  bleeding  treated  by  radiation,  with 
an  analysis  of  the  end  results  and  certain  obser- 
vations based  on  this  experience.  It  is -not  meant 
to  be  a  comparison  between  the  surgical,  medical 
and  radiation  methods.  Some  cases  will  be  found 
suitable  for  one  method,  some  for  another;-.,  and 
one  may  succeed  where  another  has  failed. 

We  learn  from  physiology  that  the  .ovarian  hor- 
mones cause  the  endometrium   to   proliferaj      an  I 
secrete.     Behind   the  ovary   is  another   force;    th 
anterior  lobe  of  the  pituitary  gland,  the  hi 
of  which  may  also  exert  a    force    on    the    femal 
genital  tract.    To  complicate  still  further, 
the  added  possibility  of  a  thyroid  gland  influence. 
Therefore,    perversion    of    menstruation    is    by    n  i 
means    of    uterine    origin    alone.      If    no    clear-ciu 
pathology   can   be   demonstrated,   then  assignmen 
of    the   cause    to   ovarian    hyperfunction    ma)     b 
wise.    The  uterus  may  be  only  the  site  of  expres- 
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sion  of  a  pluriglandular  disturbance,  and  this  is 
why  the  curettement  of  the  old  days  so  often 
failed. 

The  action  of  roentgen  or  radium  rays  is  chiefly 
on  the  ovary,  because  the  epithelium  lining  the 
graafian  follicle  is  among  tissues  most  sensitive  t:> 
radiation.  The  ovary  as  a  whole  suffers  but  little 
damage  and  after  radiation  appears  normal  in  siz_- 
and  color.  The  endometrium,  also,  is  found  to 
be  histologically  normal  one  to  two  months  after 
radiation.  There  is  undoubtedly  some  action  on 
fibroid  tumors  when  present,  in  that  they  will  re- 
gress after  the  menopause,  and  furthermore  cervi- 
cal stump  fibroids  respond  well  to  radiation  after 
the  uterus  and  ovaries  have  been  removed. 

X-ray  or  radium  treatment  may  be  said  to  be 
specific  in  bleeding  at  or  near  the  menopause  with- 
out demonstrable  pathology.  Radium  in  the  uterus 
has  a  more  intense  action  on  the  uterus  and  less 
on  the  ovaries,  whereas  x-rays  affect  the  pelvic 
organs  fairly  evenly,  and  do  not  produce  the  caus- 
tic action  which  tissues  adjacent  to  radium  suffer. 
Most  radiologists  prefer  the  roentgen  rays  because 
of  their  gentler  action  and  greater  effect  on  the 
ovary. 

As  has  been  repeatedly  mentioned  in  the  litera- 
ture, I  think  the  presence  of  an  acute  or  subacute 
pelvic  inflammatory  disease  contraindicates  the  use 
of  large  doses  of  radium  rays  in  the  uterine  cavity. 
In  this  series  we  had  two  cases  of  pelvic  abscess 
and  one  of  pelvic  cellulitis  following  large  doses 
of  radium  rays.  This,  however,  is  not  true  of  re- 
peated small  doses  of  radium  or  of  x-ray.  On  the 
contrary,  there  were  many  cases  treated  with  x- 
rays,  in  which  not  only  was  the  bleeding  controlled, 
but  the  associated  pelvic  infection  was  improved. 
In  no  case  was  the  pelvic  inflammation  aggravated 
when  x-rays  were  used  in  small  repeated  doses. 

The  patients  generally  most  suitable  for  treat- 
ment are  the  ones  with  menorrhagia  or  metrorrha- 
gia, preferably  35  years  of  age  or  over,  in  whom 
cancer  of  the  uterus  can  be  ruled  out  and  in  whom 
the  bleeding  is  not  controlled  by  ordinary  medical 
procedures.  Occasionally  patients  under  35  years 
of  age  were  treated  because  of  some  definite  con- 
tradindication  to  surgery.  Women  under  35  years 
of  age  with  fibroid  tumors  should  have  myomec- 
tomy but  not  hysterectomy,  unless  there  is  a  defi- 
nite contraindication  to  surgery. 

Irregular  bleeding  from  the  uterus  is  a  symptom 
which  must  be  traced  down  carefully,  knowing 
that  in  a  very  large  percentage  of  cases  it  is  due 
to  pregnancy  and  its  products.  Continuous  bleed- 
ing casts  suspicion  on  the  endometrium.  Small 
and  frequent  bleedings  should  cause  suspicion  of 
an  ulcerative  lesion,  and  here  the  possibility  and 
picture  of  beginning,  malignancy  must  ever  be 
borne  in  mind.     Because  of  the  seriousness  of  the 


things  likely  to  be  overlooked  perfection  of  diag- 
nosis should  be  the  aim  of  everyone  who  would 
treat  these  benign  pelvic  conditions. 

Abnormal  bleeding  is  always  an  objective  sign 
of  real  disease,  and  it  should  be  given  very  earnest 
attention.  Bleeding  at  the  menopause  should 
always  be  associated  with  the  thought  of  carcinoma 
and  here  again  apathy  and  laziness  or  lack  of 
conscience  are  not  in  order.  Postmenopausal  hem- 
orrhage is  even  more  significant  of  cancer  and 
should  not  be  dismissed  until  cancer  is  eliminated 
as  a  cause.  In  uterine  hemorrhage,  if  one  can  be 
reasonably  sure  that  pregnancy  and  cancer  need 
not  be  suspected,  one  is  warranted  in  starting  ra- 
diation treatment.  If  then  there  is  a  delay  in  the 
expected  response,  one  should  have  a  biopsy  report 
and  further  study.  The  diagnostic  curettage  is 
not  always  possible  in  private  practice,  as  many 
patients  consider  it  a  surgical  risk  and  refuse  to 
submit  to  it. 

A  case  suggesting  malignancy,  or  presenting  ur- 
gent pressure  symptoms,  should  not  be  accepted 
for  the  usual  radiation  treatment  for  benign  hem- 
orrhage; nor  should  a  youthful  patient,  with  mod- 
erate menorrhagia,  small  fibroid,  and  reasonable 
hopes  of  future  pregnancy  be  accepted.  Another 
definite  contraindication  to  intracavity  radium 
treatment  is  associated  acute  or  subacute  pelvic 
inflammatory  disease.  In  these  cases,  however, 
carefully  guarded  doses  of  deep  roentgen  therapy 
may  safely  be  used,  and  with  success.  Many  com- 
petent radiologists  today  disregard  the  surgical 
suggestion  that  fibroid  tumors  larger  than  a  three- 
months'  pregnancy  should  always  go  to  operation. 
This  is  a  trite  contraindication,  much  recognized 
from  the  surgical  point  of  view;  yet  an  operative 
mortality  of  from  1  to  4  per  cent,  in  these  cases 
is  openly  admitted,  while  the  possibility  of  radia- 
tion treatment  is  often  not  even  discussed  with  the 
patient.  I  am  convinced  that  the  size  of  the  tumor 
per  se  does  not  contraindicate  radiation  treatment, 
as  I  have  observed  at  least  sixteen  fibroid  tumors 
larger  than  a  three-months'  pregnancy,  four  of 
them  extending  up  to  the  costal  margin,  completely 
disappear  with  proper  x-radiation.  I  think  radia- 
tion's value  is  very  definite  in  large  tumors  without 
urgent  pressure  symptoms;  and  that  the  advan- 
tages of  but  little  loss  of  time  and  no  danger  to 
life  make  this  method  of  treatment  logically  worthy 
of  discussion  with  all  concerned. 

Years  ago,  some  surgical  considerations  of  this 
subject  were  written  and  copied,  and  firmly  be- 
lieved in.  For  instance,  fibroids  and  menorrhagia 
with  associated  inflammation  were  not  to  be  irra- 
diated; nor  any  case  with  uncertain  diagnosis,  o- 
patient  who  was  afraid  of  radium;  no  case  in 
which  there  was  severe  anemia,  hypernervousness, 
or  tumor  larger  than  a  three-months'   pregnancy. 
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and  never  in  young  women.  Such  a  dogmatic  at- 
titude could  have  been  explained  only  by  unfamil- 
iarity  with  the  use  and  results  of  irradiation  treat- 
ment. In  our  cases  one  or  more  of  these  condi- 
tions was  more  often  present  than  absent,  and  the 
patients  obtained  complete  and  happy  results  just 
as  frequently  as  did  the  ones  in  whom  these  so- 
called  contraindications  did  not  exist.  It  is  my 
opinion  that  in  menorrhagias  with  severe  anemia 
one  must  gamble  on  the  outcome  to  some  extent; 
but  other  methods  of  treatment  should  be  tried 
before  hysterectomy,  for  in  the  simple  menorrha- 
gias, functional  or  associated  with  fibroids  in  pa- 
tients over  35  years  of  age,  hysterectomy  is  not 
only  radical,  but  ruthless,  treatment. 

Recently  a  prominent  gynecologist  made  the 
statement:  "If  the  diagnosis  in  menorrhagia  is 
not  possible,  it  is  better  to  operate  than  radiate." 
This  idea  must  be  a  throw  forward  from  old  ex- 
ploratory days,  and  will  do  much  harm  during  the 
years  required  for  such  rot  to  get  out  of  print. 
Barring  the  suspicion  of  cancer  in  menorrhagia, 
incompleteness  of  full  diagnosis  need  not  contra- 
indicate  conservative  radiation  treatment.  No 
harm  will  have  been  done,  some  good  will  accrue, 
and  more  time  will  be  gained  for  study  of  the 
problem.  If  progress  under  radiation  proves  un- 
satisfactory, then  operation,  if  indicated,  will  have 
been  simply  delayed.  We  all  should  aim  as  best 
we  can  to  be  reasonably  sure  of  the  diagnosis  be- 
fore planning  the  treatment,  as  most  of  our  radia- 
tion failures  have  been  found  to  be  due  to  errors 
in  diagnosis. 

Because  uterine  bleeding  at  certain  periodic  in- 
tervals is  normal,  patients  are  inclined  to  minimize 
any  departures  from  regularity  and  postpone  going 
to  the  doctor.  This  accounts  for  a  long  average 
history  of  illness  before  treatment  is  commenced. 
Whether  x-rays,  radium,  or  a  combination  of  both 
were  used  depended  upon  the  condition  of  the  pa- 
tient, size  of  the  tumor,  if  present,  and  ability  of 
patients  to  come  for  repeated  treatments.  Cure  is 
possible  by  internal  radium  application,  external 
x-radiation  or  a  combination  of  the  two. 

Applying  the  present  viewpoint  to  fibroid  cases 
as  they  come  to  well  equipped  clinics  in  the  United 
States,  England,  Germany  and  France,  the  num- 
ber of  cases  chosen  for  radiation  as  compared  to 
those  operated  upon  has  increased  in  the  last  10 
years,  until  now  from  40  to  60  per  cent,  of  all 
fibroids  receive  radiation.  Statistics  of  50,000  ir- 
radiated cases  have  been  collected  from  the  litera- 
ture with  an  average  cure  of  90  per  cent.  All  of 
our  cases,  except  5.2  per  cent,  with  fibroids,  show- 
ed complete  relief  of  symptoms  and  had  left  only 
a  benign  harmless  residue  of  from  one-fourth  to 
one-sixth  of  the  original  tumor  after  complete  treat- 
ment.   There  were  four  cases  with  fibroid  tumors 


more  than  12  inches  in  size.  None  failed  to  lessen 
in  size,  and  none  grew  again  after  treatment  was 
stopped. 

After  radiation  the  patient,  as  a  rule,  is  not 
more  incapacitated  than  she  was  prior  to  treat- 
ment. She  usually  experiences  a  moderate  tired 
feeling  which  will  generally  pass  off  in  a  week  or 
two.  A  few  show  severe  radiation  sickness,  nausea, 
vomiting,  headache  and  diarrhea  for  three  or  four 
days.  The  menorrhagia  is  not  influenced  for  at 
least  a  month.  In  fact,  many  cases  show  an  ex- 
aggerated menstrual  flow  at  the  next  regular  pe- 
riod, and  may  require  rest  in  bed  for  a  few  days. 
A  few  will  not  menstruate  after  the  treatment,  but 
the  majority  will  have  one  period  and  a  few  will 
have  two.  If  a  third  period  occurs,  a  suspicion 
of  an  error  in  diagnosis  must  be  aroused,  and  can- 
cer of  the  corpus  suspected.  No  radiation  acci- 
dents have  occurred,  except  for  the  one  pelvic  cel- 
lulitis and  two  pelvic  abscesses  mentioned,  and  no 
mortality  attributable  to  radiation  has  resulted  in 
the  treatment  of  this  series  of  benign  pelvic  lesions. 

Contrary  to  popular  belief,  the  menopause  is  cer- 
tainly no  worse  after  radiation  than  it  is  normally. 
It  is  well  known  that  the  normal  menopause  does 
not  appreciably  change  the  sexual  urge,  and  I  would 
like  to  stress  the  fact  that  radiation  does  not  cas- 
trate or  unsex  the  patient  any  more  than  the  nor- 
mal menopause  does.  With  cessation  of  menses  the 
blood  picture  gradually  improves,  and  there  is  a 
progressive  return  to  the  state  of  physical  well- 
being.  The  fibroid  tumor,  if  present,  undergoes 
gradual  retrogression,  and  usually  the  uterus  re- 
turns to  normal  in  from  six  to  12  months  after 
amenorrhea  has  been  induced.  A  leukorrheal  dis- 
charge may  be  present  for  a  few  months.  Hot 
flashes  appear  when  menses  cease,  but  are  rarely 
as  troublesome  as  in  the  natural  menopause,  and 
are  decidedly  less  severe  than  when  produced  by 
removal  of  the  ovaries. 
Radiation  Treatment  of  the  Menopausal  Syndrome 

Thirty-two  patients  were  treated  by  radiating 
the  pituitary  gland  for  relief  of  symptoms  occur- 
ring at  the  climacteric,  an  event  which,  whether 
natural  or  artificial,  produces  in  a  large  proportion 
of  women  a  series  of  disturbing,  at  times  distress- 
ing, symptoms.  Only  the  patients  with  severe  men- 
opausal symptoms— hot  flashes,  perspiration,  dizzi- 
ness, headaches  and  extreme  nervousness — were  ir- 
radiated. In  most  of  them  substitution  therapy, 
such  as  the  administration  of  the  female  sex  hor- 
mone by  injections  of  theelin,  had  failed  to  relieve 
the  symptoms.  It  is  generally  believed  that  men- 
opausal symptoms  are  due  to  lack  of  ovarian  se- 
cretion. Certain  authorities,  however,  believe  that 
hyperfunction  of  the  pituitary  gland  initiated  by 
removal  of  the  ovarian  secretion  is  largely  respon- 
sible for  this  syndrome.    Certain  experiments  tend 
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to  show  that  the  female  sex  hormone  has  an  in- 
hibitory action  on  the  anterior  hypophysis  and  that 
the  results  obtained  by  the  injection  of  the  estro- 
genic hormone  in  menopausal  symptoms  are  ob- 
tained in  this  manner.  During  the  menopause  the 
blood  and  urine  show  an  excess  of  the  anterior 
pituitary  hormone,  prolan.  Experimental  work  has 
shown  that  radiation  of  the  pituitary  gland  re- 
duces the  quantity  of  anterior  pituitary  sex  hor- 
mone in  the  blood.  The  conclusion  is,  therefore, 
that  the  menopausal  syndrome  is  due  primarily 
to  an  abnormal  amount  of  prolan,  secreted  by  a 
hyperfunctioning  anterior  lobe  of  the  pituitary, 
which  is  activated  by  the  withdrawal  of  the  fol- 
licular hormone  of  the  ovary.  On  this  basis  radi- 
ating the  pituitary  in  menopausal  upsets  has  been 
established  as  a  rational  form  of  therapy. 

Of  the  32  cases  treated  24 — 75  per  cent. — ex- 
perienced good  results.  In  many  all  the  symptoms 
complained  of  disappeared  or  were  diminished  so 
as  to  cause  no  discomfort  or  inconvenience.  Five 
cases  were  slightly  improved  and  three  obtained  no 
improvement  whatever. 

The  dose  consisted  of  250  to  350  r.  applied  to 
the  pituitary  gland  through  each  temporal  fossa, 
repeated  in  three  or  four  weeks.  The  roentgen 
dose  was  rather  small,  as  we  hoped  to  obtain  an 
inhibitory  effect  only.  It  is  quite  probable  that 
larger  doses  would  yield  a  higher  percentage  of 
good  results;  therefore,  in  the  future,  I  intend  to 
reirradiate  in  the  cases  in  which  the  small  dose 
does  not  yield  good  results.  This  is  not  a  new 
method  of  relieving  symptoms  of  the  menopause. 
Other  authors,  especially  Borack  in  1929  and  Col- 
lins, Menville  and  Thomas,  in  1936,  have  reported 
success  in  large  groups  of  patients.  These  authors 
have  concluded  that  irradiation  of  the  hypophysis 
in  menopausal  symptoms  produces  excellent  results 
in  most  cases  and  that  the  dose  used  will  not  pro- 
duce any  harmful  results. 

Premenstrual  Edema  With  Recurring  Periodic 
Pituitary  Headaches 

To  the  present  time  we  have  used  irradiation 
in  a  total  of  23  cases  of  so-called  pituitary  head- 
aches, in  young  women  who  have  not  approached 
the  menopausal  age.  The  cause  of  these  severe 
periodic  headaches  has  not  yet  been  satisfactorily 
explained.  They  are  undoubtedly  of  endocrine 
origin.  The  condition  is  diagnosed  chiefly  on  the 
history  of  severe  headache,  occurring  just  before 
or  during  each  menstrual  cycle,  associated  with 
dimness  or  blurring  of  vision.  Nausea  may  or  may 
not  be  present,  and  the  usual  analgesics  afford 
slight  or  no  relief.  There  are  no  such  symptoms 
of  the  menopause  as  nervous  instability  or  vaso- 
motor phenomena.  Between  the  menstrual  cycles 
the  patients  are  normal,  and  if  pregnancy  super- 
vene the  headaches  cease  until  the  menses  are  re- 


established. 

Some  authorities  believe  this  condition  to  be 
due  to  a  premenstrual  edema  with  swelling,  and 
perhaps  a  temporary  hyperplasia  and  hyperfunc- 
tion  of  the  pituitary.  The  cause  of  this  hyper- 
plasia might  be  a  primary  gonadal  deficiency,  with 
a  lagging  ovary  and  diminished  ovarian  secretion. 
The  anterior  pituitary  gland,  being  the  motivating 
factor,  attempts  to  compensate  by  undergoing  hy- 
perplasia in  order  to  secrete  more  prolan  to  whip 
up  a  lagging  ovary.  Quantitative  hormone  assay 
in  these  patients  bears  out  this  assumption,  in  that 
it  shows  in  these  cases  high  quantities  of  prolan 
secretion.  It  is  well  known  that  when  ovarian  se- 
cretion diminishes  a  gradual  rise  in  prolan  occurs, 
as  the  anterior  pituitary  attempts  to  compensate. 
On  the  theory,  therefore,  that  the  pituitary  under- 
goes hyperfunction  with  excessive  secretion  of  pro- 
lan in  these  so-called  pituitary  headaches,  radia- 
tion therapy  to  the  pituitary  gland  has  been  used, 
and  with  a  fair  degree  of  success,  the  headache  be- 
ing relieved  in  71  per  cent,  of  our  cases  by  small 
doses  of  roentgen  ray  to  the  pituitary  fossa,  be- 
tween or  several  days  prior  to  the  expected  men- 
strual cycle.  Relief  is  not  always  permanent,  and 
treatments  may  have  to  be  repeated.  In  the  elderly 
patients  near  the  menopause,  radiation  to  the  ova- 
ries as  well  as  to  the  pituitary  in  sufficient  dosage 
to  induce  amenorrhea,  will  prove  successful  in  some 
cases  in  which  irradiation  of  the  pituitary  alone  has 
failed. 

Radio-therapeutic  Abortion 

Radiation  to  induce  therapeutic  abortion  and 
sterility  was  employed  in  114  cases.  That  it  is  a 
useful  and  safe  therapeutic  procedure  in  certain 
cases  is  attested  by  the  satisfactory  results  ob- 
tained in  these  patients.  Of  the  total  number  of 
patients  treated,  in  only  two  was  the  treatment 
even  a  partial  failure — one  in  which  the  uterus  had 
to  be  emptied  later  by  a  surgical  procedure,  the 
death  of  the  fetus  occurred,  permanent  amenor- 
rhea and  sterility  ensued  and  I  believe  that  spon- 
taneous expulsion  of  the  fetus  would  have  occurred 
without  surgical  intervention;  and  the  other  ex- 
pelled the  fetus  before  death  of  the  fetus  occurred. 
Therefore,  I  believe  this  is  one  procedure  which 
we  might  well  classify  as  nearly  100  per  cent,  ef- 
fective. 

The  trend  in  recent  years  is,  I  believe,  toward  a 
more  liberal  viewpoint,  as  regards  therapeutic  abor- 
tions. This  does  not  mean  that  we  are  becoming 
more  criminally  inclined.  On  the  contrary,  I  be- 
lieve it  clearly  indicates  that  there  is  an  increasing 
intelligence  and  desire  on  the  part  of  the  medical 
profession  to  preserve  the  health  of  pregnant  wo- 
men who  should  not  have  children,  and  to  reduce 
the  present  rather  high  maternal  death  rate  from 
childbirth. 
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The  indications  for  radiotherapeutic  abortion  are 
practically  the  same  as  those  for  therapeutic  surgi- 
cal abortion,  with  the  exception  of  certain  acute 
conditions  which  occasionally  demand  interruption 
of  pregnancy,  but  do  not  preclude  the  possibility 
of  successful  future  pregnancy. 

We  have  accepted  for  radiotherapeutic  abortion 
only  those  cases  in  which  pregnancy  was  compli- 
cated by  a  chronic  incurable  disease  or  deformity, 
and  in  which  the  family  physician  and  at  least  one 
other  consulting  physician  agreed  that  the  disease 
present  was  dangerous  to  the  patient's  life  and  that 
future  pregnancy  should  be  prohibited. 

Among  our  cases  the  following  indications  for 
abortion  were  found  to  exist: 

1.  Cardiorenal  disease 

2.  Severe  cardiac,  disease  with  decompensation 

3.  Severe  hypertension 

4.  Pulmonary  tuberculosis 

5.  Carcinoma  of  cervix  or  advanced  malignancy 
elsewhere  in  the  body 

6.  Insanity 

7.  Gross  pelvic  deformities 

8.  Severe  hyperthyroidism. 

In  the  very  young  patient,  I  feel  that  surgical 
abortion  and  later  ligation  of  the  tubes  is  prefer- 
able to  radiation,  in  order  to  preserve  ovarian 
function.  In  some  of  them,  however,  surgery  is 
extremely  hazardous,  as  they  are  already  invalids, 
and  radiation  abortion  is  justified  in  such  cases. 

I  have  not  attempted  to  do  radiation  abortion 
with  small  doses  of  x-ray,  to  be  followed  by  only 
temporary  amenorrhea.  All  of  our  cases  were 
given  the  full  sterilizing  dose  to  produce  the  abor- 
tion and  permanent  sterility,  because  we  believe 
that  none  of  them  should  ever  become  pregnant 
again. 

The  treatment  should  be  given  in  the  early 
mon'hs  of  pregnancy,  never  later  than  four  and 
one-half  months,  preferably  in  divided  doses  over 
a  period  of  10  days  to  two  weeks.  Within  two  to 
four  weeks  after  the  treatment  the  fetus  dies  and 
is  crpelled  spontaneously  in  some  cases  as  early 
as  two  weeks,  in  others  as  late  as  four  months. 
There  is  usually  but  little  discomfort  and  slight 
bleeding  at  the  time  of  expulsion  of  the  fetus, 
which  in  the  majority  of  our  cases  came  away  with 
the  ;  lembranes  intact.  Permanent  amenorrhea  and 
ster.lity  were  produced  in  all  of  our  cases,  though 
one  patient  required  further  treatment  to  produce 
these  results.  Each  of  them  has  been  advised  to 
retain  for  further  treatment  in  the  event  that  the 
menses  are  reestablished  at  any  future  date. 
Puberty  Bleeding 

in  this  group  there  was  a  total  of  86  patients. 
Here  again  it  may  be  said  that  the  good  end  re- 
sults will  approximate  the  100  per  cent,  level.    The 


etiology  of  this  type  of  bleeding  still  remains  an 
enigma,  but  it  is  reasonable  to  suppose  that  the 
cause  lies  in  some  unexplained  endocrine  imbal- 
ance. The  abnormal  bleeding  occurs  at  or  soon 
after  the  onset  of  puberty  and  is  not  an  uncom- 
mon symptom.  Fortunately  the  condition  corrects 
itself  in  the  majority  of  cases  without  becoming 
injurious  to  health.  In  a  few  the  bleeding  becomes 
alarming,  the  anemia  severe  and  progressive,  the 
health  seriously  impaired  and  life  is  threatened  by 
continued  profuse  hemorrhages. 

None  was  accepted  for  radiation,  unless  the 
symptoms  were  severe  and  only  after  the  usual 
medical  treatment,  repeated  curettage  and  transfu- 
sions had  failed  to  control  the  bleeding,  and  in 
whom  no  local  pathology  could  be  demonstrated. 

In  these,  as  in  all  cases  of  functional  menorrha- 
gia  in  persons  under  35  years  of  age,  we  used  only 
a  sufficient  amount  of  radiation  to  the  pelvis  to 
induce  a  temporary  amenorrhea,  not  more  than 
300  or  400  mg.  hours  of  radium  in  the  uterus  or 
200  to  300  r.  if  the  x-rays  were  used.  It  is  much 
safer  to  give  too  little,  which  may  be  repeated  if 
necessary,  than  to  over-dose  these  young  patients. 
Satisfactory  results  were  obtained  in  that  the  bleed- 
ing was  controlled;  the  duration  of  the  amenor- 
rhea varying  from  two  months  in  some  cases  to 
two  years  in  others.  In  time  a  return  of  normal 
menstruation  is  expected,  and  no  further  treatment 
is  required.  Many  of  these  young  patients  have 
later  married,  gone  through  normal  pregnancies 
and  given  birth  to  normal  children. 

The  question  as  to  whether  or  not  any  of  these 
very  young  girls  were  permanently  sterilized  can 
not  be  definitely  answered.  It  is  my  belief  that 
none  was,  as  all  have  had  a  return  of  the  normal 
menstrual  cycle.  In  them  it  seems  that  the  radia- 
tion served  only  the  purpose  of  controlling  the 
alarming  bleeding,  thereby  tiding  them  over  a  criti- 
cal period  in  their  lives,  with  no  untoward  effects, 
immediate  or  remote. 

Radiation  to  the  Ovaries  to  Induce  Permanent 
Sterility 

In  this  group  of  patients  the  indications  are  the 
same  as  for  inducing  therapeutic  abortion — some 
chronic  incurable  disease  which  contraindicated 
pregnancy.  In  addition,  we  have  accepted  a  few 
patients  for  induction  of  sterility  whose  only  com- 
plaint was  severe  dysmenorrhea  when  it  occurred 
in  elderly  women,  in  whom  there  was  no  desire  by 
either  parent  for  offspring,  and  in  whom  there  was 
no  reasonable  hope  of  pregnancy. 

Sterility  and  amenorrhea  were  produced  in  57 
patients  by  100-per  cent,  skin  erythema  dose  to 
anterior  and  posterior  pelvis,  using  either  single-  or 
fractional-dose  method.  The  treatment  of  these 
cases,  also,  was  100  per  cent,  effective,  amenorrhea 
and   sterility  being   induced   in  all  cases,  without 
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complications  or  any  bad  after  affects,  except  for 
the  usual  menopausal  symptoms. 

In  this  connection  I  want  to  briefly  point  out 
the  value  of  radiation  castration  as  a  definite  ad- 
junct to  the  treatment  of  carcinoma  of  the  breast. 
In  these  unfortunate  patients,  any  form  of  pallia- 
tion, other  than  a  mutilating  operation  or  heavy 
opiate  therapy,  is  very  welcome.  Radiologists  are 
fortunate  in  having  at  their  disposal  such  a  method, 
for  patients  who  have  not  yet  reached  the  meno- 
pause. 

Dr.  David  Steel,  of  Cleveland,  and  others  have 
clearly  shown  that  the  ovarian  hormone  plays  a 
definite  part  in  malignancies  of  the  breast,  and  I'm 
sure  we  are  all  familiar  with  the  fact  that  carcino- 
ma of  the  breast  in  women  in  the  menstrual  age 
is,  as  a  rule,  more  malignant  than  in  patients  past 
the  menopause.  Dr.  Steel  has  shown  that  many 
breast  cancers  in  young  women  show  definite  im- 
provement after  roentgen  castration,  this  improve- 
ment being  particularly  noted  by  the  healing  of 
metastatic  bone  lesions,  relief  of  pain  and  a  return 
to  general  good  health  for  a  variable  period  of 
time,  even  in  advanced  cases  hopeless  of  complete 
cure. 

In  addition,  radiation  sterility  in  cancer  of  the 
breast  serves  an  important  end  in  preventing  fu- 
ture pregnancy.  You  well  know  that  pregnancy 
often  stirs  up  cancer  of  the  breast  so  that  it 
spreads  like  wildfire.  I  know  of  no  more  hopeless 
condition  to  attempt  to  treat  than  cancer  in  the 
breast  in  a  young  pregnant  woman.  We  should 
all  seriously  consider  roentgen  castration  in  all 
women  in  the  premenopausal  age  with  breast  can- 
cer. The  method  has  already  become  a  routine  in 
many  of  our  best  hospitals  and  tumor  clinics  in 
this  country  and  in  Europe. 

'.Benign  Polyps  of  the  Cervix  With  Bleeding 
In  a  series  of  21  cases,  we  have  used  radium 
tubes  in  the  cervical  canal  at  site  of  attachment  of 
the  polyp  to  prevent  recurrence  of  the  tumor.  All 
of  these  21  cases  had  had  previous  surgical  re- 
moval of  the  polyp,  followed  by  recurrence.  None 
of  them  was  malignant  on  section,  and  all  of 
them  were  in  women  nearing  or  past  the  meno- 
pause. By  far  the  majority  of  cervical  polyps 
are  successfully  treated  by  excision  with  scalpel 
or  snare,  or  by  electrothermic  destruction.  In 
some  repeated  recurrences  take  place,  and  it  is  in 
these  cases  only  that  radium  applied  in  the  cervi- 
cal canal  in  dosage  of  1200  mg.  hours  is  indicated. 
We  apply  the  tube  immediately  after  dilation  of 
the  cervix  and  removal  of  the  polyp  by  cutting 
cautery.  The  tube  is  placed  so  as  to  treat  the 
point  of  attachment  of  the  polyp  in  the  canal.  In 
none  of  the  cases  so  treated  has  there  been  a  re- 
currence. 


Chronic  Cervicitis  and  Ulceration  With  Bleeding 
There  were  53  patients  in  this  group  treated  by 
the  combined  use  of  the  cautery  and  radium  tubes 
in  the  cervix.  None  of  these  cases  showed  malig- 
nancy on  examination  of  biopsy  specimen.  It  must 
be  admitted,  however,  that  chronic  infection  of 
the  cervix  with  eroded  and  ulcerated  areas  is  the 
common  pathological  change  in  the  cervix  that 
leads  to  cancer;  and  we  know  that  if  all  these 
suspicious-looking  cervices  were  properly  treated, 
many  cancers  of  the  cervix  would  be  prevented. 
These  lesions  may  be  successfully  treated  in  many 
instances  by  the  proper  use  of  the  cautery  alone. 
Some  of  them  do  not  heal  after  repeated  cauteri- 
zations; in  these  cases  radium,  or  amputation  of 
the  cervix,  is  necessary  to  complete  the  cure.  Fol- 
lowing radium  there  is  a  gradual  healing  of  the- 
ulcer,  shrinking  of  the  large  boggy  cervix,  atrophy 
of  the  infected  cervical  glands,  cessation  of  the 
bleeding,  diminution  and  finally  disappearance  of, 
the  leukorrheal  discharge,  and  a  scarred  but  other- 
wise healthy  cervix.  In  none  of  these  cases  so 
treated  has  cancer  of  the  cervix  developed. 

I  have  purposely  omitted  any  discussion  of  the 
technical  factors  involved  in  giving  radiation  treat- 
ment, as  only  the  radiotherapist  is  concerned  with 
these  details.  I  wish  to  emphasize,  however,  that 
radiation  treatment  should  not  be  left  in  the  hands 
of  assistants  or  technicians.  It  is  just  as  important 
to  have  a  well  trained,  qualified  medical  radiologist 
supervise  the  treatment  as  it  is  to  have  a  qualified 
surgeon  operate.  Unless  this  requisite  is  met  poor 
results  are  bound  to  obtain. 

Summary 

Incidence  of  cancer  in  all  cases  not  properly 
diagnosed — 1.8  per  cent. 

Fibroid  tumor  cases  requiring  surgery  after  ra- 
diation— 2.5  per  cent. 

Miscellaneous  group  requiring  surgery  after  ra- 
diation— 1.4  per  cent. 

Successful  results  all  cases  treated — 94.3  per 
cent. 

From  the  results  obtained,  I  feel  that  we  may 
truthfully  draw  the  following  conclusions: 

1.  Probably  nine  out  of  10  cases  of  benign 
uterine  hemorrhage  in  elderly  patients  are 
suitable  for  radiation  treatment;  fibroid  tu- 
mors are  present  and  probably  contribute  to 
the  bleeding  in  more  than  50  per  cent,  of 
these  cases. 

2.  In  no  case  does  cancer  of  the  uterus  develop 
later. 

3.  There  should  be  no  primary  mortality  from 
radiation  treatment. 

4.  The  sexual  life  of  patients  radiated  is  not 
changed  any  more  than  by  the  normal  meno- 
pause. 
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Five  per  cent,  of  the  cases  may  require  sur- 
gery later,  and  in  them  the  results  from 
surgery  are  not  interfered  with  by  the  pre- 
vious radiation. 

Radiotherapeutic  abortion  is  a  safe  and 
proper  procedure  in  properly  selected  cases. 
Cervical  polyps  and  chronic  cervicitis  will 
respond  to  radium  treatment  when  cautery 
fails. 

The  treatment  of  menopausal  symptoms  by 
radiating  the  pituitary  is  a  valuable  aid  to 
substitution  therapy. 

Satisfactory  results  should  be  obtained  in 
95  per  cent,  of  these  gynecological  condi- 
tions. 

It  is  only  the  serious  and  complicated  case 
that  in  truth  humbles  the  radiologist,  requir- 
him  to  turn  with  gratitude  to  the  surgeon 
for  help  in  diagnosis  of  the  condition  and 
cure  of  the  patient. 


The  Three  Steps  to  Heart  Failure 

ottke,  Des  Moines,  in  Jl.    Iowa  State    M 
Jan.) 

Are  we  not  treating  too  many  patients  with  congestive 
heart  failure  and  too  few  patients  to  prevent  congestive 
failure? 

In  spite  of  all  our  modern  appliances,  early  heart  failure 
must  still  be  diagnosed  from  an  exact  history  obtained  by 
an  examiner  who  is  alert  to  the  significance  of  these  three 
symptoms  and  can  elicit  them.  Sir  James  Mackenzie  used 
to  say  "The  physician  should  be  told  to  throw  away  the 
stethoscope  and  taught  to  elicit  the  symptoms  of  early  heart 
failure." 

The  most  important  of  these  three  symptoms  is  dyspnea — 
an  increase  in  the  rate,  or  rate  and  depth,  of  respiration 
with  sensations  of  air  hunger.  The  failing  heart  is  unable 
to  propel  the  blood  through  the  arterial  bed  with  sufficient 
velocity  to  remove  completely  the  products  of  metabolism 
from  the  tissues.  Carbon  dioxide  and  acid  metabolites 
accumulate  in  the  tissue  cells  and  in  the  blood  stream.  The 
respiratory  center,  bathed  in  the  relatively  acid  blood, 
responds  with  an  increase  in  its  rate  of  discharge.  The 
dyspnea  produced  in  this  way  is,  however,  obviously  futile 
because  mere  hyperventilation  cannot  overcome  the  effects 
of  the  inefficient  circulation. 

Dyspnea  is  not  in  itself  abnormal.  No  matter  how 
healthy  we  may  be,  on  sufficient  exercise  we  all  become 
breathless.  Dyspnea  is  abnormal  when  it  appears  in  un- 
usual circumstances.  At  times  it  will  be  difficult  to  elicit 
a  clear  history  of  dyspnea.  A  butcher,  41,  was  not  com- 
plaining of  dyspnea  but  of  a  loss  of  dexterity.  On  close 
interrogation,  it  was  found  that  this  loss  of  dexterity  was 
due  to  the  fact  that  the  patient  could  not  hold  his  breath 
during  the  strain  of  lifting.  As  myocardial  failure  pro- 
gresses, the  patient  begins  to  experience  dyspnea  with  less 
effort.  This  progression  may  be  gradual  and  extend  over 
months  and  years  or  it  may  occur  in  definite  steps. 

We  must  evaluate  dyspnea  by  the  amount  of  physical 
effort  required  to  produce  it. 

For  estimating  cardiac  efficiency  we  still  hnve  no  device 
that  approaches  in  accuracy  and  delicacy,  this  symptom  of 
dyspnea  on  effort.  The  patient's  response  to  his  usual 
routine  in  life  is  still  a  more  exact  index  of  his  myocardial 
reserve  and   efficiency   than   any  mechanical   device.     This 


information  is  easily  obtained  from  an  intelligent  person, 
but  our  patients  are  not  all  intelligent  and  not  always  accu- 
rate in  their  statements. 

Sir  James  Mackenzie  invited  to  express  an  opinion  on  the 
heart  prior  to  a  surgical  operation,  looked  at  the  patient 
steadily  for  a  few  moments  and  asked:  "Do  you  live  in  a 
tenement?"  "Yes."  "On  what  floor?"  "The  fourth." 
"When  did  you  walk  up  the  stairs  last?"  "Yesterday." 
"Were  you  distressed?"  "No."  Then  after  feeling  the 
pulse,  glancing  briefly  at  the  patient  and  the  chart  on  the 
wall,  he  was  through  the  ward  doors  and  gone.  The  sur- 
geon "need  not  fear  that  heart"  summed  up  his  decision. 
We  rely  too  much  on  a  normal  cardiogram  to  rule  out 
early  heart  failure  and  too  little  on  an  intelligent  history. 
The  second  symptom  of  this  great  triad  is  palpitation. 
In  the  young  it  is  infrequently  associated  with  disease. 
When  a  middleaged  individual,  who  has  previously  experi- 
enced no  such  sensation,  suddenly  complains  of  palpita- 
tion, regardless  of  what  terms  he  may  use  to  describe  it, 
a  complete  cardiovascular  examination  is  indicated. 

Palpitation  may  be  due  to  a  rapid  or  slow  heart  rate,  a 
regular  or  an  irregular  heart  rhythm.  The  most  common 
cause  is  an  increase  in  rate  as  is  found  during  exertion, 
excitement,  infection,  fatigue,  thyroid  disturbances,  meno- 
pause and  after  illness.  The  second  most  frequent  cause  is 
extrasystoles.  Some  may  not  notice  these  but  they  may  be 
very  annoying  to  others.  Some  may  experience  pain  in  the 
substernal  region  if  the  extrasystoles  are  frequent.  When 
these  occur  in  groups  of  three  or  more,  or  when  found  in 
patitents  with  heart  rates  over  110,  they  assume  greater 
significance.  The  third  cause  is  abnormal  tachycardias 
such  as  paroxysmal  auricular  tachycardia,  or  paroxysmal 
auricular  fibrillation  as  well  as  permanent  fibrillation,  au- 
ricular flutter  and  rarely  ventricular  tachycardia  and  pa- 
roxysmal nodal  tachycardia.  A  fourth  cause  may  be  a 
slow  heart  rate,  but  these  cases  are  rare,  as  found  in  com- 
plete dissociation  of  auricles  and  ventricles,  partial  heart 
block  with  one-to-two  or  one-to-three  block  and  a  nodal 
rhythm.  At  times  we  may  even  see  a  patient  with  a 
normal  or  slightly  increased  rate  complaining  of  palpita- 
tion. Abnormalities  of  the  gastrointestinal  tract  may  be 
the  cause.  The  patient's  reaction,  as  well  as  his  nervous 
makeup,  are  important  factors. 

Of  the  three  symptoms  of  this  great  triad  of  early  myo- 
cardial failure,  the  one  of  greatest  danger  is  substernal 
distress  on  effort.  In  early  stages  this  pain  is  usually  mild 
and  described  as  a  fullness,  pressure  pain,  heavy  feeling, 
vice-like  constriction,  etc.  This  symptom  not  only  im- 
presses the  patient  but  also  the  physician  so  that  the  patient 
will  receive  earlier  attention. 

These  three  symptoms,  although  considered  separately, 
may  occur  together.  If  to  this  great  triad  we  add,  the 
occasional  symptom  of  fatigue,  which  may  rarely  be"  the 
only  symptom,  we  have  all  the  symptoms  of  early  myocar- 
dosis. 

By  obtaining  an  exact  and  intelligent  history  we  should 
be  able  to  detect  any  or  all  the  symptoms  of  this  great 
triad  which  are  so  indicative  of  early  myocardial  failure. 


Warn  your  pattents,  especially  those  whose  vision  is 
impaired  or  who  have  new  growths  of  any  kind,  against 
the  wiles  of  traveling  "doctors,"  and  sellers  of  "radium." 


The  vast  majority  of  cases  of  chronic  arthritis  are  either 
gout,  arthritis  deformans  or  some  other  form  of  infectious 

arthritis. — Fulcher. 


Drug  eruptions  are  frequently  the  source  of  confusion 
and  embarrassment  to  the  doctor. 
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Indications  for  Exploration  of  the  Bile  Ducts  as  Part  of  the 
Primary  Operation  for  Gallstones* 

William  S.  Justice,  M.D.,  F.A.C.S.,  Asheville,  North  Carolina 


MANY  advances  have  been  made  recently 
in  the  diagnosis  and  treatment  of  disease 
of  the  biliary  system.  Notable  among 
these  is  recognition  of  the  frequency  of  occurrence 
of  stones  in  the  extrahepatic  ducts,  and  apprecia- 
tion of  the  significance  of  the  signs  and  symptoms 
resulting  from  their  presence.  Within  the  past  few 
years  there  has  been  a  great  increase  in  the  fre- 
quency of  exploration  of  the  common  duct  as  part 
of  the  procedure  in  operations  for  removal  of  gall- 
stones. This  has  led  to  a  corresponding  increase 
in  the  number  of  duct  stones  removed  at  the  pri- 
mary operation.  Indeed,  some  of  the  more  recent 
operative  statistics  approach  very  closely  the  au- 
topsy figures  given  by  Crump,  who  found  stones 
in  the  ducts  of  24  per  cent,  of  all  patients  having 
gallstones.  Many  surgeons,  most  notably  Lahey 
and  his  associates,  believe  that  this  figure  expresses 
the  true  incidence:  i.e.,  there  are  stones  in  ducts  of 
nearly  one-fourth  of  all  the  patients  on  whom  we 
operate  because  of  gallstones. 

Certain  of  the  signs  and  symptoms  found  in 
patients  suffering  from  gallstones  are  due  to  the 
presence  of  stones  in  the  extrahepatic  ducts. 
The  significance  of  these  signs  and  symptoms  should 
be  appreciated  and  proper  measures  instituted.  It 
is  no  longer  sufficient  to  suspect  stones  in  the 
ducts  only  when  a  history  of  jaundice  is  given  or 
the  stone  can  be  palpated.  Careful  and  reliable 
observers  report  the  entire  absence  of  jaundice  in 
as  many  as  a  third  of  the  cases  in  which  stones 
are  removed  from  the  common  duct.  All  are  agreed 
that  simple  palpation  of  the  ducts  is  not  enough. 
If  the  group  of  patients  suffering  from  disease  of 
the  biliary  passages  is  to  be  handled  successfully 
we  all  must  resort  more  frequently  to  exploration 
of'the  common  duct  as  a  part  of  the  primary  oper- 
ation. 

At  this  point  let  me  digress  to  point  out  what 
I  mean  by  exploration  of  the  duct  as  opposed  to 
simple  palpation.  The  supraduodenal  portion  of  the 
duct  should  be  exposed  and  incised  and  all  palpable 
stones  removed  dith  the  fenestrated  forceps  or  scoop. 
The  ducts  should  be  probed  in  both  directions 
and  palpated  with  the  probe  in  place  to  act  as  a 
guide,  paying  particular  attention  to  the  region  of 
the  ampulla.  The  operation  may  include  also  gen- 
tle dilatation  of  the  papilla  to  a  size  that  will  per- 
mit the  passage  of  any  stones  that  may  have  been 


overlooked.  Gentle  irrigation  with  normal  saline 
will  wash  out  debris  and  small  stones.  A  catheter 
or  T  tube  should  be  fixed  in  the  duct  for  drainage. 

The  indications  for  exploration  of  the  extra- 
hepatic ducts  which  are  now  generally  recognized 
should  be  carefully  sought  while  taking  the  history 
and  during  the  performance  of  the  operation. 
Among  those  to  be  discovered  in  the  history  are: 
1)  jaundice,  present  now  or  in  the  past;  2)  chills 
and  fever  following  epigastric  pain;  3)  frequent 
attacks  of  biliary  colic;  4)  spontaneous  vomiting 
associated  with  attacks  of  typical  pain;  5)  gall- 
stones found  in  the  stools  before  operation.  The 
most  significant  signs  to  be  discovered  at  operation 
are:  1)  palpable  stones  within  the  ducts;  2)  small 
stones  or  sand  within  the  gallbladder;  3)  small 
contracted  gallbladder;  4)  dilated  cystic  duct;  5) 
dilated  common  duct;  6)  thickening  of  the  head 
of  the  pancreas;  7)  thickened  and  inflamed  com- 
mon duct;  8)  gallbladder  without  stones. 

Jaundice  obviously  may  be  a  symptom  of  duct 
obstruction  and  should  lead  to  a  consideration  of 
exploration  of  the  duct  even  in  the  absence  of  a 
history  of  colic.  At  least  one-third  of  the  stones 
in  the  common  duct  may  be  of  the  silent  variety. 
However,  the  possibility  of  malignancy  should  al- 
ways be  considered  before  removal  of  the  gall- 
bladder, as  this  structure  may  be  useful  in  a  pallia- 
tive operation  for  relief  of  malignant  obstruction. 

Chills  and  fever  following  typical  attacks  of  pain 
have  been  considered  as  evidence  of  infection  in 
the  bile  ducts  and  liver  as  a  result  of  interference 
with  drainage.  This  finding  would  indicate  open- 
ing the  duct  for  the  dual  purpose  of  searching  for 
the  cause  of  the  obstruction  and  of  more  rapid 
drainage  of  the  liver. 

Very  frequent  attacks  of  biliary  colic  offer  a  per- 
fectly logical  indication  for  exploring  the  ducts. 
Biliary  colic  is  due  most  frequently  to  a  stone  pass- 
ing haltingly  through,  or  blocking,  one  of  the  ducts 
(cystic,  hepatic  or  common).  It  is  reasonable  to 
assume  that  each  succeeding  passage,  or  attempted 
passage,  of  a  stone  increases  the  likelihood  of  a 
stone  reaching  and  remaining  in  the  common  duct. 
Operative  statistics  bear  out  this  reasoning.  Stones 
in  the  ducts  have  been  found  in  a  sufficiently  high 
percentage  of  patients  with  a  history  of  frequent 
attacks  of  colic  to  make  this  a  valid  reason  for 
exploration. 


•Presented  to  the  Buncombe  County  Medical  Society,  meeting  at  Asheville,  January  ISth. 
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Spontaneous  vomiting  associated  with  biliary 
colic  is  important  evidence  of  involvement  of  the 
common  duct.  Zollinger  showed  on  the  human 
that  a  collapsible  bag  inserted  into  the  common 
duct  under  light  anesthesia  would  cause  vomiting  if 
distended  after  the  patient  awakened.  A  bag  in- 
serted into  the  gallbladder  under  like  circumstances 
caused  pain  but  not  vomiting.  This  experimental 
evidence  was  found  by  Zollinger  and  others  to 
agree  with  analyses  of  clinical  cases. 

If  gallstones  are  found  in  the  stools  before  oper- 
ation it  is  evident  that  they  are  passing  through 
the  ducts.  To  fail  to  explore  the  ducts  under  such 
circumstances  would  be  carrying  optimism  to  the 
point  of  folly. 

A  careful  inquiry  into  the  history  of  patients 
who  are  to  be  operated  upon  for  gallstones  in 
order  to  discover  one  or  another  of  these  symptoms 
is  very  helpful  and  important.  Nevertheless,  we 
are  so  frequently  left  with  no  suggestion  as  to 
presence  or  absence  of  disease  of  the  common  duct 
that  we  must  always  approach  the  operation  pre- 
pared to  make  a  careful  critical  survey  of  that 
structure.  The  only  possible  exceptions  to  this 
rule  are  the  very  ill  patient  who  will  stand  nothing 
but  drainage  of  the  gallbladder  and  the  patient  in 
whom  technical  difficulties  in  exposing  the  gall- 
bladder make  further  prolongation  of  the  opera- 
tion inadvisable. 

Obviously,  all  stones  palpated  in  the  ducts 
should  be  removed.  However,  it  should  be  re- 
membered that  frequently  the  stones  cannot  be  felt 
and  that  they  may  be  present  in  the  absence  of 
both  colic  and  jaundice.  Inability  to  feel  a  stone 
should  not  deter  the  operator  from  a  further 
search. 

The  presence  of  small  stones  and  sand  in  the 
gallbladder  is  the  most  frequent  finding  which 
should  logically  lead  to  an  exploration  of  the 
ducts.  These  small  particles  almost  certainly  pass 
through  the  cystic  duct  and  to  expect  that  they 
will  always  be  discharged  from  the  common  duct 
is  to  be  over-optimistic.  Even  though  no  actual 
stones  are  present  in  this  structure,  debris  will  be 
found  there  which  should  be  removed  if  further 
trouble  is  to  be  avoided. 

A  small  contracted  gallbladder  is  evidence  of 
disease  of  long  duration  and  every  day  that  passes 
over  the  head  of  a  patient  with  gallstones  increases 
the  likelihood  of  their  presence  in  the  ducts.  Fur- 
thermore, the  contracted  gallbladder  is  probably 
symptomless,  a  part  of  Nature's  healing  process. 
If  the  patient  is  still  having  symptoms  and  the 
gallbladder  is  found  contracted  and  fibrosed  the 
cause  of  the  symptoms  is  most  likely  in  the  ducts. 
In  debilitated  patients  it  may  be  good  judgment 
even  to  neglect  such  a  gallbladder  and  direct  atten- 


tion solely  to  the  condition  in  the  common  duct. 

If  we  find  the  cystic  duct  dilated  and  patent  in 
the  presence  of  stones  we  must  assume  that  some 
of  the  stones  have  passed  through  it.  This  should 
make  us  strongly  consider  exploration.  If  the 
common  duct,  too,  is  dilated  incision  becomes  im- 
perative in  order  to  find  and  remove  the  obstruc- 
tion that  has  caused  the  dilatation. 

The  intimate  relationship  between  inflammatory 
( auditions  of  the  pancreas  and  disease  of  the  bil- 
iary system  has  been  recognized  for  a  long  time. 
Gallstones  in  the  ampulla  of  Vater  are  so  frequent- 
ly found  in  connection  with  inflammatory  changes 
in  the  pancreas  that  they  must  always  be  suspected 
when  this  condition  exists.  In  addition,  the  thick- 
ening of  the  head  of  the  pancreas  so  increases  the 
difficulty  of  satisfactory  palpation  that  exploration 
is  essential. 

The  thickened  and  inflamed  common  duct  should 
be  explored  whenever  possible.  If  the  size  of  the 
lumen  will  permit,  all  contained  stones  and  debris 
should  be  removed  and  the  papilla  gently  dilated. 
Sometimes  the  constriction  of  the  lumen  resulting 
from  cholangitis  will  prevent  anything  further  than 
drainage  and  may  necessitate  a  secondary  proce- 
dure. 

By  the  term  gallbladder  without  stones  as  here 
used  is  meant  the  gallbladder  with  little  evidence 
pathologic  change  found  at  operation  on  a  patient 
with  symptoms  of  biliary  tract  disease  and  a  posi- 
tive Graham-Cole  test.  Graham  and  Mackey  have 
shown  recently  that  the  highest  percentage  of  pa- 
tients unrelieved  after  gallbladder  surgery  falls  in 
this  group  with  minimal  disease.  We  should  avoid 
surgery  in  this  group  as  far  as  possible  by  a  more 
careful  evaluation  of  symptoms  and  by  medical 
regulation.  However,  when  we  do  encounter  a  com- 
paratively normal  stone-free  gallbladder  at  opera- 
tion, the  duct  should  be  explored  and  dilated.  Oc- 
casionally a  single  ball-valve  stone  or  even  several 
stones  will  be  found  in  a  duct  without  apparent 
thickening  or  dilatation.  In  the  absence  of  other 
findings  thorough  dilatation  of  the  sphincter  of 
Oddi  sometimes  relieves  the  symptoms  which  may 
be  due  to  spasm  of  the  sphincter  in  this  group  of 
cases. 

If  the  contemplation  of  this  necessity  for  making 
gallbladder  surgery  more  involved  fills  you  with 
doubt  and  uncertainty,  as  it  does  me,  be  of  good 
cheer.  The  radiologist  may  here  come  to  the  rescue 
of  the  surgeon  once  again.  A  relatively  simple 
technique  for  injecting  the  exposed  common  duct 
with  hippuran,  a  radiopaque  substance,  and  taking 
films  during  the  operation  is  being  perfected  and 
reported.  In  many  instances  this  will  either  dem- 
onstrate the  suspected  obstruction  and  localize  the 
stone,  or  prove  the  patency  of  the  extrahepatic 
ducts. 
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In  accepting  these  more  numerous  indications 
for  exploration  of  the  common  bile  duct  the  sur- 
geon need  feel  no  embarrassment  in  opening  ducts 
in  which  he  finds  no  stones,  for  he  may  rest  assured 
that  he  is  serving  the  best  interests  of  his  patients. 
If,  through  ignorance  or  timidity,  he  leaves  behind 
a  stone,  he  is  condemning  that  patient  at  best  to 
continued  suffering  or  another  serious  operation. 
Among  the  patients  who  have  stones  in  the  duct 
the  slightly  increased  immediate  mortality  follow- 
ing exploration  of  the  duct  is  more  than  made  up 
by  relief  of  suffering  and  decreased  eventual  mor- 
tality. For  the  patient  who  has  no  disease  in  the 
ducts,  the  additional  procedure  does  not  entail  an 
appreciably  greater  risk,  as  shown  by  the  published 

reports. 

—101  Haywood  St. 
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clinical  symptom  was  fever  and  its  concomitants:  the  first 
case  was  diagnosed  as  subacute  bacterial  endocarditis,  the 
second  case  as  undulant  fever  and  lung  abscess,  the  third 
as  malaria,  and  the  fourth  was  treated  for  influenza. 

The  etiology  of  the  fever  in  gastric  carcinoma  lies  in  gen- 
eral secondary'  infection.  Where  gross  ulceration  of  the 
growth  and  apparent  suppuration  are  lacking,  careful  search 
almost  invariably  discloses  microscopic  defects  of  the  sur- 
face of  the  growth.  About  these  ulcerative  sites  evidence 
of  inflammatory  reaction  is  seen.  The  prognosis  in  gastric 
cancer  is  not  necessarily  rendered  ominous  by  the  presence 
of  fever. 

In  cases  of  fever  of  obscure  origin  occurring  in  individuals 
of  carcinoma  age,  roentgen  search  for  a  silent  malignancy, 
particularly  of  the  stomach,  is  indicated. 


Fever  in  Gastric  Carcinoma 

(H.  A.  Singer  <£.  F  .Steigmann,  Chicago,  in  Artier.  Jl. 
Dig.   Dis.  &  Nutri.,  Dec.) 

Statistical  studies  indicate  that  the  incidence  of  fever 
in  gastric  malignancy  is  35%;  in  a  very  small  percentage 
of  cases  fever  constitutes  the  initial  and  at  times  the  only 
clinical  manifestation  of  the  growth. 

Of  four  cases  of  gastric  carcinoma  of  which  the  initial 


Phases  of  Renal  Edema 

(F.   D.   Murphy,  Milwaukee,  In  Wise.   Med.   Jl„  Jan.) 

It  appears  established  that  there  are  at  least  two  great 
forces  in  the  production  of  renal  edema:  a)  An  upset  in 
the  balance  between  the  hydrostatic  pressure  in  the  capil- 
laries and  colloid  osmotic  pressure  caused  chiefly  by  a 
leaking  away  of  protein  in  the  urine  leading  to  plasma 
protein  deficit,  b)  Sodium  chloride  retention.  The  hydo- 
static  pressure  is  the  force  wich  drives  the  fluid  through 
the  capillary  wall  into  the  surrounding  tissue  spaces  and 
the  "collodial  osmotic  pressure"  of  the  blood  proteins  is 
the  force  that  draws  the  fluid  from  the  tissue  spaces  back 
into  the  capillary  stream  again. 

Edema  does  not  occur  in  all  types  of  Bright's  disease;  it 
may  appear  in  the  most  dissimilar  forms  of  the  disease. 

There  appear  to  be  two  main  types  of  renal  edema:  1) 
the  acute  form  as  seen  in  acute  glomerular  nephritis,  and 
2)  the  chronic  form  which  occurs  as  a  feature  of  lipoid 
nephrosis  and  in  chronic  nephritis  with  secondary  lipoid 
nephrosis. 

The  intake  of  fluid  should  be  measured  and  limited  to 
1200  to  1500  ex.  a  day.  The  fluid  eliminated  each  day 
should  be  measured.  A  salt-free  diet  should  be  enforced. 
In  place  of  giving  40  or  SO  grams  of  protein  a  day  the 
amount  is  raised  to  well  over  100  grams.  High-protein  diet 
may  lead  to  hyperphosphatemia  and  increase  acidosis,  and 
augment  the  edema. 

Theobromine  and  diuretin  in  addition  to  sodium  citrate 
and  other  alkalis  may  have  beneficial  action.  Stronger 
diuretics  have  no  place  in  the  treatment  of  renal  edema.  I 
have  seen  the  use  of  salyrgan  followed  by  unfavorable  re- 
sults on  several  occasions.  When  ascites  or  thoracic  effu- 
sion become  very  marked  the  mechanical  withdrawal  of 
fluid  is  in  order.  At  times  the  skin  over  the  legs  becomes 
so  tense  that  there  is  danger  of  cracking;  in  such  cases 
Southey  tubes  may  be  used  with  good  results. 

One  of  the  chief  reasons  for  control  of  edema  is  that  its 
presence  reduces  tissue  resistance  and  often  is  followed  by 
peritonitis,  pneumonia,  empyema  or  erysipelas. 

Renal  edema  may  be  acute  or  chronic.  In  chronic 
nephritic  edema  there  is  a  plasma  protein  deficit  and  the 
edema  appears  to  be  caused  by  this  deficit.  In  the  early 
stages  of  acute  nephritis  there  is  no  such  plasma  protein 
deficit  and  the  edema  seems  to  depend  upon  the  increased 
capillary  permeability. 

Sodium  chloride  consumption  causes  edema  providing 
that  the  plasma  proteins  have  been  considerably  reduced. 
There  are  periods  in  the  course  of  nephritis  when  the 
plasma  protein  reduction  alone  seems  inadequate  to  pro- 
voke the  edema  and  at  this  period  edema  may  be  caused 
by  the  addittion  of  salt  to  the  diet  and  may  be  cleared  up 
by  the  withdrawal  of  salt.  The  reason  why  salt  acts  in 
this  manner  is  unexplained. 
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Eighth  Cranial  Nerve  Disturbances  of  Obscure  Origin 

A  Clinical  Analysis  of  Twenty  Cases*,  ** 
V.  K.  Hart,  M.D.,  Charlotte,  North  Carolina 


EIGHTH-XERVE  distress  is  most  commonly 
indicated  by  deafness,  tinnitus,  or  vertigo, 
singly  or  in  combination.  Accompanying 
such  symptomatology  may  be  one  or  more  of  these 
symptoms,  i.e.,  nausea,  ataxia,  or  nystagmus.  The 
clinical  analysis,  then,  of  this  whole  group  of  symp- 
toms becomes  of  major  otological  significance. 

In  the  study  here  presented  I  have  excluded  any 
patients  with  the  following:  1.  Labyrinthitis  sec- 
ondary to  an  acute  or  chronic  middle-ear  infection. 
2.  A  luetic  involvement  of  the  inner  ear  congenital 
or  acquired  (blood  Wassermanns,  and  spinal  fluid 
Wassermanns  when  necessary,  were,  of  course, 
negative  in  all  patients  here  considered).  3.  Intra- 
cranial lesions.  4.  Vertigo  secondary  to  eye  strain. 
5.  Hypertensive  disturbances. 

Clinically,  then,  we  are  considering  any  one  or 
any  combination  of  symptoms,  viz.,  tinnitus,  deaf- 
ness, vertigo,  staggering,  and  nystagmus  of  ob- 
scure origin.  Meniere  in  1861  first  called  atten- 
tion to  this  syndrome.  Drury1  reviews  Meniere's 
work  and  states  that  he  reported  five  cases  with 
this  symptom  complex,  one  of  which  at  autopsy 
showed  evidence  of  hemorrhage  into  the  vestibule 
and  semicircular  canals.  Since  that  time  until 
recently,  any  sudden  vertigo  accompanied  by  deaf- 
ness has  been  called  Meniere's  disease  and  asso- 
ciated with  hemorrhage.  Modern  clinical,  and  post 
mortem,  research  has  since  shown  this  to  be  the 
exception  and  not  the  rule.  Drury,  therefore, 
aptly  suggests  that  Meniere's  disease  be  changed 
to  Syndrome-Complex  Meniere,  or  Symptom-Com- 
plex Meniere.  He  reports  four  cases,  one  of  dental 
origin,  and  three  due  to  hypothyroidism. 

In  connection  with  this  syndrome,  a  detailed  dis- 
cussion of  fundamental  anatomy  and  physiology 
of  the  labyrinth  is  hardly  relevant.  We  accept 
the  usual  teaching  that:  1.  The  saccule  and  utricle 
have  largely  static  (tonic)  functions  of  equilibrium. 
2.  The  semicircular  canals  have  to  do  with  kinetic 
or  dynamic  equilibrium.  Animal  experimentation 
of  Tait2  and  Magnus8  tends  to  confirm  these  state- 
ments. 

Kopetzky  and  Almour4  offer  an  interesting  hy- 
pothesis that  nystagmus  resultant  from  the  caloric 
test  is  due  to  stimulation  of  the  otolithic  organs 
(macuiie  of  utricle  and  saccule).  They  offer  in 
support  of  such  theory  that  sometimes  when  re- 


actions are  absent  on  the  rotation  tests  there  is 
demonstrable  function  on  douching.  In  our  small 
group  of  patients  we  did  not  happen  to  have  any 
such  cases,  the  turning  and  caloric  tests  reflecting 
corresponding  changes. 

Tests  for  otolithic  function  have  been  suggested 
by  Tweedie.5  In  our  work  we  have  confined  our- 
selves to  the  standard  turning  and  standard  caloric 
tests.  In  the  latter,  the  water  was  at  68°  F.  Both 
tests  were  used  on  all  patients. 

Ear  examinations  also  included  the  following: 
1.  Audiometer  records.  2.  Bone  conduction  with 
McKenzie  fork  (190  D.  V.)  3.  Air  conduction 
with  large  C  fork.  4.  c4  fork  by  air.  S.  Oto- 
scopic  examination.  6.  Gelle  when  indicated.  7. 
Whispered  voice.    8.  Condition  of  eustachian  tubes. 

The  galvanic  test  was  not  used  routinely.  Alex- 
ander6 states,  "The  normal  points  of  attack  of  the 
galvanic  current  are  the  sensory  epithelium  and 
the  nerve."  Since  it  acts  on  both  end  organ  and 
nerve,  labyrinth  excitability  changes  will  give  cor- 
responding reaction  changes.  However,  it  is  of 
differential  help  in  the  average  case  in  distinguish- 
ing between  an  end-organ  and  a  nerve  lesion.  Its 
real  practical  value  is  in  the  dead  labyrinth,  viz., 
no  vesticular  reactions.  If  the  galvanic  current 
then  gives  an  appreciable  reaction  under  10  ma., 
we  may  say  the  lesion  is  probably  labyrinthine; 
if  no  reaction  occurs  at  all  we  may  say  nerve  func- 
tion has  been  destroyed.  No  patients  with  com- 
pletely absent  labyrinthine  sensibility  are  included 
in  this  group  and  we  may,  therefore,  disregard  the 
test.  Furthermore,  the  caloric  and  turning  tests 
allowed  us  to  study  the  canals  separately. 

We  now  present  an  analysis  of  twenty  cases. 
There  were  eleven  males  and  nine  females.  The 
youngest  patient  was  23;   the  oldest  61. 

It  is  interesting  to  note  first  the  chief  complaints. 
These  were  as  follows: 

TABLE  I 
Chief  Complaints 
Vertigo        Vertigo     Tinnitus 
&  &  & 

Vertigo     Tinnitus     Deafness     Deafness     Ataxia     Deafness 

9  4  1  2  3  1 

Questioning  brought  from  the  patient  complain- 
ing only  of  deafness,  that  he  also  had  vertigo.  Ta- 
ble II  shows  the  incidence  of  cochlear  and  vesti- 
bular lesions,  alone  or  combined. 


•From   the   Charlotte   Eye.    Ear,   Nose   and   Throat   Hospital. 
19*5>rtSCnted  aS  Candidate's  Thesis  to  the  American  Laryngological,    Otological    and     Rhinological    Society,    January, 
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TABLE  II 

Incidence  of  Cochlear  and  Vestibular  Lesions 

Normal  Cochlear  Vestibular  Combined 

Function  Alone  Alone  Lesions 

1  0  3  16 

It  is  rather  surprising  that  there  should  be  no 
cochlear  defects  with  concomitant  vestibular  mal- 
function. It  is  altogether  possible,  for  instance, 
to  have  a  toxic  deafness  without  vestibular  change, 
particularly  because  the  cochlea  is  a  younger  organ 
embryologically  and  hence  probably  more  suscep- 
tible to  change.  In  fact,  we  frequently  see  such 
patients.  It  just  happened  there  were  none  in  this 
series.  However,  the  above  table  does  show  that 
inner-ear  lesions  certainly  tend  to  be  diffuse.  All 
deafness  was  of  the  inner-ear  type  except  two  cases 
of  mild  conduction  deafness,  and  one  classified  as 
mixed. 

The  type  of  vestibular  change  is  of  importance. 
During  the  acute  stage  of  labyrinthitis  (irritation) 
we  find  the  kinetic-static  labyrinth  to  be  irritable. 
When  one  side  only  is  involved  the  picture  is  typi- 
cal: the  patient  lies  on  the  sound  side  and  dreads 
sudden  movement  of  the  head;  prompt  nystagmus 
occurs  on  looking  toward  the  affected  side,  though 
in  one  of  our  cases  it  was  to  the  sound  side  (see 
sympathetic  syndrome);  nausea  is  marked;  later, 
the  functions  usually  become  subnormal.  Table  III 
gives  these  vestibular  findings. 

TABLE  III 

Vestibular  Reactions 


TABLE  IV 

Etiology 


Abnormal 


Hyperfunction 
1   (One  side  only) 


Hypofunction  Normal 

11   (All  canals  1    (Both  Cochlear 

both  sides)  and  Vestibular) 

3   (Verticals    only 

both  sides) 
2   (All  canals 
left) 

The  patients  classified  as  abnormal  are  the  first 
two  cases  discussed  under  Table  IV. 

That  there  is  an  irritable  labyrinth  in  the  early 
stage  of  a  toxic  labyrinthitis  is  mentioned  by  Ly- 
man.7 Shemely,8  in  reporting  two  cases  of  neuro- 
labyrinththitis  of  dental  origin,  records  an  irritable 
labyrinth  in  one  of  the  patients. 

These  cases  are  next  analyzed  from  a  standpoint 
of  etiology.  Though  sclerosis  of  the  nutrient  ves- 
sels of  the  inner  ear  is  really  an  end  result  rather 
than  etiologic,  this  classification  has  been  retained 
because  so  many  various  causes  have  been  advanc- 
ed such  as  hereditary,  toxic,  endocrine,  nervous, 
and  metabolic.  Doubtless,  any  one  may  be  a  fac- 
tor.    Table  IV  gives  this  etiologic  classification. 


One  of  the  unclassified  patients  was  diagnosed 
as  a  high-grade  nerve  depletion  or  an  early  multi- 
ple sclerosis  by  an  internist.  A  thorough  examina- 
tion revealed  no  demonstrable  organic  change. 
Laboratory  work  was  also  negative  except  for  a 
very  suggestive  colloidal  curve  for  the  spinal  fluid, 
i.e.,  2221100000.  This,  with  negative  blood  and 
spinal  fluid  Wassermanns  argued  for  a  parenchy- 
matous change.  The  vestibular  findings  also  were 
strongly  suggestive.  There  was  prolonged  after- 
nystagmus  on  turning,  and  delayed  and  impure 
nystagmus  for  the  verticals  on  both  sides.  These 
bizarre  reactions  are  characteristic  of  a  multiple 
sclerosis. 

We  have  kept  in  touch  with  her  by  correspond- 
ence over  a  period  of  four  years,  and  apparently 
no  other  signs  of  a  multiple  sclerosis  have  super- 
vened. We  now  believe  this  case  one  of  high-grade 
neurasthenia. 

A  second  patient  placed  in  the  unclassified  col- 
umn had  probably  a  mild  case  of  barbital  poison- 
ing. Her  vestibular  findings  were  also  rather 
bizarre.  She  had  been  receiving  barbital  every 
fourth  hour  at  the  time  the  examination  was  made. 
No  explanation  was  ever  found  for  the  vertigo 
of  a  third  patient  so  placed.  She  dropped  from 
observation  de?pite  follow-up  letters. 

The  fourth  patient  placed  as  unclassified,  a  man 
aged  38  years,  had  been  under  repeated  observa- 
tion for  IS  months  for  periodic  attacks  of  severe 
vertigo.  The  vestibular  findings  have  never  indi- 
cated an  intracranial  lesion,  showing  hypoexcita- 
bility  of  the  vertical  canals  and  normal  reactions 
of  the  horizontal  canals  on  successive  examinations. 
There  have  been  no  headache  or  eye-ground 
changes.  A  bilateral  nerve-deafness,  much  worse 
on  the  right,  has  persisted  without  change.  Blood 
and  spinal  fluid  examinations  have  been  negative. 
A  simple,  horizontal,  associated  first-degree  nys- 
tagmus to  either  side  has  been  present.  (The  lat- 
ter stops  with  fixation  and  was  therefore  inter- 
preted as  ocular  by  Dr.  Joseph  Fisher,  of  Vienna, 
who  saw  the  patient  in  consultation  while  visiting 
our  clinic.)  His  blood-pressure  has  varied  between 
112/68  and  138/74. 

It  was  thought  at  first  that  this  most  certainly 
was  a  toxic  labyrinthitis  due  to  dental  caries  and 
diseased  tonsils.  Tonsillectomy  and  dental  care 
brought  only  transitory  relief.    His  attacks  of  ver- 
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tigo  have  continued  intermittently. 

He  has  a  cochlear  degeneration  and  the  vertigo 
possibly  represents  beginning  degeneration  of  the 
static-kinetic  labyrinth  (opinion  of  Dr.  Joseph 
Fisher).  Such  symptoms  are  caused  by  lues,  hy- 
pertension, vasomotor  disturbances,  arteriosclerosis 
of  the  internal  auditory  artery,  or  toxemia  from 
any  source.  We  can  rule  out  fairly  well  everything 
but  vasomotor  phenomena  and  a  sclerosis  of  the 
nutrient  vessels.  With  no  eye-ground  changes  or 
other  evidence  of  sclerosis  we  are  hardly  justified 
in  putting  him  in  this  class.  The  variability  in 
blood  pressure  suggests  a  vasomotor  (sympathetic) 
disturbance.  Nevertheless,  there  is  never  any 
change  in  the  hearing  for  better  or  worse  follow- 
ing the  attacks  as  we  would  expect  in  a  purely 
vasomotor  phenomenon.  (We  have  never  seen  him 
in  an  attack.)  For  these  reasons  he  is  left  in  the 
unclassified  column.  In  four  years  no  evidence 
of  intracranial  neoplasm  supervened.* 

The  patient  in  the  sympathetic  group  presents 
the  syndrome  of  Lermoyez.  It  is  therefore  perti- 
nent to  first  briefly  review  this  symptom-complex. 

Portmann9  in  a  recent  paper  calls  to  our  atten- 
tion that  a  sympathetic  dysfunction  may  bring 
about  a  spasm  or  dilatation  of  the  internal  audi- 
tory artery  or  one  of  its  branches.  Either  may 
give  tinnitus,  deafness,  or  vertigo^  particularly  with 
sudden  vascular  change. 

He  also  mentions  a  particular  variation  of  this 
sympathetic  syndrome,  viz.,  the  syndrome  of  Ler- 
moyez.     (Since   there   are   tinnitus,   deafness  and 


vertigo,  we  may  also  consider  it  a  sub-group  of 
the  symptom-complex  Meniere.)  In  this  syndrome 
there  is  a  gradual  spasm  of  the  internal  auditory 
artery  with  gradual  deafness,  but  sudden  cessation 
of  the  spasm  gives  a  vertigo  that  improves  the 
hearing  and  has,  therefore,  been  called  by  Ler- 
moyez "the  vertigo  that  makes  one  hear." 

The  patient,  a  man  aged  40  years,  was  referred 
because  of  cyclic  attacks  of  vertigo,  nausea  and 
vomiting  lasting  for  several  hours  and  forcing  bed 
rest.  He  had  a  bilateral  nerve  deafness  with  ves- 
tibular hypoexcitability,  diseased  tonsils,  dental 
caries  and  bilateral,  subacute  suppuration  of  the 
antra.  Naturally  we  thought  we  were  dealing  with 
a  toxemia  of  focal  origin.  Tonsillectomy  was  done 
and  dental  care  undertaken.  The  antra  cleared 
by  simple  irrigation. 

Six  months  after  such  treatment  he  was  still 
having  his  attacks.  In  the  meantime,  blood  and 
spinal  fluid  studies  were  negative.  A  complete 
gastrointestinal  study  by  an  internist  was  also  neg- 
ative. Eye  examination  was  negative  and  there 
was  no  other  evidence  of  intracranial  pathology. 

He  came  in  one  day  with  a  marked  tinnitus  in 
the  left  ear  and  announced  he  was  going  to  have 
an  attack.  Functional  tests  were  at  once  recorded. 
His  blood-pressure  was  up  for  the  first  time  (170/ 
110). 

As  he  was  leaving  the  office  the  attack  came 
suddenly  with  marked  nausea,  vomiting  and  ataxia 
and  a  mixed  nystagmus  to  the  right.  He  was  put 
to  bed  and  lay  on  the  right  (sound)  side,  as  we 
would  expect  with  a  hypersensitive  left  labyrinth. 


TABLE  V 

Foci  and  Ear  Findings 

atlent 

Diseased 
Tonsils 

Dental 
Infection 

Sinus 
Pathology 

Type 
Deafness 

Vestibular 
Reactions 

A 

Yes 

No 

No 

Bilateral 
Mixed 

Hypofunction  all 
canals** 

B 

Yes 

Yes 

No 

Bilateral 
Nerve 

Hypofunction  all 
canals 

C 

Yes 

No 

No 

Left  Nerve 

Hypofunction  left 
canals 

D 

Yes 

No 

No 

Bilateral 
Nerve 

Hypofunction  all 

canals 

E 

Yes 

No 

No 

Mild 
Bilateral 
Middle  Ear 

Hypofunction    verticals 
each  side 

P 
G 

Yes 
Yes 

Yes 
Yes 

No 
No 

Left  Nerve 
Mild 
Bilateral 
Middle  Ear 

Hyperexcitability 
left  labyrinth 
Hypofunction  all 
canals 

••Hypofunction  all  reactions  all  canals  both  sides 

*A  recent  follow-up  examination  of  this  patient  showed  Two  and  one-half  hours  later  there  was  much 
him  to  be  reasonably  well  and  his  attacks  much  less  fre-  improvement  in  the  functional  hearing  tests.  (This 
quent  and  severe.  He  was  working  every  day.  The  patient  ■  ■  ,.  ,.  ..  ..  i  at  •  > 
,..,;k„.  a  u-  •  .»  rT  »*•!  » XT  •  j-  1S  ln  contradistinction  to  the  usual  Meniere  s 
attributed  his  improvement  to  Dr.  Miles  Nervine,  a  medi- 
cine containing  bromides  and  Fowler's  solution.  Benefits  symptom-complex  in  which  the  hearing  IS  much 
frim  such  therapy  suggest  a  neurovascular  phenomenon.  worse   during   and    immediately   after    the   attack.) 
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Twenty-four  hours  later  the  patient  was  symptom- 
free  with  blood  pressure  140/100.  The  improve- 
ment in  hearing  persisted. 

Given  typical  ear  findings,  decision  as  to  focal 
infection  origin  of  a  symptom-complex  Meniere 
was  reached  by  first  excluding  other  causes  and, 
secondly,  because  of  the  presence  of  obvious  foci, 
particularly  diseased  tonsils  and  dental  infection. 
A  review  of  the  seven  cases  so  recorded  has  been 
presented  in  a  table  showing  the  type  of  foci  pres- 
ent and  the  corresponding  ear  changes. 

We  note,  then:  1.  Frequency  of  combined 
cochlear  and  vestibular  lesions.  2.  Frequency  of 
bilateral  involvement.  3.  Absence  of  sinus  infec- 
tions. 4.  That  the  common  vestibular  findings  are 
those  of  diffuse  hypofunction. 

Six  months  after  these  patients  had  been  exam- 
ined and  advised  as  to  treatment,  follow-up  letters 
were  written  asking  present  condition  of  hearing, 
whether  or  not  vertigo  persisted,  and  whether  any 
other  treatment  had  been  instituted.  The  results 
are  tabulated  in  Table  VI. 


more  marked  on  one  side,  and  vestibular  symptoms 
point  now  and  then  to  one  labyrinth  exclusively 
(F,  Table  V).  Nevertheless,  bilateral  involvement 
was  shown  in  75  per  cent,  of  the  records. 

McKenzie  also  offers  the  hypothesis  that  it  is 
the  toxins  circulating  by  lymph-  and  blood-steam 
with  specific  deleterious  action  on  particular  tissue, 
rather  than  direct  bacterial  invasion.  We  respect 
his  opinion,  but  it  is  difficult  to  conceive  of  a  toxin 
in  the  general  circulation  with  a  specific  affinity 
for  sensory-nerve  tissue  of  the  inner  ear,  choosing 
one  ear  to  the  total  exclusion  of  the  other.  Appar- 
ently, however,  we  occasionally  see  a  toxic  case 
with  wholly  unilateral  involvement.  This  has  been 
the  exception  and  not  the  rule  with  our  patients. 

On  the  contrary,  it  is  believed  that  the  totally 
unilateral  cases  are  more  logically  explained  by 
small  embolic  or  vasomotor  phenomena  in  the  in- 
ternal auditory  artery  or  one  of  its  branches. 
Jones11  reports  one  such  case  with  probably  em5 
bolus  of  the  cochlear  branch.  The  clinical  picture 
would   vary,    depending    on   whether    the    internal 


TABLE  VI 

Foci  and  Results  of  Treatment 


Tonsillec- 

Dental 

Sinuses 

a.tient 

tomy 

Care 

Treated 

Hearing 

Vertigo 

Remarks 

A 

Feb.,  1929 

No 

No 

Good 

Relieved 

Symptom- 
free 

B 

May,  1929 

Yes 

No 

No 

improve- 
ment 

Largely 
Relieved 

C 

Feb.,  1929 

No 

No 

No 

improve- 
ment 

No 
improve- 
ment 

Tinnitus 

left 

D 

Jan.,   1929 

No 

No 

Improved 

No 

improve- 
ment 

Ear  examination 
1  mo.  after  oper- 
ation showed 
marked  im- 
provement in 
hearing 

E 

Jan.,  1929 

No 

No 

Not  men- 
tioned 

Practically 
relieved 

States  plenty  of 
rest  and  light 
meals  help 

No  reply 
No  reply 


More  tersely,  deafness  and  vertigo  were  both  re- 
lieved in  one;  vertigo  alone  improved  in  two; 
hearing  alone  improved  in  one;  no  improvement 
in  either  in  one;  and  from  two  no  answers  were 
received. 

These  results  cannot  be  said  to  be  brilliant,  but 
they  do  justify  the  procedures  when  indicated,  par- 
ticularly tonsillectomy  and  dental  care. 

It  is  pertinent  here  to  comment  on  a  paper  by 
McKenzie10  on  deafness  of  focal  origin.  He  states 
that  unilateral  perceptive  deafness  is  characteristic 
of  focal  infection.  Only  occasionally  do  our  cases 
in  this  group  show  wholly  unilateral  involvement 
(C  and  F,  Table  V).    The  deafness  is  frequently 


auditory  or  one  of  its  branches  was  involved. 

Duel12  reports  5  cases  of  both  unilateral  and 
bilateral  involvement  of  both  branches  of  the  eighth 
due  to  teeth  or  tonsils.  Vestibular  reactions  were 
diminished  as  well  as  cochlear  function. 

The  case  classified  as  a  vascular  sclerosis  is 
highly  instructive  because  she  came  to  autopsy. 
She  was  referred  for  consultation  because  of  tin- 
nitus, right,  and  vertigo.  A  cerebellar  lesion  was 
suspected.  She  was  61  years  of  age  and  also  had 
a  moderate  diabetes. 

Tuning-fork  tests  showed  a  slight  bilateral  inner 
ear  deafness.  We  quote  our  summary  of  her  ves- 
tibular examination,  "Diffuse  hypofunction  of  all 
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reactions  suggests  an  end-organ  lesion,  rather  than 
intracranial  lesion,  probably  toxic.  Entirely  com- 
patible with  diabetic  pathology."  She  developed  a 
paresis  of  the  left  cord  and  had  had  a  transient 
diplopia.  Our  clinical  diagnosis  was,  therefore,  a 
multiple  peripheral  neuritis. 

The  autopsy  findings  that  are  of  interest  are: 
1.  Atheromatous  degeneration,  particularly  of  ar- 
teries of  the  base  of  the  skull  and  their  termina- 
tions. (This  was  very  high-grade,  but  she  did 
not  have  a  hypertension.)  2.  Multiple  areas  of 
softening  in  pons  and  cerebellum.  3.  Chronic  pan- 
creatitis. 

Her  disturbances  of  cranial  nerve  innervations 
were  then  probably  central  rather  than  peripheral. 
Her  vertigo  could  have  been  due  to  sclerosis  of  the 
nutrient  vessels  to  the  labyrinth,  or  degeneration 
in  the  cerebellum,  or  both. 

The  case  tabulated  under  neurasthenia  is  a  type 
of  case  not  infrequently  seen.  There  was  general 
hypofunction  of  all  canals.  She  showed  no  cochlear 
lesion  through  such  cases  frequently  show  mild 
nerve-deafness  due  to  nervous  exhaustion.  It  may- 
be here  that  her  nervous  depletion  operated  in- 
directly by  giving  an  unstable  vascular  supply. 
Such  a  case  would  then  come  under  a  sympathetic 
syndrome. 

The  cases  due  apparently  to  intestinal  toxemia 
are  tabulated  in  Table  VII. 

TABLE  VII 
Intestinal   Toxemia  and  Ear  Findings 


Patient 

Hearing 

Vestibular 

K 

Bilateral 
nerve 

Diffuse  hypofunction 
all  canals 

L 

Advanced 
combined 

Bilateral  impairment 
vertical  canals 

M 

Bilateral  nerve, 
mild 

Diffuse  hypofunction 
all  canals 

N 

Normal 

Diffuse  hypofunction 
all  canals 

0 

Normal 

Diffuse  hypofunction 
left  canals 

Patient  K  was  unquestionably  overeating.  He 
was  completely  cured  of  his  vertigo  by  diet,  elim- 
ination, yeast,  buttermilk,  and  potassium  iodide. 
There  was  little  change  in  his  hearing. 

Patient  L  was  relieved  almost  completely  by  the 
use  of  calomel.  There  was  no  change  in  his 
hearing. 

No  reply  was  received  from  patient  M. 

Patient  N  was  especially  interesting  because  of 
concomitant,  right,  toxic  retrobulbar  neuritis.  This 
was  definitely  proven  by  repeated  fields  showing 
central  scotomata  for  colors.  Vertigo  was  dimin- 
ished and  vision  improved  greatly.  The  unilateral 
eye  involvement  in  this  and  the  next  case  do  rot 
fit  in  well  with  our  argument  for  bilateral  involve- 


ment in  toxemia.  These  are  the  only  exceptions, 
however,  in  this  group.  It  is  well  to  interpolate 
here  what  Dr.  Brunner  of  Vienna  told  me  in  a 
personal  conversation:  When  you  see  vertigo  oc- 
curring with  a  retrobulbar  neuritis,  always  think 
of  multiple  sclerosis.  Nevertheless,  we  have  watch- 
ed her  for  four  years  with  no  other  signs  of  the 
same. 

The  gastroenterologist  who  has  had  patient  O 
under  treatment  reported  in  October,  1929,  that, 
following  instructions  as  to  diet  and  elimination 
he  was  practically  symptom-free.  He  had  a  uni- 
lateral labyrinth  involvement  as  indicated  by  hy- 
pofunction. 

The  patient  classified  under  tobacco  had  a  bi- 
lateral nerve  deafness  and  bilateral  diffuse  hypo- 
function of  all  canals.  He  had  chewed  tobacco 
for  years  and  was  a  constant  chewer  at  the  time 
of  examination.  Attention  has  been  called  in  a 
previous  paper13  to  the  importance  of  a  nicotine 
toxemia.  In  eight  of  the  nine  cases  reported  at 
that  time,  the  patients  were  tobacco-chewers.  The 
chewer  in  this  present  series  has  not  been  heard 
from  since,  but  in  an  advanced  case  all  that  can 
be  hoped  for  is  to  arrest  the  progress  of  the  lesion 
by  discontinuing  the  tobacco,  particularly  the 
chewing. 

DIFFERENTIAL  DIAGNOSIS 

These  cases  frequently  suggest  cerebellar,  angle 
or  eighth-nerve  tumors.  This  is  doubly  so  when 
vestibular  and  auditory  disturbances  are  limited 
wholly  to  one  side.  A  careful  history  and  a  careful 
ear  examination,  noting  the  absence  of  intracranial 
pressure  signs  and  other  cranial  nerve  disturbances, 
particularly  those  of  the  fifth,  sixth  and  seventh, 
will  usually  clear  the  situation. 

The  usual  vestibular  findings  are  those  of  diffuse 
hypofunction,  except  in  the  irritative  stage  when 
diffuse  hyperfunction  may  be  manifested.  As 
Fisher14  points  out,  and  clinical  experience  bears 
out,  cerebellar  lesions  frequently  show  impaired 
vertigo  and  past  pointing.  There  is  not  the  dif- 
fuse character  of  hypofunction,  however.  Spon- 
taneous nystagmus  is  commonly  present  in  these 
cerebellar  lesions  (only  in  the  acute  stage  in  end- 
organ  lesion  and  usually  disappears  in  a  few  days. 
Moreover,  labyrinthine  nystagmus  is  typically 
mixed,  while  that  of  central  disturbance  is  usually 
simple) . 

Fisher  also  points  out  that  supratentorial  lesions 
frequently  give  hypersensitive  reactions.  In  such 
cases,  other  neurological  signs  are  usually  present, 
such  as  choked  discs,  abnormal  eye  fields,  sensory 
or  motor  disturbances,  hallucinations,  or  aphasias. 
There  is  never  a  true  nerve-deafness  except  in  the 
very  late  stages  with  a  marked  increase  in  intra- 
cranial pressure  and  then  it  is  only  moderate,  and 
usually  bilateral. 
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During  the  same  period  of  time  that  the  cases 
herein  reported  were  observed,  several  cases  of 
brain  tumor  were  seen  in  consultation.  Two  of 
these  were  posterior-fossa  lesions,  so  diagnosed 
from  the  ear  findings  and  proven  at  operation. 

Of  course,  when  in  doubt,  a  neurological  con- 
sultation should  be  sought  and  essential  laboratory 
work  performed.  A  negative  blood  Wassermann 
does  not  exclude  syphilis  of  the  central  nervous 
system.  If  necessary,  a  spinal  fluid  examination 
should  always  be  done. 

Friesner15  reports  similar  syndromes  in  epidemic 
encephalitis.  In  his  cases  there  were  three  audi- 
tory, one  unilateral  and  two  bilateral;  two  vesti- 
bular, one  unilateral  and  one  bilateral.  Spinal 
fluid  findings  were  always  negative.  We  feel,  in 
reviewing  his  cases,  that  the  onset  of  the  vestibular 
cases  with  nausea,  vomiting  and  vertigo  makes  a 
differential  diagnosis  difficult.  A  mere  concomi- 
tant diplopia  does  not  mean  encephalitis.  Such 
may  occur  from  so  many  other  things  and  did 
occur  in  one  of  our  cases.  He  also  states  that 
polioencephalitic  cases  with  exceedingly  limited 
lesions  undoubtedly  represent  an  abortive  type  of 
the  disease  in  which  many  of  the  cardinal  symp- 
toms are  absent. 

If  a  symptom-complex  Meniere  occurs  in  a  post- 
encephalitic syndrome,  the  history  of  the  acute 
attack  is  usually  present,  although  Weisenburg16 
states  that  the  history  may  not  be  continuous  and 
that  the  labyrinth  symptoms  may  predominate. 
He  states  it  is  better  to  speak  of  such  cases  as 
chronic  encephalitis  and  that  the  lesions  are  in  the 
vestibular  nuclei  in  the  medulla.  In  the  early  days 
of  epidemic  encephalitis  many  cases  were  probably 
overlooked.  Now,  the  diagnosis  of  chronic  en- 
cephalitis is  perhaps  too  glibly  made.  In  doubtful 
cases,  the  final  decision  is  certainly  the  function  of 
the  neurologist  and  not  the  otolaryngologist. 
General  Discussion 

None  of  the  internists  referring  our  cases  for 
consultation  have  suggested  a  diagnosis  of  hypo- 
thyroidism, nor  would  we  presume  to  make  such  a 
diagnosis  without  consultation.  This  does  not 
mean  that  it  does  not  occur  or  that  we  question  an 
authority  such  as  Drury,'7  who  stresses  thyroid 
and  pituitary  insufficiency.  Drury  states  in  this 
connection,  ''The  only  endocrine  connection  is 
through  a  lowered  vital  function  with  a  concomi- 
tant lowered  metabolism,  emphasizing  the  fact  that 
vertigo  must  of  necessity  be  regarded  as  an  end 
result  of  metabolic  error."  There  is  a  possibility, 
however,  that  lowered  metabolism  in  some  of  these 
cases  is  the  result  of  nutritional  disturbances  rather 
than  a  hypothyroidism.  Such  nutritional  dysfunc- 
tions could  easily  give  vascular  symptoms  via  the 
sympathetic  with  secondary  labyrinth  disturb- 
ances. 


Portmann18  opens  the  saccus  endolymphaticus  if 
the  vertigo  is  due  to  an  increase  of  intracranial 
pressure  with  increase  of  labyrinthine  pressure. 
Crockett19  states  that  distressing  vertigo  is  often 
due  to  inelasticity  of  the  apparatus  of  the  internal 
ear,  caused  by  adhesions  in  the  middle  ear.  He 
advises  the  removal  of  the  stapes  in  selected  cases 
and  cites  two  cases.  We  have  had  no  experience 
with  this  procedure.  (Recently  we  had  a  middle- 
ear  deafness  complicated  by  vertigo  largely  relieved 
by  inflation  of  obstructed  tubes) .  Emerson20  states 
that  the  same  toxin  which  produces  middle-ear 
changes  in  a  middle-ear  lesion  also  affects  the  end 
organ  with  consequent  tinnitus  or  vertigo.  Later,  a 
true  nerve-deafness  often  develops  complicating  the 
original  lesion  where  the  process  is  not  promptly 
arrested. 

Thacker21  reviews  the  work  of  Dederring  and 
Mygind  who  originated  the  theory  of  a  faulty 
water  metabolism  with  increase  of  pressure  in  the 
semicircular  canals  which  produces  vertigo,  and 
also  deafness  and  tinnitus,  by  displacement  of  the 
stapes.  He  claims  success  in  these  cases  with  a 
decreased  fluid  intake,  salt-free  diet,  and  the  drug 
bulbocapnin  (Merck),  one  tenth-gram  tablet  a  day 
orally,  and  one-tenth  gram  hypodermically  during 
the  acute  attack.  We  have  tried  this,  but  our  ex- 
perience is  too  limited  to  state  results.  A  very 
definite  disadvantage  is  the  cost  of  the  drug.  How- 
ever, limitation  of  fluids,  particularly  in  large, 
plethoric  individuals  seems  worth  a  trial. 

Dandy22  in  a  recent  article  advocates  section  of 
the  vestibular  portion  of  the  eighth  nerve  in  the 
severe  and  intractable  cases  of  vertigo  in  this  group 
(total  section  ;f  annoying  tinnitus  is  to  be  also 
relieved.  In  Dandy's  report  20  were  relieved,  17 
not  relieved).  Such  an  operation  is  hardly  a  sim- 
ple one.  It  should  be  reserved  for  cases  which 
defy  all  other  treatment  and  in  which  any  etiology 
has  been  eliminated  as  far  as  possible.  In  other 
words  a  careful  survey  must  be  made  before  such 
a  classification  as  idiopathic  is  made.  It  should 
be  reserved,  then,  for  cases  which  defy  all  other 
treatment.  In  these,  it  does  offer  hope  of  cure 
where  none  existed  prior  to  the  advent  of  this  type 
of  surgery. 

We  should  remember,  too,  that  section  of  the 
nerve  on  one  side,  even  with  relief  of  symptoms, 
is  no  guarantee  that  the  other  side  will  not  event- 
ually be  involved  in  the  same  disturbance  of  phy- 
siological function,  with  a  recurrence  of  vertigo. 
Though  one  ear  is  often  much  worse,  our  study 
does  show  a  high  incidence  of  bilateral  involve- 
ment. It  would  seem  that  in  these  cases  the  side 
of  election  for  operation  might  be  very  difficult. 
Certainly  one  would  advise  section  of  both  sides 
in  extreme  cases  only.  None  of  our  patients  has 
had  this  surgical  intervention. 
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It  must  be  remembered  that  some  drugs,  notably 
quinine,  will  produce  labyrinthine  symptoms. 
Large  doses  may  produce  permanent  damage. 

A  few  final  words  as  to  examination  of  the  laby- 
rinth. In  this  group  we  routinely  tested  the  hori- 
zontal and  vertical  canals  separately  by  the  turning 
and  caloric  methods,  respectively.  The  latter  is, 
of  course,  the  old  method  of  prolonged  irrigation. 
We  are  now  using,  in  this  type  of  case,  the  mini- 
mal caloric  method  (5  to  8  ex.  tap  water)  as  ad- 
vocated by  the  Vienna  school.  It  will  tell  quickly 
as  to  hypo-  or  hyper-excitability  of  the  labyrinth. 
The  patient  is  little  inconvenienced — and  what  is 
most  important,  will  not  fear  reexamination.  The 
older  methods  are  only  occasionally  necessary,  and 
then  to  demonstrate  with  certainty  a  dead  laby- 
rinth and  to  help  localize  an  intracranial  lesion. 
The  galvanic  current  is  used  only  to  differentiate 
between  a  labyrinthine  and  nerve  lesion  as  discuss- 
ed in  the  introduction. 

Summary 

1.  Twenty  cases  presenting  a  symptom-com- 
plex Meniere  of  obscure  origin  have  been  presented. 

2.  We  believe  all  but  one  were  essentially  laby 
rinth — i.e.,  end-organ — disturbances.  The  excep- 
tion showed  at  autopsy  a  high-grade  vascular  scler- 
osis with  multiple  areas  of  softening  in  the  pons 
and  cerebellum. 

3.  The  cause  was  not  definitely  determine  in 
four  cases. 

4.  One  patient  presented  the  syndrome  of  Ler- 
moyez  with  unilateral  vascular  spasm.  These  vaso- 
motor phenomena  are  probably  more  frequent  than 
is  generally  appreciated. 

5.  Seven  were  classified  under  focal  origin.  Re- 
sults of  eradication  of  foci  in  this  group  were  not 
brilliant  but  do  justify  their  removal  in  carefully 
selected  cases.  All  but  two  had  bilateral  ear  find- 
ings. Distinctly  unilateral  cases  in  this  group  sug- 
gest an  embolic  phenomenon.  Foci  on  the  other 
hand  may  apparently  at  times  give  rise  to  a  toxe- 
mia with  a  tendency  to  bilateral  involvement. 

6.  Five  were  presumed  to  be  of  intestinal  or- 
igin. All  but  one  presented  bilateral  ear  findings. 
This  group  represents  the  best  results  therapeuti- 
cally. 

7.  Other  causes  (represented  by  one  patient 
each)  were  thought  to  be  neurasthenia,  tobacco 
toxemia,  and  vascular  sclerosis  of  the  nutrient  ves- 
sels to  the  labyrinth.  The  latter  was  proven  by 
autopsy. 

8.  All  but  four  presented  combined  vestibular 
and  auditory  dysfunction.  Nerve-deafness  is  fre- 
quent. Hypoexcitability  of  the  labyrinth  is  com- 
mon between  attacks. 

9.  This  syndrome  must  be  thoroughly,  system- 
atically studied  to  reach  a  reasonable  conclusion, 
evtn  then  a  few  cases  are  difficult  of  explanation. 
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The  Basal  Metabolic  Rate  in  the  Diagnosis  of  Functional 
Disturbances  of  the  Thyroid  Gland* 

William  H.  Prioleau,  M.D.,  F.A.C.S.,  Charleston,  South  Carolina 


COMPARATIVELY  few  laboratory  tests  can 
be  relied  upon  as  the  sole  basis  for  a  clini- 
cal diagnosis.  Especially  is  this  the  case 
with  those  which  determine  various  body  functions. 
This  applies  all  the  more  when  there  is  no  direct 
connection  between  the  test  and  the  organ  being 
examined.  The  basal  metabolic  test  is  of  this  type. 
Very  often  sole  reliance  is  placed  upon  it  to  deter- 
mine whether  the  patient  has  a  thyroid-gland  dis- 
turbance. Such  use  of  it  results  not  infrequently 
in  a  wrong  diagnosis. 

The  basal  metabolism  is  the  minimal  heat  pro- 
duction of  the  patient  at  rest;  for  practical  pur- 
poses it  is  determined  by  the  rate  of  oxygen  con- 
sumption. It  is  expressed  in  percentage  in  relation 
to  normal — the  normal  range  generally  being  con- 
sidered between  +  10%  and  —  10%.  It  is  gen- 
erally elevated  in  hyperthyroidism,  especially  if 
acute  or  of  any  severity,  and  accordingly  it  is  an 
important  consideration  in  diagnosis.  However, 
this  is  but  one  of  the  manifestations  of  hyperthy- 
roidism and  in  some  mild  cases  this  one  as  any 
other  need  not  be  present.1  Not  infrequently  the 
basal  metabolism  is  within  normal  limits  in  early 
cases  of  a  mild  type,  in  remissions  of  more  active 
cases  such  as  induced  by  iodine,  and  in  nodular 
goiter  with  an  insidious  effect  upon  the  heart  and/ 
or  nervous  system.  In  such  cases  the  history  of 
hyperthyroidism  is  definite  or  there  may  be  at  the 
time  other  clinical  manifestations  sufficiently  well 
developed  to  establish  a  sound  diagnosis. 

Conversely  the  mere  elevation  of  the  basal  metab- 
olism rate  does  not  warrant  a  diagnosis  of  hyper- 
thyroidism.2, 3  In  cases  in  which  the  basal  metab- 
olism is  much  above  normal,  should  hyperthyroid- 
ism be  present,  there  would  as  a  matter  of  course 
be  other  clinical  evidence  of  the  disease,  and  with- 
out such  evidence  a  diagnosis  of  hyperthyroidism 
is  not  justified.  It  must  be  borne  in  mind  that  a 
great  many  individuals  apparently  normal  and  with 
no  other  evidence  of  hyperthyroidism  have  at  times 
a  basal  metabolism  10  to  IS  points  above  the  ac- 
cepted normal.4  However,  without  an  elevated 
basal  metabolism  rate  one  must  be  particularly 
careful  and  if  there  is  any  doubt  defer  making  a 


diagnosis  of  hyperthyroidism  until  after  further  ob- 
servation. 

A  basal  metabolism  rate  below  minus  10%  is 
likely  to  be  indicative  of  a  thyroid  deficiency.  Here 
again  a  definite  history  or  physical  signs  of  hypo- 
thyroidism must  be  present  before  a  diagnosis  can 
be  established.5  Conversely  there  are  numerous 
cases  of  mild  thyroid  deficiency  with  a  rate  within 
the  lower  limits  of  normal,6  as  is  proven  by  the 
presence  of  other  manifestations  as  well  as  a  defi- 
nite response  to  the  therapeutic  test  of  thyroid- 
gland  medication. 

It  hardly  need  be  pointed  out  that  the  basal 
metabolism  is  not  a  sufficient  guide  to  determine 
the  operability  of  patients.  Though  important  it 
is  only  a  part  of  the  picture  and  cannot  be  consid- 
ered to  the  exclusion  of  other  findings.  For  ex- 
ample, it  may  be  within  normal  limits  in  the  pres- 
ence of  cardiac  decompensation  or  of  a  large  intra- 
thoracic goiter  in  an  elderly  patient.  Operability 
can  be  determined  only  by  taking  into  account  all 
available  factors,  and  even  then  in  some  cases  mis- 
takes will  be  made. 

There  is  no  idea  of  disparaging  the  diagnostic 
value  of  the  basal  metabolism  test,  for  it  is  well  rec- 
ognized as  a  valuable  aid  in  the  differential  diagno- 
sis of  a  large  number  of  cases.  However,  it  should 
be  constantly  borne  in  mind  that  the  diagnosis  of 
thyroid  disturbances  can  not  be  made  in  the  ab- 
sence of  other  clinical  manifestations  of  the  disease, 
whatever  the  basal  metabolism  rate. 
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ABNORMALITIES  of  the  female  genital 
organs  are  comparatively  frequent,  such  as 
double  uterus,  bicornate  uterus,  double  va- 
gina and  atresia  of  the  vagina  and  transverse  septa 
of  the  vagina  and  anomalous  openings  of  the  va- 
gina, with  atresia  of  the  anus. 
.  Quoting  from  Gould  and  Pyle's  Anomalies  & 
Curiosities  oj  Medicine:  "Duplex  vagina  has  been 
observed  by  Bartholinus,  Malacarne,  Asch,  Meckel, 
Osiander,  Purcell  and  other  older  writers.  In  more 
modern  times  reports  of  this  anomaly  are  quite 
frequent.  Hunter  reports  a  case  of  labor  at  the 
seventh  month  in  a  woman  with  a  double  vagina 
and  delivery  through  the  rectum.  Atthill  and 
Watts  speak  of  double  vagina  with  single  uterus. 
Robb  of  Johns  Hopkins  Hospital  reports  a  case 
of  double  vagina  in  a  patient  of  20  suffering  from 
dyspareunia.  The  vaginal  orifice  was  contracted; 
the  urethra  was  dilated  and  had  evidently  been 
used  for  coitus.  A  membrane  divided  the  vagina 
into  two  canals,  the  cervix  lying  in  the  right  half; 
the  septum  was  also  divided.  Both  the  thumbs 
of  the  patient  were  so  short  that  their  tips  could 
scarcely  meet  those  of  the  little  fingers. 

Double  vagina  is  also  reported  by  Anway,  Moul- 
ton,  Freeman,  Frazer,  Haynes,  Lemaistre,  Board- 
man,  Dickson,  Dunoyer  and  Rossignol.  Wilcox, 
Haller  and  Borrellus  have  seen  double  vagina,  dou- 
ble uterus  and  double  ovarian  supply;  in  the  latter 
case  there  was  also  a  double  vulva.  Cullingworth 
cites  two  cases  in  which  there  were  transverse  septa 
of  the  vagina.    Stone  reports  five  cases. 

The  vagina  occasionally  opens  abnormally  into 
the  rectum,  into  the  bladder,  the  urethra,  or  upon 
the  abdominal  parietes.  Rossi  reports,  from  a 
hospital  in  Turin,  the  case  of  a  Piedmontese  girl 
in  whom  there  was  an  enormous  tumor  correspond- 
ing to  the  opening  of  the  vaginal  orifice;  no  traces 
of  a  vagina  could  be  found.  The  tumor  was  in- 
cised and  proved  to  be  a  living  infant.  The  hus- 
band of  the  woman  said  that  he  had  coitus  without 
difficulty  by  the  rectum,  and  examination  showed 
that  the  vagina  opened  into  the  rectum,  by  which 
means  impregnation  had  been  accomplished.  Bon- 
nain  and  Payne  have  observed  analogous  cases  of 
this  abnormality  of  the  vaginal  opening  and  sub- 
sequent accouchement  by  the  anus. 

Absence  of  the  labia  majoria  has  been  observed 
especially  by  Pozzi,  to  the  exclusion  of  all  other 
anomalies.  It  is  the  rule  in  exstrophy  of  the 
bladder.     Absence  of  the  nymphae  has  also  been 


observed  particularly  by  Auvard  and  Perchaux, 
and  is  generally  associated  with  imperfect  develop- 
ment of  the  clitoris. 

Absence  of  the  external  organs  of  generation  is 
reported  by  Constantinedes,  Van  Haartman,  Le- 
Fort,  Magee  and  Ogle.  Neubauer  in  1774  reports 
a  case  of  triple  nymphae. 

The  labial  appendages  of  the  Hottentot  female 
have  been  celebrated  for  many  years.  Blumen- 
bach  and  others  of  the  early  travelers  found  that 
the  apron-like  appearance  of  the  genitals  of  the 
Hottentot  women  was  due  to  abnormal  hypertro- 
phy of  the  labia  and  nymphae.  According  to  John 
Knott,  the  French  traveler,  Le  Vaillant,  said  that 
the  more  coquettish  among  the  Hottentot  girls  are 
excited  by  extreme  vanity  to  practice  artificial 
elongation  of  the  nymphae  and  labia.  They  are 
said  to  pull  and  rub  these  parts,  and  even  to 
stretch  them  by  hanging  weights  to  them. 

Absence  of  the  clitoris,  ossification  and  bifid 
clitoris  are  reported.  Complete  absence  of  the  ova- 
ries, supernumerary  ovaries,  absence  of  the  fallo- 
pian tubes  and  absence  of  the  uterus  are  reported. 
Voight  reported  a  case  of  triple  uterus." 

In  connection  with  this  I  wish  to  report  a  case 
of  double  vagina  seen  recently  in  my  office.  In 
this  case  there  is  a  normal  vaginal  opening  in  the 
center  of  the  vulva  with  a  normal  vagina  extending 
down  to  the  cervix.  Examination  with  speculum 
failed  to  demonstrate  a  cervix  in  this  canal  although 
with  the  tip  of  my  finger  I  could  feel  the  cervix 
distinctly.  This  led  me  to  make  a  more  extensive 
search  for  an  explanation.  In  making  the  first 
vaginal  examination  I  felt  a  small  obstructing  band 
at  the  introitus  and  upon  investigation  I  discovered 
that  this  band  was  a  septum  and  that  there  was 
an  opening  above  and  to  the  right  of  this  that 
would  barely  admit  the  tip  of  my  forefinger  under 
pressure.  Taking  a  little  time  to  dilate  this  I  dis- 
covered that  this  opening  led  directly  to  the  cer- 
vix. With  a  finger  in  each  vagina  I  found  that 
they  did  not  communicate,  the  septum  being  con- 
tinuous and  very  thin  and  that  the  cervix  opened 
into  the  vagina  with  the  smaller  entrance.  After 
dilating  this  smaller  entrance  I  found  that  the  two 
canals  were  of  practically  the  same  dimensions. 
The  patient  was  41  years  of  age  and  had  always 
used  contraceptives  because  she  did  not  want  chil- 
dren. Had  she  known  of  the  existence  of  the  dou- 
ble vagina  and  that  the  one  she  used  for  coitus 
had  no  cervical  opening  the  contraceptives  could 
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have  been  dispensed  with.  She  had  never  been  ex- 
amined before  and  came  on  account  of  a  mild  leu- 
korrhea  which  I  found  to  be  inconsequential.  The 
uterus  was  of  normal  size  and  in  proper  position 
with  a  normal  cervix  and  menstruation  had  always 
been  normal.  The  septum  was  continuous  but  so 
thin  that  the  cervix  could  be  easily  palpated  through 
the  opposite  vaginal  canal. 

A  search  of  the  literature  in  the  Charlotte  Med- 
ical Library  since  1926  shows  very  few  cases  of 
double  vagina  reported.  The  following  men  have 
reported  one  or  more  cases;  all  except  two  or  three 
of  them  reporting  only  one:  Biskind,  Ritter,  Arm- 
strong, DeLee,  Masson  and  Mueller,  Tennison- 
Collins,  Holcombe.  Seigler,  McBride,  Hinkle,  Kli- 
man  and  Manley,  Mraz,  Gilcreest  and  Thomas, 
and  Vanzandt. 

In  discussing  Vanzandt's  case,  Johnson  of  Louis- 
ville reported  that  in  1156  patients  coming  into  the 
Gynecological  Department  of  the  City  Hospital 
seven  congenital  abnormalities  were  found. 

Dudley,  Kelly,  Edgar,  Williams,  DeLee  and  a 
few  others  describe  the  condititon  or  report  one  or 
more  cases  in  their  textbooks. 

Thomas  (1880)  and  Pozzi  (1894)  merely  men- 
tion the  subject  in  their  writings.  Hirst  in  his 
book  published  in  1888  does  not  mention  it. 

Lawson  Tait  says  in  his  book  published  in  1877: 
"A  few  cases  are  on  record  of  double  vagina,  but  of 
this  malformation  I  have  seen  no  instance." 

Adolph  Kussmaul,  in  1859,  citing  a  number  of 
cases,  reported  one  by  Benoit  Vassal  in  1669.  This 
is  the  earliest  reference  I  have  been  able  to  find 
after  searching  all  the  records  at  my  command, 
some  of  them  dating  back  about  one  hundred  years. 

Many  cases  of  double  uterus  are  reported  with 
normal  vagina.  I  have  had  one  such  case  in  my 
practice. 

The  etiology  of  these  deformities  is  lack  of 
fusion  of  the  Mullerian  ducts  in  fetal  life.  The 
symptoms  bringing  most  of  these  abnormalities  to 
the  attention  of  the  physician  are  menstrual  dis- 
orders and  dystocia. 

I  have  had  in  my  practice  two  cases  of  vaginal 
atresia,  one  of  uterus  bicornis,  one  of  anus  opened 
into  the  posterior  vaginal  wall  an  inch  from  the 
introitus,  one  in  which  a  perfect  band  extended 
across  the  floor  of  the  vagina  an  inch  from  the 
introitus  preventing  coitus,  and  several  cases  in 
which  a  small  vagina  and  consequent  dyspareunia 
prevented  successful  intercourse  over  one  to  three 
years  and  dilatation  of  the  vaginal  canal  made  pos- 
sible normal  intercourse  and  conception. 

— (U4-616  Professional  Building. 


Some  Features  of  "the  Good  Old  Days" 
(Extracts  from  The  Doctor  in  History,  by  H.  W.  Haggard) 

When  Francis  Blackwell  sailed  from  Amsterdam  in  161S, 
only  SO  out  of  180  of  the  crew  and  passengers  reached 
Virginia. 

The  colonists  who  landed  at  Cape  Henry,  Virginia,  on 
April  26th,  1607,  and  settled  at  Jamestown,  had  made  a 
voyage  of  some  96  days.  They  disembarked  on  a  fair 
day  when  the  land  was  fresh  with  the  flowers  and  gras- 
of  spring.  William  Strachey,  secretary  and  recorder  of 
the  colony,  described  the   new  country  in  glowing  terms. 

It  has  been  estimated  that  4,170  immigrants  landed  in 
Virginia  between  1607  and  1621.  In  1624  the  actual  pop- 
ulation was  1800. 

Out  of  the  hundred  Pilgrims  who  landed  at  Plymouth  in 
December,  1620,  only  50  were  alive  in  March.  The  immi- 
grants who  settled  at  Charlestown,  although  they  arrived 
in  the  summer,  suffered  nearly  as  badly.  They  became  ill 
when  they  ate  berries  in  the  fields  and  forests;  they  became 
ill  again  when  they  tried  to  live  on  the  salt  meat  they  had 
brought  with  them.  The  country  was  far  hotter  than  any 
climate  they  had  experienced.  Sickness  spread  through  the 
camp. 

The  Plymouth  colony,  more  fortunate  in  having  a  man 
who  acted  as  physician,  Samuel  Fuller,  loaned  their  medi- 
cal man  to  the  inhabitants  of  Charlestown.  He  was  unable 
to  handle  the  situation  there  and  wrote  back,  "Many  are 
sick,  and  many  are  dead,  the  Lord  in  mercy  look  upon 
them."  The  immigrants,  wholly  ignorant  of  how  a  camp 
should  be  run,  had  allowed  the  grounds  of  their  settlement 
to  become  filthy  with  decaying  refuse.  It  was  unfit  for 
human  habitation.  The  people  deserted  it  and  settled  in 
what  is  now  Boston. 

Dr.  Fuller  of  the  Mayflower  was  not  the  first  English 
physician  to  come  to  America ;  in  fact  he  really  held  no 
medical  degree.  There  is  said  to  have  been  a  doctor  among 
the  colonists  of  Jamestown.  However,  he  left  soon  and 
was  replaced  the  following  year  by  another  who  accom- 
panied Captain  John  Smith  on  some  of  his  voyages  of 
exploration. 

After  a  few  months  his  place  was  taken  by  still  another 
doctor.  None  of  these  physicians  appears  to  have  remained 
long  in  the  settlement.  Perhaps  they  were  merely  recent 
medical  graduate:,  in  search  of  experience.  In  those  times 
it  was  common  for  such  men  to  join  a  ship's  company. 

Dr.  John  Pott  was  the  first  physician  to  live  perma- 
nently in  Virginia ;  he  became  Governor  in  1628. 

Dr.  John  Winthrop,  jr.,  was  the  first  Governor  of  Con- 
necticut and  one  of  the  early  members  of  the  Royal  Society 
of  England. 

The  first  medical  book  in  America,  the  only  one  pub- 
lished here  in  the  17th  century,  was  written  by  a  doctor- 
preacher  of  Boston  named  Thomas  Thacher,  and  was  called 
Brief  Rule  to  guide  the  Common  People  of  New  England 
how  to  order  themselves  and  theirs  in  the  Small  Pocks 
or  Measels.    It  consisted  of  a  single  page. 


To  PROCURE   THE  EXPULSION   OF  THE  SECUNDINES,  apply   a 

sternutatory    and    shut    the    nostrils    and    mouth. — Hippo- 
crates. 


Poliomyelitis 
(J.  L.  Morse,  Boston,  in  Maine  Med.  Jl.,  Jan.) 
It  seems  to  me  that  at  present  we  are  perfectly  helples- 
in  the  prevention  and  treatment  of  infantile  paralysis  with 
these  exceptions:  we  can  save  a  certain  number  of  cases 
with  impaired  respiration  by  use  of  the  respirator,  if  the 
trouble  is  with  the  thoracic  muscles,  and  that  we  can  prob- 
ably improve  the  final  outcome  when  there  is  paralysis  if 
we  place  our  cases  from  the  day  paralysis  begins  in  the 
bands  of  a  good  orthopedic  surgeon. 
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Urological    Helps   in   Daily 
Practice 

A   Column   Conducted   by 

The  Crowell  Clinic  Staff 
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Ordinary  Acute  Gonorrhea  in  the  Male 

To  treat  gonorrhea  to  the  best  advantage  a  good 
general  knowledge  of  the  gross  and  minute  anat- 
omy of  the  male  urethra  is  essential.  Here  drain- 
age is  one  of  the  most  important  factors  and  a 
surface  that  provides  a  good  drain  will  overcome 
infection  well.  A  tubular  gland  that  drains  well  re- 
covers of  its  own  accord;  one  that  drains  inter- 
mittently retains  infection  for  a  long  time,  and 
one  that  does  not  drain  at  all  eventually  becomes 
sterile  or  the  seat  of  abscess  formation. 

The  urethra  is  divided  into  an  anterior  and  a 
posterior  position  by  the  triangular  ligament  or 
cut-off  muscle.  The  posterior  urethra,  composed 
of  the  prostatic  and  membranous  divisions,  aver- 
ages 4  cm.  from  the  vesical  outlet  to  the  posterior 
layer  of  the  triangular  ligament.  The  prostate 
gland  surrounds  the  prostatic  portion  and  is  com- 
posed of  acini  of  the  compound  tubular  type.  They 
and  their  emptying  ducts  or  channels  are  lined 
with  columnar  cells  and  empty  into  the  floor  of 
the  prostatic  urethra.  These  parts  are  richly  sup- 
plied with  blood.  The  seminal  vesicles  also  empty 
into  the  floor  of  the  anterior  portion  of  the  pros- 
tatic urethra  on  either  side  of  the  verumontanum. 
The  membranous  urethra  averages  1.5  cm.  in 
length  and  is  surrounded  completely  by  the  cut- 
off muscle.  This  muscle  holds  the  membranous 
urethra  closed  constantly  except  while  the  bladder 
is  being  emptied;  and  it  acts  as  a  barrier  to  the 
spread  of  infection  from  the  anterior  to  the  pos- 
terior urethra.  Its  mucous  membrane  is  free  from 
glards  and  is  covered  usually  with  transitional, 
occasionally  with  squamous,  cells,  in  close  prox- 
imity to  the  musculature.  The  anterior  urethra 
is  divided  into  the  bulbous  and  pendulous  portions, 
and  the  fossa  navicularis.  It  is  15  cm.  long  and 
extends  from  the  anterior  layer  of  the  triangular 
ligament  to  the  external  meatus. 

The  bulbous  portion  extends  from  the  anterior 
laye:  of  the  triangular  ligament  to  the  penoscrotal 
fori'  tion  and  is  fixed.  The  bulbous  and  penile 
poisons  are  located  between  the  corpora  cavernosa, 
completely  surrounded  by  the  corpus  spongiosum 
and  iined  with  columnar  epithelial  cells. 

The  fossa  navicularis  is  lined  with  squamous 
epithelial  cells,  so  is  not  very  susceptible  to  gon- 
ococci.  The  crypts  of  Morgagni  and  glands  of 
Littre  are  located  in  the  anterior  urethra.  They 
show  a  great  tendency  to  abscess  formation  when 
infected  with  gonococci.     Cowper's  -lands,  two  in 


number,  lie  between  the  two  layers  of  the  triangu- 
lar ligament  and  discharge  into  the  floor  of  the 
bulbous  urethra. 

The  mucous  membrane  being  lined  with  the 
different  types  of  epithelial  cells  has  much  to  do 
with  the  course  of  the  disease.  Transitional  sur- 
faces closely  bound  to  the  subjacent  tissue  are 
highly  susceptible  to  infection,  and  those  loosely 
bound  by  tissue  rich  in  elastic  fibers  and  freely 
dilatable — such  as  that  found  in  the  bladder,  ure- 
ters and  kidney  pelvis — -are  largely  immune  from 
gonorrheal  infection  unless  their  surface  cells  are 
injured  by  trauma. 

Gonorrhea  is  neither  so  dangerous  a  disease  as 
it  has  been  pictured  by  some,  nor  a  trivial  clap 
to  be  lightly  joked  about  and  likened  to  a  cold. 

Ordinarily  the  disease  first  attacks  the  anterior 
urethra,  so  this  article  is  meant  to  cover  acute 
gonorrheal  anterior  urethritis. 

Gonorrheal  inflammation  of  the  urethra  is  far 
more  difficult  to  treat  than  is  inflammation  of  this 
part  due  to  other  bacteria,  to  drugs,  or  to  trauma 
Differentiation  can  usually  be  easily  made  by 
microscopic  examination  of  the  urethral  discharge, 
and  this  should  be  done  in  every  case,  howevei 
plainly  the  history  and  symptoms  may  indicate  the 
diagnosis.  The  chance  of  a  prolonged  siege  and 
of  grave  complications,  personal  and  family,  is  too 
great  to  take  without  making  use  of  this  valuable 
diagnostic  aid. 

It  is  important  to  know  whether  the  inflamma- 
tion is  limited  to  the  anterior  urethra  or  has  ex- 
tended beyond  the  compressor  urethrae  muscle  into 
the  membranous  and  prostatic  urethra.  The  com- 
pressor urethrae  muscle  holds  the  membranous 
urethra  closed  and  acts  as  a  barrier  against  the 
infection  extending  into  the  posterior  urethra. 

In  the  acute  cases  every  effort  should  be  made 
to  restrict  the  infection  to  the  anterior  urethra 
This  can  best  be  done  by  ordering  that  water  be 
taken  in  quantity  at  certain  regular  intervals  to 
stimulate  the  action  of  the  kidneys  and  so  flush 
the  urethra  frequently. 

If  the  acute  gonorrhea  is  limited  to  the  anterior 
urethra,  the  first  third  of  urine  from  a  well-filled 
bladder  is  cloudy,  and  the  second  and  third  por- 
tions clear,  as  revealed  by  the  simple  three-glass 
test.  When  such  is  the  case,  the  treatment  should 
be  directed  to  the  anterior  urethra  only  and  may 
be  undertaken  with  confidence  that  if  the  patient 
is  cooperative  a  good  result  will  be  obtained. 

Every  physician  knows  that  slight  burning  in 
the  meatus  and  a  purulent  or  serous  discharge 
coming  on  from  three  to  five  days  after  exposure 
mean  that  the  patient  probably  has  gonorrhea.  A 
smear  at  this  stage  will  make  the  diagnosis  defi- 
nitely.      Until    the    twin    coffee    beans    have    been 
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demonstrated  within  the  pus  cells  daily  smears 
should  be  made.  This  done,  detailed,  if  not  vigor- 
ous, treatment  should  be  instituted.  Gonorrhea  is 
to  a  marked  degree  a  self-limiting  disease  and  at- 
tempts to  overwhelm  it  with  antiseptics  do  much 
more  harm  than  good.  It  spreads  by  continuity 
of  tissue  in  the  untraumatized  urethra. 

In  the  treatment  of  even  ordinary  gonorrhea,  if 
the  patient  can  and  will  go  to  bed  and  will  give 
up  all  other  matters  until  he  is  well,  he  can  be 
cured  more  promptly  and  more  certainly.  At  the 
least,  he  should  avoid  violent  exercise  and  stay  off 
his  feet  as  much  as  possible  and  abstain  from  alco- 
holic drinks,  sexual  excitement  and  highly  season- 
ed food.  Efforts  should  be  directed  toward  pre- 
venting the  infection  extending  into  the  posterior 
urethra.  A  glassful  of  water  should  be  taken  every 
hour  to  insure  that  no  pus  dam  up  in  the  anterior 
urethra  and  so  force  itself  further  up  the  canal. 
Here  urethral  injections  should  be  used  very  cau- 
tiously and  in  only  very  weak  solutions,  and  used 
only  immediately  following  emptying  a  well-filled 
bladder.  Greatest  gentleness  and  cleanliness  are 
very  important.  Perfect  drainage  is  essential.  A 
meatus  of  less  caliber  than  20  F.  should  be  enlarged 
even  in  acute  infections.  Retention  of  the  drain- 
age in  the  fossa  navicularis  retards  recovery  even 
in  the  anterior  urethra,  and  acts  as  a  predisposing 
cause  of  posterior  urethritis. 

A  l-to-20,000  solution  af  acriflavin  will  kill 
the  gonococcus  promptly  if  solution  and  coccus  are 
brought  in  direct  contact.  It  can  be  used  in  the 
acutely  inflamed  urethra  in  dilutions  of  1  to  4,000 
but  no  antiseptic  is  of  any  use  unless  it  comes  in 
direct  contact  with  the  gonococcus.  The  gonococ- 
cus penetrates  the  mucous  membrane  within  a  very 
few  hours — not  more  than  36 — after  its  implanta- 
tion, making  it  impossible  for  any  injection  to  come 
in  direct  contact  with  it  after  such  lapse  of  time. 
It  is  impossible  for  any  antiseptic  to  penetrate  tis- 
sue in  sufficient  strength  to  destroy  the  gonococcus, 
hence  the  fallacy  of  supposing  that  injections  in 
germicidal  strength  will  do  good;  and  it  is  to  be 
remembered  that  such  injections  do  positive  harm. 

Local  treatment  benefits,  not  so  much  by  bac- 
tericidal action  as  by  stimulating  the  natural  forces 
of  the  mucosa  and  deeper  tissues.  Very  weak  so- 
lutions of  the  milder  antiseptics  should  be  used 
for  this  purpose  and  these  cautiously  and  not  more 
than  twice  daily.  Strong  solutions  of  the  more 
powerful  antiseptics  are  mentioned  only  to  con- 
demn their  use. 

Great  care  should  be  taken  in  injecting  anything 
into  the  acutely  inflamed  anterior  urethra.  Not 
more  than  3  to  5  c.c.  should  be  injected  at  a  time 
and  always  after  emptying  a  full  bladder.  This 
should  be  carried  out  twice  daily  and  held  in  the 


urethra  from  5  to  10  minutes  by  the  physician  or 
a  trained  helper. 

Acriflavin,  in  from  1  to  8,000  to  1  to  10,000 
solution  will  occasionally  abort  or  arrest  the  dis- 
ease if  used  within  30  hours  after  exposure.  This 
may  be  sealed  in  the  urethra  with  flexible  collo- 
dion, but,  properly  held  in  the  anterior  urethra 
for  5  to  10  minutes  twice  daily,  it  will  be  equally 
beneficial.  Protargol,  %  to  Yz  per  cent,  solutions, 
gives  satisfactory  results.  Argyrol  and  silvol  are 
other  silver  salts  that  may  be  used  in  very  weak 
solution,  but  staining  the  clothes  may  lead  to 
unpleasant  developments.  Potassium  permangan- 
ate, 1  to  10,000  solution,  is  often  beneficial,  not 
as  an  antiseptic  but  as  an  oxidizing  agent  and  by 
raising  the  tissue's  resisting  power. 

The  general  practitioner,  to  whom  these  cases 
usually  first  come  seeking  relief,  can  take  care  of 
the  great  majority  of  them  well  by  keeping  in 
mind  these  few  facts;  and  few  complications  will 
arise  demanding  the  care  of  a  specialist. 


What  Drug  is  Best  for  Killing  Hookworms? 

(Clayton    Lane,  Ealing.  London,  in  Amer.  Jl.   Dig.    Dis.  & 

Nutri.,  Dec.) 

For  individual,  community,  or  medical  man  investigating 
anthelmintics,  complete  deworming  is  the  only  stable  aim. 
Thymol  and  tetrachlorethylene,  like  alcohol,  give  warning 
which  makes  for  safety.  The  evidence  for  the  safety  of 
thymol  is  more  solid  than  for  any  other  drug,  so  the  ob- 
jection to  deworming  by  it  is  poorly  based;  its  efficiency 
depends  upon  particulation,  but  the  effect  of  the  finest 
particulation  has  never  been  measured.  Tetrachlorethylene 
merits  controlled  tests  on  a  proper  scale.  The  cheapness 
of  beta-naphtol  is  no  balance  to  its  risks.  Oil  of  cheno- 
podium  must  not  be  given  without  knowledge  of  its  as- 
caridole  content,  seeing  how  near  together  are  the  optimum 
and  minimum  lethal  doses;  its  production  of  deafness  is 
not  negligible.  Carbon  tetrachloride  is  liable  to  be  either 
highly  extolled  or  dropped  when  it  kills;  to  look  before 
giving  it  for  the  factors  known  to  make  for  deadliness  is 
constantly  neglected;  with  oil  of  chenopodium  it  lies  under 
grave  suspicion  of  ruining  health  and  causing  death  in 
South  America  with  simulation  of  yellow  fever.  Hexyl- 
resorcinol  "also  ran,"  not  having  fulfilled  the  expectations 
of  its  introducers. 

There  is  urgent  need  for  the  carrying  through  by  ex- 
perienced medical  men  of  controlled  comparative  tests  on 
an  adequate  scale  to  determine  on  the  only  stable  basis — 
deworming — what  anthelmintic  is  the  safest  and  most 
effective  in  the  expulsion  of  hookworms.  Such  stable 
knowledge  is  long  overdue. 


Effects  of  Copper  in  the  Deet  of  140  Persons 
(J.   L.   McGhee,  Atlanta,   in  Jl.   Lab.  &  Clin.   Med.,  Jan.) 
One  hundred  and  forty  persons,  males  and  females  about 
equal,  ages  7  to  62,  all  in  one  village  with  the  same  source 
of  food  and  water.    Two  weeks  before  the  tests  were  begun 
they  were  placed  on  raw,  sweet  milk  with  their  usual  diets, 
except   no    blood-regenerating    food;    hemoglobin    of    each 
determined.     One  mg.  copper  was  given  each  per  day;  29. 
failed  to  appear  for  the  second  blood  test;  17  were  absent 
for  the  third  test!  98.5%  of  positive  response  in  regenera- 
tion of  hemoglobin   without  addition  of  iron  to  the  diet. 
No  disease  found  in  any  case. 
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Surgical   Observations 

A  Column  Conducted  by 

The  Staff  of  the  Davis  Hospital 

Statesville,  N.  C. 


Transurethral  Prostatectomy 

Personal  experience  with  more  than  three 
hundred  cases  of  transurethral  prostatic  resections 
has  enabled  us  to  arrive  at  the  conclusion  that, 
while  it  is  a  great  improvement  over  the  former 
method  of  treating  the  usual  case  of  prostatic  hy- 
pertrophy, it  is  not  a  method  which  applies  to  all 
cases. 

Unfortunately,  the  early  publicity  given  to  this 
operation  has  developed  in  the  public  mind  the 
mistaken  belief  that  it  is  a  minor  operation. 
Miraculous  results  have  been  ascribed  to  this  oper- 
ation and  so  fixed  has  the  public  mind  become  re- 
garding this  that  in  many  instances  patients  have 
refused  to  have  a  prostatectomy  when  a  trans- 
urethral operation  was  unsuited  to  the  case. 

Approximately  85%  of  prostates  requiring  oper- 
ation can  be  treated  by  resection,  but  from  10% 
to  15%  would  be  better  off  with  the  prostate  re- 
moved by  either  the  suprapubic  or  the  perineal 
route.  However,  many  of  these  patients  who 
should  have  prostatectomy  insist  upon  a  trans- 
urethral resection  and  do  not  get  the  result  they 
expect;  and  in  many  such  cases  much  relief  can  be 
obtained  by  a  resection. 

A  patient  whose  kidney  function  is  much  im- 
paired, and  who  has  dilated  ureters  and  a  badly 
diseased  urinary  bladder  cannot  hope  for  very  good 
results  no  matter  what  treatment  is  given. 

The  preparation  for  operation  is  important. 
Where  there  is  complete  obstruction,  an  indwelling 
catheter  with  continuous  drainage  for  varying 
lengths  of  time  is  important.  In  some  types  of 
cases  suprapubic  drainage  may  be  advisable.  There 
is  much  controversy  over  the  suprapubic  vs.  ureth- 
ral drainage  preparatory  to  operation.  Where  the 
bladder  is  badly  infected  and  diseased  and  the 
prostate  also  is  badly  diseased,  suprapubic  drainage 
may  be  best.  We  have  found  so  far,  however,  that 
the  majority  of  cases  do  better  with  simple  urethral 
drainage.  Each  case  should  have  the  treatment 
best  suited  to  that  particular  patient. 

Resection  can  usually  be  done  in  one  stage  but 
sometimes  two  stages  are  necessary.  A  number  of 
different  instruments  have  been  devised  for  this 
purpose  but  the  original  instrument,  for  which  we 
are  indebted  to  Dr.  Maxmilian  Stern,  with  the 
McCarthy  modification  is  the  one  we  have  found 
the  most  practical. 

The  after-treatment  in  most  cases  is  rather 
simple.    It  consists  of  use  of  an  indwelling  catheter 


for  drainage  for  about  four  days  and  sometimes 
longer.  If  the  patient  is  not  able  to  void  after  the 
catheter  is  removed  on  the  fourth  day,  it  is  replaced 
and  left  a  few  days  longer. 

Post-hospital  treatment  desedves  mention.  Many 
patients  return  home  and  do  almost  everything  that 
should  not  be  done  and  expect  good  results.  Hem- 
orrhages are  usually  associated  with  over-exertion. 
Other  complications  can  be  traced  to  too  much 
food  and  too  little  water  and  allowing  the  bowels 
to  become  constipated. 

There  are  many  complications  that  may  occur 
but  fortunately  very  few  do  happen. 

The  end  results  in  the  properly  selected  cases 
are  usually  good.  The  patients  are  usually  able 
to  void  freely  and  if  the  bladder  was  not  too  badly 
diseased  before  the  operation,  nycturia  is  almost 
completely  eliminated.  However,  where  the  blad- 
der wall  was  thickened,  badly  inflamed  and  irri- 
table, frequent  urination  persists  for  some  time. 
The  most  dangerous  among  the  complications  are 
hemorrhage  and  sepsis.  Primary  hemorrhage  is 
usually  controlled  without  any  difficulty.  Second- 
ary hemorrhage  presents  the  greatest  danger  but  is 
fortunately  very  rare.  Sepsis  is  naturally  more 
frequent  among  patients  who  are  in  bad  general 
condition  and  have  greatly  impaired  kidney  func- 
tion. If  the  prostate  is  badly  infected  throughout, 
a  resection  may  be  followed  by  a  flare-up  of  the 
infection,  and  convalescence  is  often  difficult  and 
discouraging  to  patient  and  surgeon.  However,  it 
must  be  remembered  that  a  case  of  this  type  is 
difficult  no  matter  what  is  done  and  the  post- 
operative treatment  should  be  kept  up  carefully 
and  the  patient  kept  under  observation  until  the 
maximum  improvement  is  obtained. 

Taking  everything  into  consideration,  transureth- 
ral resection  is  a  tremendous  improvement  in  the 
treatment  of  prostatic  hypertrophy.  It  is  applica- 
ble to  85  to  90%  of  all  cases.  The  best  results 
are  obtained  in  the  patients  who  have  a  resection 
before  there  is  impairment  of  kidney  function,  be- 
fore the  ureters  become  dilated,  before  the  bladder 
wall  becomes  thickened,  trabeculated  and  chroni- 
cally inflamed  and  before  the  prostate  itself  has 
become  involved  throughout  with  a  type  of  infec- 
tion which  is  difficult  to  deal  with. 

In  the  cases  which  come  early  before  a  prostatic 
resection  is  indicated,  the  simple  treatment  of  the 
prostatic  mucosa  with  the  coagulating  current  as  de- 
scribed by  Stern  may  be  of  great  help.  Just  how 
far  this  will  go  toward  preventing  progressive  en- 
largement of  the  prostate  gland  and  the  consequent 
obstruction  to  the  outflow  of  urine  is  something 
which  cannot  be  determined  until  a  larger  number 
of  cases  are  studied  over  a  longer  period  of  time. 
So  far,  however,  this  plan  of  treatment  has  been 
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exceedingly  effective  in  producing  resorption  in 
certain  cases. 

Transurethral  resection  has,  in  the  cases  in  which 
it  is  indicated,  not  only  lowered  the  mortality  but 
much  shortened  convalescence  and  enabled  most  pa- 
tients to  return  to  their  usual  vocation  in  an  ex- 
ceedingly brief  space  of  time. 

Each  year  the  refinements  and  improvements  in 
technique  have  made  the  operation  safer  and  more 
satisfactory  to  surgeon  and  patient. 


The  Functions  of  the  Medical  Profession 
(J.  C.  Oliver,  Cincinnati,  in  Jl.  of   Med.,  Oct.) 
Our  public  health  service  is  both   too   cumbersome  and 
too  expensive.     It  is  unnecessarily  complicated  and  waste- 
ful because  of  the  multiplicity  of  agencies  for  accomplish- 
ing its  objects. 

Why  should  unofficial  bodies  be  concerned  in  the  matter 
of  public  health?  The  answer  is  very  simple — because  our 
other  (political)  organizations  do  not  function  properly. 
My  suggestion  is  that  a  Cabinet  position  of  Secretary  of 
Public  Health  be  established,  and  that  public  health  affairs 
all  over  the  United  States  be  put  under  the  control  of 
this  department.  In  this  manner  we  can  secure  coordina- 
tion and  cooperation — a  possibility  plainly  lacking  at  the 
present  time.  The  creation  of  such  a  department  would, 
without  question,  reduce  expenses  and  add  vastly  to  the 
efficiency  with  which  public  health  matters  would  be 
handled. 

Research    into    the    cause    and    prevention    of    disease 
might  be  regarded  as  a  function  of  the  government. 

The  microscope  is  not  a  necessary  adjunct  to  every 
variety  of  research. 

Thus  far  the  private  worker  has  given  the  best  results, 
but  there  is  every  evidence  that  government  agencies  are 
rapidly  increasing  the  value  of  their  output. 

Vast  progress  has  been  made  so  far  as  purely  physical 
diseases  are  concerned,  but  there  remains  the  vast  field 
of  causation,  prevention  and  cure  of  disturbed  mental, 
moral  and  psychic  conditions. 

The  subject  of  crime  has  been  left  to  lawyers,  theolo- 
gians and  social  workers  for  solution;  the  causes,  preven- 
tion and  cure  of  criminal  tendencies  is  a  purely  medical 
question  and  can  only  be  answered  by  those  who  are 
versed  in  problems  of  biology,  physiology  and  chemistry. 
Barnes,  in  his  History  of  Western  Civilisation,  says:  "The 
rules  of  legal  evidence  are  in  many  ways  exactly  the  oppo- 
site of  the  principles  and  processes  applied  in  the  field  of 
scientific  evidence  which  is  designed  to  ascertain  the  fac- 
tual truth  in  regard  to  some  specific  problem.  The  atti- 
tude taken  by  the  courts  toward  crime  and  criminal  re- 
sponsibility is  a  composite  of  archaic  legalism,  religious 
superstition  and  metaphysical  illusions." 

A  really  great  forward  step  has  been  taken  by  the  Gov- 
ernment in  the  establishment  of  a  hospital  for  opium 
addicts.  A  step  of  equal,  if  not  greater,  importance  would 
be  the  establishment  of  a  government  hospital  for  alcohol 
addicts. 

War  is  an  example  of  mass  insanity.  It  converts  sober- 
minded  citizens  into  howling  maniacs  and  wholesale  mur- 
derers. Medical  investigation  of  the  causes  and  treatment 
of  war  madness  should  be  instituted. 

Medical  education  is  far  in  advance  of  general  educa- 
tion. 

Debasing  of  our  ethical  standards  will  surely  lead  to  a 
moral  degradation  that  should  have  no  place  in  our  pro- 


fession. Competition,  even  though  it  be  keen,  is  not  in- 
compatible with  gentlemanliness  or  high  moral  tone.  The 
suggestion  is  made,  therefore,  that  our  medical  colleges 
establish  chairs  for  the  teaching  of  proper  manners  to  the 
students  entrusted  to  their  charge  and  to  demonstrate  to 
them  the  necessity  of  being  gentlemen  as  well  as  scholars. 

Our  present  private  hospitals  have  become  possible  only 
through  generous  contributions  of  philanthropic  citizens. 
The  period  of  depression  through  which  we  have  passed 
has  left  a  large  proportion  of  these  hospitals  all  over  the 
country  on  the  verge  of  bankruptcy;  either  the  number 
of  charity  cases  must  be  reduced,  or  new  sources  of  revenue 
must  be  found. 

Reduction  of  the  number  of  charity  cases  can  be  brought 
about  by  having  the  city  or  county  care  for  their  indigent 
patients  either  by  treating  them  in  county  hospitals  or  by 
having  the  county  pay  for  their  care  in  private  hospitals. 

The  largest  item  of  cost  of  medical  care  is  not  the 
physician's  fee.  Hospital  charges  were  very  moderate  at 
first,  because  the  organization  of  a  hospital  was  very  sim- 
ple and  much  of  its  nursing  was  done  by  religious  orders, 
the  members  of  which  received  little  or  no  pay.  As  the 
hospitals  increased  in  complexity  and  efficiency  new  and 
expensive  features  were  added,  so  that  the  cost  per  patient 
mounted  higher  and  higher. 

The  introduction  of  automobiles  has  made  it  possible 
for  the  rural  physician  to  cover  a  much  greater  area  and 
thus  increase  the  number  of  patients  he  can  attend  satis- 
factorily, thus  doing  away  with  the  necessity  for  so  many 
practicing  physicians.  In  view  of  the  facts  we  may  truth- 
fully say  that  the  supply  of  physicians  exceeds  the  demand. 

The  plan  of  hospital  care  that  enables  a  citizen  to  pay 
his  way  and  thus  retain  his  self-respect  seems  better  than 
sickness  insurance  paid  by  the  State.  The  difficulty  doe? 
not  lie  with  the  organization  of  the  medical  profession, 
but  with  the  civilization  which  permits  so  large  a  number 
of  its  citizens  to  be  so  poorly  paid  as  to  be  unable  to  pay 
a  reasonable  amount  for  medical  attention. 

I  prophesy  that  the  future  of  civilization  will  lie  in  the 
hands  of  the  medical  profession.  The  warrior  has  had  his 
day;  the  priest  has  had  his  day;  and  the  day  of  the  law- 
yer is  about  over. 

s.  M.  &  s. 

The  Diagnosis  of  Tuberculosis  by  the  General 

Practitioner 

(J.    D.     Riley,    Arkansas    State    Sanatorium,    in    Jl.    Ark. 

Med.    Soc.   Feb.) 

Tubercle  bacilli  in  the  sputum  and  physical  signs  do  not 
necessarily  indicate  activity.  Rales  are  a  sign  of  potential 
activity  and  strenuous  life  often  converts  into  clinical  ac- 
tivity. Many  people  with  a  positive  sputum,  rales,  and 
other  physical  signs  have  kept  well  and  worked  hard  for 
years.     Hemoptysis  may  or  may  not  indicate  activity. 

Constitutional  symptoms — fever,  tachycardia,  dyspnea 
and  cyanosis — indicate  active  disease  and,  if  these  symp- 
toms continue  unabated  with  the  patient  on  absolute  rest, 
indicate  a  grave  situation.  Cough,  expectoration,  pleurisy 
and  hemoptysis  direct  us  to  proceed  slowly  with  caution 
while  the  fever,  tachycardia,  dyspnea  and  cyanosis  signal 
us  that  danger  lies  ahead  and  that  safety  demands  the  side- 
track. The  sidetrack  of  safety  in  such  cases  is  absolute 
rest. 

Many  capable  physicians  make  the  mistake  of  placing 
too  much  significance  on  physical  signs  and  not  enough  on 
constitutional  symptoms. 

In  the  diagnosis  of  the  disease,  local  symptoms  far  out- 
weigh the  constitutional  symptoms,  but  in  the  diagnosis  of 
activity  of  the  disease  the  toxic  symptoms  are  vastly  more 
significant. 
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DEPARTMENTS 


GENERAL  PRACTICE 

Wincate  M.  Johnson,  M.D.,  Editor,  Winston-Salem,  N.  C 


Two  Christmas  Stories 
This  past  Christmas  two    stories    told    me    by 
friends  made  such   a  deep   impression   that   I  am 
passing  them  on  for  what  they  are  worth.     Each 
carries  its  own  moral. 

The  first  was  told  by  a  gentleman  in  substan- 
tially these  words:  "I  have  just  seen  something 
that  should  be  put  into  a  poem.  A  young  widow 
whose  husband  died  two  months  ago,  leaving  her 
to  carry  on  with  two  children  seven,  and  nine, 
years  old,  was  driving  home  with  a  Christmas  tree 
fastened  to  the  front  of  her  car.  Although  her 
own  heart  was  bleeding,  she  was  determined  that 
her  children's  Christmas  should  not  be  spoiled." 

The  second  was  told  me  by  Mrs.  Woosley,  whose 
husband  is  the  very  capable  superintendent  of  the 
Children's  Home.  She  teaches  a  Sunday  school 
claass  composed  of  fifty-odd  boys  and  girls  be- 
tween six  and  eight  years  old,  all  inmates  of  the 
Home.  This  class  undertook  to  provide  Christmas 
cheer  for  a  poor  family  just  outside  the  city  limits. 
From  their  own  little  savings  of  the  year,  supple- 
mented by  a  dime  apiece  paid  them  by  Mr.  Woos- 
ley for  some  special  work,  they  raised  a  fund  to 
buy  a  dinner  and  some  simple  presents  for  the 
family.  As  many  of  them  as  could  pile  into  a 
bus  went  with  Mrs.  Woosley  to  deliver  the  goods 
in  person — and  there  were  no  happier  children  in 
North  Carolina  than  these.  One  of  the  largest  of 
the  class,  thinking  that  the  oldest  girl  in  the  fam- 
ily did  not  get  her  share,  quietly  slipped  off  her 
own  most-pribed  gift,  a  toy  wrist-watch,  and  gave 
it  to  her. 

Medical  Morals  and  Manners,  by  Dr.  Hubert  A. 
Royster,  is  just  off  the  University  of  North  Caro- 
lina press,  and  retails  for  $2.50.  It  is  a  collection 
of  papers  and  addresses  prepared  at  various  times 
by  the  author,  and  takes  its  name  from  the  first 
address  in  the  book,  which  describes  medical  eth- 
ics as  "the  prescribed  course  of  morals  and  man- 
ners for  the  medical  man."  The  book  is  a  credit 
to  the  printer's  craftsmanship. 

It  goes  without  saying  that  Dr.  Royster  not 
only  has  the  distinction  of  being  one  of  the  State's 
pioneer  surgeons,  whose  reputation  is  nation-wide, 
but  he  is  also  a  scholar  and  a  cultured  gentleman. 
All  the  essays  in  the  book  are  marked  by  literary 
charm,  sound  thinking,  and  high  idealism.  The 
purpose  of  the  book  is  well  expressed  by  the  author 
in  his  brief  foreword: 


"More  and  more  the  public  is  becoming  medical-minded, 
and  the  physician  will  always  find  ready  response  from 
the  laity  when  he  talks  or  writes  frankly  and  freely  of 
matters  affecting  their  mutual  relations.  In  like  degree 
doctors  are  increasingly  conscious  of  their  duty  to  the 
public  and  to  the  profession,  willingly  affording  informa- 
tion to  those  who  would  receive  it  and  welcoming  criticism 
from  those  within  their  own  ranks  who  would  seek  to 
elevate  their  high  calling.  It  is  in  this  spirit  that  these 
essays  have  been  collected  and  reprinted  in  permanent 
form." 

Our  profession  is  fortunate  in  having  its  highest 
ideals  presented  so  forcefully  and  attractively  to 
the  public. 

Dramatic,  Bizarre,  Ludicrous  and  Annoying 
Incidents  in  the  Life  of  a  Physician 

For  this  issue,  Frederick  R.  Taylor,  M.D.,  F.A.C.P. 
High  Point,  N.  C. 

Truth  is  stranger  than  fiction.  Nowhere  is  this 
aphorism  more  convincingly  illustrated  than  in 
medical  practice.  If  a  physician  were  free  to  tell 
all  he  knew,  he  could  write  a  document  that  would 
run  the  whole  gamut  of  emotions  and  portray  hu- 
man nature  and  experience  as  it  has  never  been 
portrayed  before.  Much  of  his  work  cannot  be 
revealed  to  the  public,  but  many  experiences  may 
be  told,  omitting  identifying  names,  that  can  make 
masters  of  fiction  stare  and  gasp. 

Perhaps  the  most  dramatic  event  in  the  writer's 
experience  occurred  when  he  was  a  hospital  interne 
on  ambulance  service.  A  man  was  alleged  to  have 
swallowed  a  bichloride  of  mercury  tablet  by  mis- 
take. Immediate  response  was  made,  of  course, 
to  the  call.  Arriving  at  the  patient's  house  and 
starting  up  the  stairs  two  steps  at  a  time,  followed 
by  the  ambulance  driver,  everything  was  brought 
to  a  sudden  stop  by  the  apparition  of  the  rather 
gigantic  patient  standing  at  the  head  of  the  stairs 
slanting  a  marine  service  rifle  down  at  us  and 
ordering  us  to  halt.  There  was  one  exception  to 
the  complete  cessation  of  our  activity,  for  the 
writer's  knees  began  to  knock  against  each  other 
in  a  most  uncomfortable  fashion.  Then,  for  what 
seemed  an  eternity,  the  patient  poured  out  a  tor- 
rent of  abuse  on  us.  Gradually  another  emotion 
arose  to  conflict  with  our  original  one  of  fright, 
and  that  was  a  sense  of  the  comic  in  the  situation. 
Here  we  were,  motionless  (except  for  the  afore- 
said knees)  and  speechless,  listening  to  a  past 
master  of  abuse,  and  suffering  from  the  most  pain- 
fully vague  and  sketchy  ideas  of  what  to  do  next! 
At  last,  however,  there  broke  a  faint  gleam  of 
realization  of  what  it  was  all  about,  for  it  seemed 
that  the  patient  mistook  us  for  the  police,  with 
whom  he  had  an  ancient  feud.  After  an  incredible 
outburst,  he  had  to  stop  to  breathe,  and  then  it 
was  a  comparatively  simple  matter  to  convince  him 
that   we   were  from   the  hospital   rather  than   the 
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police  station.  With  that  idea  once  comprehended, 
he  executed  a  maneuver  that  is  not  in  any  Manual 
of  Arms,  and,  grasping  his  rifle  by  the  muzzle  end, 
threw  it  with  great  violence  against  the  wall  of 
the  upstairs  hall,  whence  it  fell  to  the  floor  with  a 
prodigious  clatter  and  shower  of  plaster.  He  then 
invited  us  to  come  upstairs,  and  we  did  so.  He 
stated  that  he  had  taken  a  bichloride  of  mercury 
tablet  by  mistake  for  a  headache  tablet.  He  was 
also  under  the  influence  of  alcohol  and  other  drugs. 
I  called  at  once  for  some  raw  eggs,  which  were 
supplied  in  a  bowl,  and  ordered  him  to  drink 
them  as  an  antidote.  He  refused  to  do  so.  By 
this  time,  both  fear  and  a  sense  of  the  comic  had 
been  displaced  by  indignation  in  our  minds,  and 
I  simply  clapped  the  bowl  over  his  face.  Some 
of  the  eggs  went  into  his  eyes,  nose  and  ears,  but 
he  had  to  swallow  some  to  breathe.  He  refused 
to  allow  us  to  wash  his  stomach,  so  we  took  him 
down  to  the  ambulance.  When  he  got  downstairs 
he  asked  to  have  his  bathrobe  thrown  down  to 
him.  This  was  done,  but  the  bathrobe  struck  the 
banister  with  a  distinct  thud,  and,  investigating 
the  cause  of  this,  we  extracted  from  its  pocket  a 
loaded  revolver.  Arriving  at  the  hospital  where 
reinforcements  awaited  us,  we  were  able  to  wash 
his  stomach.  Then  it  came  out  that  the  whole 
thing  was  a  ruse.  He  had  not  swallowed  bichloride 
at  all,  but,  realizing  that  he  was  getting  into  a 
condition  where  he  would  probably  run  afoul  of 
his  old  enemies,  the  police,  he  employed  this  strat- 
egem  to  get  into  a  hospital  instead  of  the  jail.  He 
created  a  great  disturbance  in  hospital,  so  we  turn- 
ed him  over  to  his  ancient  foes,  and  they  took 
him  to  the  city  hospital  which  was  provided  with 
special  wards  and  male  nurses  to  care  for  such  ob- 
streperous patients. 

****** 

The  strangest  case  I  ever  saw  occurred  shortly 
after  the  World  War.  The  police  called  one  night 
and  said  that  I  was  wanted  immediately  at  the 
home  of  a  certain  Negro  whose  character  was  con- 
sidered above  reproach,  and  that  two  or  three 
doctors  were  already  there,  but  they  were  calling 
for  help,  as  the  man  had  seriously  injured  several 
members  of  his  family.  On  arriving  at  the  house 
I  found  three  physicians  there,  and  a  fifth  one 
arrived  shortly  after  I  did.  All  of  us  had  plenty 
of  work.  My  job  was  to  give  ether  anesthesia, 
not  in  the  usual  manner  through  the  nose  and 
mouth,  but  through  the  cut  throats  of  the  man's 
wife  and  baby.  The  home  looked  almost  as  if  a 
bayonet  charge  had  gone  through  it.  After  clear- 
ing up  the  carnage  we  got  the  story.  The  man 
had  gone  to  bed  as  usual  about  10:00  p.  m.  with- 
out being  under  any  unusual  emotional  stress,  and 
had  gone  to  sleep  promptly.    He  never  used  alco- 


hol, his  habits  were  exemplary,  his  domestic  and 
business  life  happy  and  free  from  harassing  anx- 
ieties. About  10:45  he  got  up,  reached  up  on 
top  of  a  wardrobe  and  got  a  loaded  revolver  that 
he  kept  solely  for  the  defence  of  his  home  (he 
was  in  no  sense  a  gun-toter),  and  then  got  an 
open-blade  razor.  His  wife  had  awakened  and 
was  watching  him,  wondering  what  he  was  up  to. 
He  came  back  beside  his  bed  and  with  one  stroke 
cut  his  wife's  throat,  severing  the  larynx  so  she 
could  make  no  outcry.  Three  children  were  sleep- 
ing in  the  same  room.  He  next  went  over  and 
cut  his  baby's  throat  and  then  slashed  at  the  two 
other  children  who  happened  to  be  sleeping  on 
their  faces,  making  minor  cuts  on  the  back  of 
their  necks.  Meanwhile,  his  wife,  though  unable 
to  cry  out,  was  struggling  with  him,  and  he  shot 
her  in  the  side.  The  sound  of  the  shot  woke  his 
son  across  the  hall,  and  he  came  into  the  room. 
Seeing  the  situation,  he  picked  up  a  carpet  covered" 
brick  that  was  used  as  a  door-stop  and  hit  his 
father  in  the  head  with  it  and  apparently  woke 
him  up!    Fortunately  all  the  injured  recovered. 

The  case  went  to  court.  The  man  was  defended 
by  a  lawyer  of  the  highest  standing,  a  Ph.D.  and 
former  college  president.  He  had  the  most  im- 
pressive array  of  sincere  character  witnesses  I  have 
ever  seen  in  court,  including  many  of  the  most 
prominent  citizens  of  both  races.  Intensive  medi- 
cal study  had  failed  to  show  evidence  of  any  form 
of  insanity,  of  epilepsy,  or  of  organic  disease  of 
the  nervous  system.  The  jury  convicted  him  of 
assault  with  deadly  weapons.  The  judge,  however, 
gave  him  a  very  light  sentence,  and  is  said  to 
have  remarked  ihat  it  was  the  strangest  case  he 
ever  tried.  The  man  has  lived  in  his  home  ever 
since,  and  through  all  the  years  not  one  whisper 
of  trouble  has  been  heard  that  could  in  any  way 
reflect  on  his  character  or  on  the  happiness  of  his 
household,  nor  has  there  been  any  evidence  of 
nervous  or  mental  disease. 

One  often  picks  up  interesting  anecdotes  from 
patients.  A  patient  whom  we  will  call  Mrs.  A 
told  me  the  following  experience.  Her  next-door 
neighbor,  whom  we  will  call  Mrs.  B,  had  had  do- 
mestic difficulties,  and  Mr.  B  had  been  forced  to 
leave  home  and  had  gone  to  live  in  another  part 
of  town.  While  separated  from  his  wife  Mr.  B 
developed  a  fatal  illness  and  wanted  to  come  home 
to  die.  The  homes  of  Mrs.  A  and  Mrs.  B  were 
only  a  few  feet  apart,  and  their  bedrooms  faced 
each  other.  One  morning  Mrs.  B  came  over  in 
great  excitement  to  see  Mrs.  A  and  asked  her  if 
she  had  heard  any  strange  noises  outside  her  bed- 
room window  during  the  night.  Mrs.  A  replied 
that  she  had  not,  and  asked  the  reason  for  the 
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inquiry.  Mrs.  B  then  said  that  all  night  long  she 
had  been  disturbed  by  a  sound  as  of  a  horse  breath- 
ing heavily  after  a  race.  At  times  this  seemed  to 
be  just  outside  her  bedroom  window  and  at  other 
times  around  at  her  front  door.  She  did  not, 
however,  hear  any  sound  as  of  hoofbeats  or  foot- 
steps passing  between  the  two  points.  That  day 
Mr.  B  came  home  in  a  dying  condition,  and  the 
night  following  Mrs.  A  could  hear  his  stertorous 
breathing,  and  it  sounded  to  her  exactly  like  a 
winded  horse  after  a  race. 

****** 

Many  years  ago  a  noisy  belligerent  alcoholic 
patient  came  to  a  hospital.  He  refused  to  undress, 
and  when  I  tried  to  remove  his  coat  he  suddenly 
reached  into  an  inside  pocket  and  whipped  out 
what  looked  for  a  moment  like  the  barrel  of  a 
nickeled  revolver,  and  held  it  against  my  chest. 
Imagine  my  relief  and  amusement  when,  on  looking 
down,  I  discovered  that  what  I  had  taken  for  a 
revolver  barrel  was  in  reality  a  cigar  wrapped  in 
tinfoil! 

****** 

It  was  in  1918.  A  Base  Hospital  Unit  was 
beginning  training  for  overseas  duty.  One  after- 
noon the  ceremony  of  retreat  was  being  held,  the 
Officer  of  the  Day  acting  as  Commanding  Officer 
in  the  latter's  absence.  This  officer  was  much  be- 
loved by  the  entire  unit,  but  had  no  ear  for  music 
at  all.  During  retreat,  the  band  "sounded  off," 
playing  "The  Old  Gray  Mare."  The  officer,  not 
yet  familiar  with  the  order  of  procedure,  mistook 
it  for  the  National  Anthem,  and,  in  his  conspic- 
uous position,  solemnly  faced  the  colors  and  stood 
rigidly  at  salute!  When  he  realized  the  enormity 
of  his  error  his  hand  dropped  slowly  to  his  side, 
his  lower  jaw  also  dropped  with  amazement  that 
he  could  have  done  such  a  thing,  and  then  a  wave 
of  scarlet  surged  over  his  face,  making  an  unfor- 
gettable picture. 

****** 

The  same  Base  Hospital  Unit  was  later  estab- 
lished in  France  near  a  port  of  debarkation  for 
American  troops.  The  influenza  pandemic  was 
at  its  height  and  there  were  many  deaths.  When 
a  death  occurred  in  the  hospital  a  "morgue  detail" 
of  colored  litter-bearers  was  sent  to  carry  the 
corpse  from  the  ward  to  the  morgue.  One  rainy 
night  the  detail  went  to  a  certain  ward  to  get 
such  a  body.  Placing  it  on  the  litter,  they  carried 
it  out,  when  suddenly  it  sat  bolt  upright  and  in 
a  fluent  and  colorful  outburst  demanded  in  the 
name  of  all  that  was  inflammable  what  they  were 
doing!  The  litter  bearers,  panic-stricken,  dropped 
the  unfortunate  patient,  leaving  him  in  the  mud 
and  rain,  and  ran  to  headquarters  in  utter  rout  to 
report  that  the  dead  had  come  to  life!     Not  even 


military  authority  could  persuade  them  to  return 
to  get  the  patient,  so  a  new  detail  had  to  be  sent 
to  help  him  back  to  his  ward  and  to  get  the 
corpse,  which  was  lying  in  an  adjoining  bed.  The 
Negroes  had  simply  gone  to  the  wrong  bed  and 
put  a  sleeping  convalescent  on  the  litter! 

****** 

In  my  first  year  of  practice  I  received  a  call 
to  a  most  insalubrious  suburb  of  a  cotton-mill  vil- 
lage. In  a  bedroom  of  a  little  one-story  shack 
lay  a  typhoid  patient.  It  was  August,  and  the 
door  stood  open.  On  entering  the  room  I  became 
conscious  of  a  rather  unpleasant  odor  that  seemed 
very  familiar,  yet  one  which  I  could  not  associate 
with  disease.  As  I  approached  the  bedside  the 
odor  became  more  marked.  Throughout  my  exam- 
ination of  the  patient  the  problem  of  the  origin 
of  that  odor  kept  disturbing  me,  till,  on  leaning 
forward  in  my  chair  to  listen  to  the  patient's  heart, 
my  foot  slipped  slightly  under  the  bed  and  came 
in  contact  with  a  large  dense  heavy  body!  In- 
stant things  began  to  happen.  The  body  was  that 
of  a  large  hog.  My  foot  must  have  frightened  him, 
for  he  gave  that  curious  dog-like  bark,  rather  than 
a  grunt,  that  swine  give  only  when  frightened, 
and,  admirably  observing  the  geometric  axiom  that 
the  shortest  distance  between  two  points  is  a 
straight  line,  he  made  straight  for  the  door.  As 
my  chair  happened  to  be  in  his  line  of  exit,  he 
took  that  out  from  under  me  and  left  me  sprawling 
on  the  floor  with  the  mystery  of  the  odor  solved. 
****** 

Time:     2:00  a.  m.  on  a  Saturday  in  February 
twenty  years  ago. 

Place:     A  southern  industrial  town. 

Characters:     The  Doctor  (the  writer) 
Father 
Mother 
Baby 

The  telephone  rings.  The  Doctor  rolls  wearily 
out  of  bed  and  takes  a  call  to  see  a  baby  in  a 
shanty  on  the  edge  of  a  tin-can  dump  a-mile-and-a- 
half  away.  The  streets  are  hub-deep  in  mud  and 
his  car  chokes  down  twice  on  the  way  and  has  to 
be  cranked  by  hand,  the  Doctor  meanwhile  ac- 
cumulating considerable  mud  externally  and  a  cer- 
tain amount  of  tension  internally.  On  arriving  at 
the  house  he  is  met  by  Father  with  a  scowl  and 
by  Mother  with  a  somewhat  hostile  eye.  Mother 
takes  him  over  to  Baby  who  is  sleeping  very  peace- 
fully.   The  following  dialogue  ensues: 

Dr.:     How  long  has  the  baby  been  sick? 

Mother:     Since  last  Tuesday. 

Dr.:     Haven't  you  had  a  doctor  to  see  him? 

Mother:     No,  we  ain't  had  no  doctor. 

Dr.:  Well,  what  seems  to  be  the  trouble  to- 
night— did  the  baby  have  a  fit  or  seem  to  be  in 
pain? 
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Mother:  No,  Doc,  hit  ain't  had  no  fit  nor  hurt 
none. 

Dr.:  Well,  then,  what  made  you  call  me  at  this 
time  of  night? 

Mother:  Wal,  Doc,  hit  war  thisaway.  Me  an' 
th'  ol'  man,  we  had  a  ar-gu-ment  (pronounced  with 
every  syllable  stressed,  especially  the  last  one,  as 
befitted  such  an  erudite  word)  an'  I  'lowed  as  how 
the  baby  war  a  gittin'  better  an'  he  lowed  as  how 
hit  twant,  so  we  jest  decided  we'd  call  you  to  settle 
th'  ar-gu-ment. 

S.  M.   &  S. 


The  Recrudescenxe  of  Malaria 
(Tom    Kirkwood,  Lawrenceville,  in   III.   Med.  Jl..  Jan.) 
Malaria  has  been  increasing  in  the  United  States  since 
1932. 

In  14  of  our  Southern  States  it  reached  an  all-time  low 
of  6.8  per  100,000  in  1932.  Then  quite  suddenly  it  jumped 
to  11.7  in  1933,  and  in  1934  reached  a  higher  peak  than 
had  been  seen  in  22  years. 

The  1935  rate  in  Virginia  (0.4),  North  Carolina  (1.21. 
Kentucky  (2.9),  Oklahoma  (4.7),  Missouri  (5.5),  Texas 
(6.2),  Alabama  (9.8),  Tennessee  (10.1),  Georgia  (12.3), 
South  Carolina  (13.2),  Louisiana  (20.2),  Florida  (24.0), 
Mississippi  (35.5),  and  Arkansas  (48.8). 

Treatment  with  atabrine  and  plasmochin  was  very  ef- 
fective, the  relapse  rate  being  very  low. 

The  carrier  deserves  special  attention.  If  he  can  be 
eliminated  malaria  can  be  eradicated.  But  the  carrier  is 
often  hard  to  find,  for  he  may  look  like  the  healthiest  citi- 
zen in  the  community.  Usually,  but  not  always,  he  will 
tell  you  that  he  has  had  "chills"  at  some  time  during  the 
preceding  2  or  3  years.  Many  of  these  carriers  have  estab- 
lished an  equilibrium  with  their  parasites  and  suffer  no 
visible  ill  effects  from  the  infection.  Those  who  have  been 
unable  to  do  this  are  often  undernourished,  anemic,  tire 
easily,  have  vague  neuralgic  pains  and  may  have  chill- 
after  being  exposed  to  cold,  when  very  tired,  or  after 
operations.  In  a  country  where  malaria  is  rare  these  pa- 
tients are  often  treated  for  other  diseases.  On  the  other 
hand,  in  malarious  districts  all  kinds  of  chills  are  likely  to 
be  called  malaria. 

s.  M.  &  B. 

RADIOLOGY 

For  this  issue,  Stephen  McIntyre,  M.D..  F.A.C.S. 

Lumberton,  N.  C. 

Thompson    Mem. .rial   Hospital 


Report  of  a  Case  of  Traumatic 
Hydropyonephrosis 

A  14-year-old  boy  admitted  to  hospital  Novem- 
ber 14th.  1936,  complained  of  pain  and  enlarge- 
ment in  the  right  lumbar  region — the  enlargement 
extending  into  the  upper  quadrant — nausea  and 
vomiting,  hematuria  and  chills  and  fever. 

A  history  was  given  that  five  weeks  before,  while 
he  was  leaning  out  of  a  window  on  a  landing  half 
way  down  the  stairs,  he  was  struck  over  the  right 
kidney  region  when  another  boy  was  pushed  down 
the  stairs  and  caught  his  weight  with  his  out- 
stretched hands  on  the  patient's  back,  pressing 
him  against   the   sharp   edge   of   the   window  sill. 


He  immediately  felt  a  severe  pain  in  the  right  kid- 
ney region,  became  nauseated,  vomited,  fainted 
and  the  pain  continued.  He  was  put  to  bed  at 
home,  and  during  the  following  three  days  he 
passed  blood}-  urine.  The  doctor  was  called,  med- 
icine was  given,  and  the  hematuria  ceased:  but 
the  pain  continued  and  he  had  frequent  chills  and 
fever.  Rest  in  bed  seemed  to  improve  his  condi- 
tion and  in  two  weeks  he  returned  to  school.  In 
two  more  weeks  the  pain  became  more  severe,  and 
on  being  up  the  patient  became  weaker  and  he 
had  frequent  attacks  of  nausea,  vomiting  and  an 
afternoon  fever. 

Upon  admission,  temperature  was  101.3,  pulse 
118,  respiration  25.  There  was  muscular  rigidity  and 
tenderness  to  palpation  over  the  entire  right  side 
of  the  abdomen  and  lumbar  region.  A  large  mass 
could  be  palpated,  apparently  extending  from  the 
right  kidney  across  the  midline  of  the  abdomen 
and  down  below  the  crest  of  the  ilium.  It  was 
smooth,  fluctuant,  movable  and  dull  to  percussion. 
Physical  examination  was  otherwise  negative. 

The  r.  b.  c.  numbered  4,000,200,  the  whites  14,- 
800 — neut.  82cc ,  s.  monos.  8,  1.  monos.  10%: 
hgbn.  was  68%. 

Examination  for  malaria  organisms  and  Wasser- 
mann  examination  were  negative.  Urine  was  yel- 
low, clear,  neutral,  of  sp.  gr.  1.015,  contained  of 
albumin  a  trace,  no  sugar,  a  few  epithedial  cells. 
an  occasional  r.  b.  c,  and  pus  cells  2-plus. 

Report  on  intravenous  pyelography  (Neo  Skio- 
dan)  of  the  genitourinary  tract,  by  Dr.  John  Knox, 
roentgenologist:  The  pyelogram  of  the  left  kid- 
ney is  normal.  On  the  right  side  the  picture  shows 
a  shadow  extending  from  behind  the  right  ribs, 
across  the  midline  of  the  abdomen,  and  down  be- 
hind the  crest  of  the  ilium — probably  the  right 
kidney. 

Cystoscopy  (Number  24  Cysto-urethroscope) : 
The  bladder  showed  no  pathology.  Regular  ejec- 
tions of  urine  could  be  seen  coming  from  the  left 
ureteral  orifice.  From  the  right  ureteral  orifice 
cloudy  ejections  could  be  seen  coming  at  about  4- 
minute  intervals.  A  number-6  catheter  was  passed 
into  each  ureter,  and  up  into  each  pelvis.  Five 
c.c.  of  urine  drawn  from  the  left  kidney  pelvis  con- 
taining no  pus  and  no  blood:  40  oz.  of  cloudy  fluid 
from  the  right  kidney  pelvis  was  loaded  with  pus 
cells  and  epithelium,  and  contained  an  occasional 
red  blood  cell.  Psp.  test  was:  right  kidney,  no 
dye  in  one  hour;  left  kidney,  3  minutes  appearance 
time;  concentration,  68^c . 

Retrograde  pyelogram  showed  the  left  kidney  to 
be  normal  in  size,  shape  and  position — except  for 
probably  a  little  compensatory  hypertrophy.  The 
right  kidney  picture  showed  that  the  catheter  had 
passed  across  the  spinal  column  toward  the  left 
until   its  tip  had  entered   the  kidney  pelvis  at  a„ 
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right  angle.  The  pyelogram  showed  a  very  large 
shadow  extending  from  behind  the  right  ribs  down 
behind  the  crest  of  the  ilium. 

On  Dec.  4th,  under  gas-ether  anesthesia,  through 
a  right  loin  incision,  a  right  nephrectomy  was  done 
by  enuculation.  Two  cigarette  drains  were  in- 
serted into  the  wound.  Intravenous  glucose  was 
given  to  prevent  dehydration,  acidosis,  nausea  and 
vomiting,  and  as  a  diuretic. 

Pathological  report  by  Dr.  C.  C.  Carpenter, 
Wake  Forest:  Clinical  diagnosis:  Right  hydro- 
nephrosis— very  large  with  kidney  tissue  practi- 
cally destroyed.  Tumor  mass  extended  beyond  the 
midline,  up  under  the  ribs,  and  down  below  the 
crest  of  the  ilium. ' 

Gross  description:  Specimen  consists  of  a  kid- 
ney that  is  18  x  12  cm.  It  appears  to  be  only  a 
shell  of  tissue  that  is  made  up  principally  of  a 
cyst.  The  portion  which  appears  to  be  pelvis  is 
10  cm.  in  diameter.  On  section  the  pelvis  and 
calyces  are  greatly  dilated.  The  cortical  portion 
is  thin  and  reddish  and  grayish  in  color  and  ap- 
pears to  be  slightly  hemorrhagic.  Near  the  middle 
there  is  a  yellowish  gray  nodule  3.5  cm.  in  diam- 
eter that  gradually  fuses  with  the  surrounding  kid- 
ney substance.  It  appears  slightly  encapsulated  at 
one  point.     (2  blocks) 

Microscopic  description:  Section  of  the  kidney 
shows  localized  areas  of  necrosis  that  are  filled 
with  purulent  exudate.  There  is  a  purulent  exu- 
date also  diffusely  scattered  throughout  the  kid- 
ney. 

Following  operation  the  temperature  immediate- 
ly dropped  to  99.1,  pulse  to  80.  The  tempera- 
ture never  rose  above  100,  the  pulse  never  above 
100,  and  there  was  a  gradual  dropping  back  to  nor- 
mal. Drains  were  removed  on  the  8th  and  10th 
days,  stitches  on  the  10th  day.  The  wound  drain- 
ed practically  none  and  healed  by  first  intention. 
There  was  no  bulging  or  hernia.  The  patient  was 
discharged  on  December  19th,  with  urine  essen- 
tially negative,  psp.  elimination  88%. 

Impression:  When  the  patient  was  struck  in 
the  right  kidney  region,  the  kidney  was  knocked 
out  of  its  bed  toward  the  midline  and  downward, 
causing  a  kink  and  complete  blockage  of  the  right 
ureter  at  the  uretero-pelvic  junction  resulting  in 
hydropyonephrosis. 


HOSPITALS 

R    B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


The  Relationship  Between  the  Nurse  and 
Patient 
Much   has  been   said   and   volumes   have   been 
written  about  the  relationship  between  the  doctor 


and  his  patient.  The  author  does  not  remember 
having  ever  read  an  article  on  the  relationship  be- 
tween the  nurse  and  the  patient.  It  would  seem 
that  this  relationship  is  highly  important  and  should 
be  given  more  thought. 

Most  of  the  training  schools'  student  nurses  are 
taught  to  be  courteous,  obliging  and  kindhearted 
to  all  patients  alike.  This,  of  course,  is  the  proper 
training  for  the  establishment  of  the  correct  basis 
to  work  upon;  however,  almost  every  patient  has 
some  peculiar  trait  of  character  which  will  not 
present  itself  unless  the  nurse  has  an  intuition  as 
to  how  to  go  about  the  job  of  having  the  patient 
confide  in  her.  This  intuition  is  one  of  the  most 
valuable  assets  for  any  nurse.  It  may  be  true  that 
she  can  not  create  this  characteristic,  but  she  can 
cultivate  it  and  practice  it  until  she  becomes  an 
expert. 

Tact,  diplomacy  and  dependability  must  exist 
in  any  young  woman  before  she  is  accepted  as  a 
student  nurse.  This  the  hospital  authorities  look 
for  during  the  probation  period.  If  it  is  lacking 
there  is  little  chance  of  making  a  successful  R.N. 
out  of  her.  But,  even  though  she  possesses  these 
splendid  characteristics,  if  she  is  to  be  an  eminent 
success  she  must  develop  and  cultivate  the  finer 
instinct  that  we  choose  to  call  intuition.  The  wri- 
ter has  always  felt  that  intuition  is  one  form  of 
mind  reading  or  mental  telepathy. 

It  is  not  an  uncommon  request  from  a  patient 
that  a  certain  nurse  be  allowed  to  give  her  the 
bath  in  the  morning,  and  that  another  nurse  be 
allowed  to  give  her  an  alcohol  rub  at  bedtime. 
This  request  is  made  because  these  nurses,  quot- 
ing the  patient,  "know  how."  The  truth  of  the 
matter  is  that  they  anticipate  just  how  warm  the 
patient  likes  the  water  and  just  how  much  soap 
she  wants  used;  that  they  anticipate  just  how  hard 
she  wants  to  be  rubbed,  just  where  she  wants  to 
be  rubbed,  and  just  how  long  she  wants  to  be 
rubbed.  Once  these  perfect  services  are  rendered 
to  the  patient  reserve  is  broken  down  and  an  in- 
timacy develops  between  the  patient  and  nurse 
which  is  saturated  with  wholesome  respect  and 
confidence.  A  specialist  once  made  the  statement 
to  me  that  a  professor  of  his  told  the  class,  "First 
do  your  duty  by  your  patient  and  then  demand 
your  fee."  The  author  wishes  to  change  this  a 
little  and  say  to  the  nurse:  First  do  your  duty 
to  the  patient  and  you  will  not  have  to  demand 
anything  because  the  patient  will  freely  bestow 
upon  you  everlasting  gratitude  plus  whatever  sti- 
pend you  are  entitled  to. 

The  highest  ambition  of  the  young  student 
nurse  is  to  be  a  popular  graduate,  and  have  the 
patients  whom  she  has  nursed  during  her  student 
days  to   frequently  call   her   on   special   duty;    to 
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have  the  doctors  for  whom  she  has  worked  make 
a  special  request  that  she  be  called  for  their  pa- 
tients most  in  need  of  special  nursing.  This  am- 
bition can  be  realized,  and  eminent  success  can  be 
obtained,  if  nurses  will  pay  close  attention  to  the 
special  characteristics  of  each  individual  patient, 
for  each  patient  constitutes  a  Chinese  puzzle  for 
the  first  twenty-four  hours  that  the  nurse  is  on 
duty  with  him  or  her.  But,  just  as  all  puzzles  are 
easily  worked  once  they  are  understood,  so  it  is 
with  the  patient  when  once  the  nurse  gains  his 
or  her  utmost  confidence  and  respect. 


CLINICAL  PSYCHIATRY 

Claude  A.  Boseman,  M.D.,  Editor,  Pinebluff,  N.  C. 


The  Depressions  (Continued) 

INVOLUTIONAL  MELANCHOLIA 

Another  type  of  depression  more  severe  and  of 
longer  duration  is  that  type  often  called  by  psych- 
iatrists involutional  melancholia.  This  is  merely  a 
depression  which  occurs  in  the  involutional  period 
and,  since  at  that  time  considerable  physical 
changes  are  taking  place,  depression  in  this  period 
is  often  so  severe  that  it  takes  on  characteristics 
somewhat  different  from  simpler  depressions  pre- 
viously described.  The  involutional  period  in  wo- 
men occurs  at  the  menopause  at  about  45.  There 
is  also  apparently  an  involutional  period  in  men 
which  occurs  later,  from  50  to  55.  Depressions 
in  men  in  this  period  are  very  similar  to  those  oc- 
curring in  the  women  in  the  menopause;  hence 
both  are  called  involutional  melancholia.  It  is 
important,  however,  to  think  of  involutional  melan- 
cholia merely  as  a  depression  and  not  as  a  separate 
entity.  This  depression  is  generally  of  rather  long 
duration,  about  a  year  or  two,  and  often  patients 
do  not  recover  at  all. 

Involutional  melancholia  is  characterized  by  de- 
pression along  with  considerable  agitation.  Such 
patients  walk  the  floor,  wringing  their  hands,  moan- 
ing and  uttering  such  exlamations  as,  "all  is  lost, 
there  is  no  hope  for  me,  everything  has  changed," 
or  they  may  feel  that  they  have  committed  the 
"unpardonable  sin"  and  that  there  is  no  hope  for 
them  either  in  this  life  or  in  the  life  to  come.  Often 
various  somatic  complaints  accompany  this,  with 
feelings  that  the  stomach  has  gone,  that  the  bowels 
are  completely  stopped  up,  or  that  one  is  unable 
to  breathe. 

Patients  of  this  sort  suffer  intensely,  and  no 
amount  of  argument,  persuasion,  or  reassurance  has 
any  effect.  The  chief  thing  that  can  be  done  is 
to  try  to  get  the  patients  to  engage  in  some  sort  of 
activity  to  direct  their  minds  away  from  them- 
selves.    This  is  quite  difficult,  because  the  depres- 


sion is  so  deep  that  considerable  retardation  is 
present.  These  patients  take  a  long  time  to  reply 
to  a  question,  not  because  they  are  indifferent  or 
do  not  intend  to  reply  but  because  a  very  great 
effort  is  necessary  to  muster  sufficient  energy  and 
thought  to  make  any  reply.  Often  patients  will 
wait  10  or  15  minutes  before  replying,  and  unless 
sufficient  time  is  given  the  doctor  will  feel  the 
patient  is  indifferent  and  does  not  intend  to  make 
any  reply.  Psychotherapy  is  also  of  benefit,  but 
this  consists  almost  entirely  of  listening  to  the  pa- 
tient day  after  day,  who  goes  a  considerable  period 
merely  repeating  his  exclamations  of  worry  and 
suffering  without  revealing  anything  of  his  mental 
content.  The  underlying  feelings  of  guilt  which 
are  so  considerable  and  so  overpowering  are  gener- 
ally arrived  at  only  after  a  long  period  of  listening 
to  the  patient's  reiterated  statements  of  woe.  The 
sense  of  guilt  which  is  expressed  by  patients  saying 
that  they  have  committed  the  unpardonable  sin 
is  often  apparently  a  nebulous  sort  of  thing,  and 
most  psychiatrists  are  quite  unable  to  find  out  just 
exactly  what  the  patient  considers  the  unpardon- 
able sin.  These  patients  not  only  feel  gnilty  but 
unworthy  and  the  most  despicable  of  mankind. 
Often  they  implore  the  doctor  to  kill  them,  and 
this  may  be  the  only  conversation  with  the  physi- 
cian for  months. 

This  sense  of  guilt  and  ideas  of  the  unpardonable 
sin  are  often  consciously  attached  to  something 
which  people  ordinarily  consider  trivial.  Under- 
lying psychogenic  factors,  going  back  into  child- 
hood and  having  to  do  with  suppressed  sadism,  are 
really  the  cause  of  the  sense  of  guilt. 

These  patients,  being  too  good  to  express  sadis- 
tic or  aggressive  emotions  towards  other  people, 
finally  find  themselves  with  such  an  overwhelming 
accumulation  of  aggression  which  they  are  unable 
to  turn  outward  that  they  can  only  turn  it  upon 
themselves.  Instead  of  saying:  I  hate  the  world 
or  I  hate  my  wife  or  my  husband,  which  ideas 
would  be  unworthy,  such  a  patient  will  say,  "I 
hate  myself  and  will  bring  about  my  own  destruc- 
tion psychically  if  possible." 

This  type  of  mental  sickness  is  illustrated  by  the 
following  case:  A  woman,  aged  44,  admitted  to 
the  hospital  on  April  15th,  1936,  remained  until 
July  5th,  and  her  condition  was  diagnosed  involu- 
tional melancholia.  The  family  history  revealed 
nothing  of  mental  or  nervous  diseases.  The  father 
had  died  at  the  age  of  61  of  heart  disease.  The 
mother,  living  and  well  at  65,  was  a  stable,  under- 
standing and  capable  woman.  A  twin  sister, 
heaithy,  quite  stable,  was  living  a  happy  married 
life.  There  was  one  brother,  three  years  younger 
than  the  patient  to  whom  the  patient  was  strongly 
attached.  They  were  very  affectionate  in  their 
relationship  to  each  other  and  expressed  this  af- 
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fection  by  a  considerable  amount  of  embracing, 
kissing,  etc.  All  of  the  family  were  deeply  religious 
and  high  moral. 

The  patient  had  finished  high  school  and  taken 
a  business  course  after  which  she  worked  in  an 
office  as  stenographer.  Here  she  was  successful  and 
considered  highly  competent  by  her  employer.  After 
five  or  six  years  of  employment  she  had  married 
and  lived  happily  with  her  husband  as  she  thought 
until  the  present  illness.  She  had  married  her 
husmand  because  he  was  "such  a  good  man."  He 
neither  smoked  nor  drank  nor  had  any  other  faults. 
There  had  been  two  children — one  was  living  and 
well  at  the  age  of  8;  the  other,  at  the  age  of  four, 
had  burned  to  death  in  a  fire  in  the  backyard.  The 
patient's  inability  to  save  this  child  had  caused 
her  great  grief. 

The  patient  had  had  no  illnesses  since  the  usual 
diseases  of  childhood,  no  operations,  no  accidents; 
the  menstrual  history  had  been  uneventful  up  until 
the  past  six  months  at  which  time  the  periods  had 
been  irregular,  going  two  or  three  months  without 
one,  and  then  scanty  and  lasted  only  a  short  while. 
She  had  never  been  stout,  but  during  the  past  few 
months  she  had  lost  considerable  of  what  little 
weight  she  had.  She  ate  only  with  considerable 
coaxing,  and  then  very  scantily.  Her  sleep  was 
fair  and  she  refused  to  take  sedatives. 

The  patient  dated  the  present  illness  back  to 
about  one  year  at  which  time  she  visited  an  aunt 
in  a  distant  city  and  there  was  thrown  much  of 
the  time  in  the  company  of  a  male  cousin  of  whom 
she  had  been  very  fond  in  her  early  life.  During 
this  visit  there  was  considerable  intimacy,  physical 
as  well  as  otherwise  with  the  cousin.  He  kissed 
and  caressed  her  frequently  though  sexual  inter- 
course did  not  take  place.  The  patient  had  always 
been  a  deeply  religious,  high  moral  person  who 
censured  herself  for  her  thoughts  as  well  as  her 
actions. 

After  returning  home  from  this  visit,  she  felt 
considerably  worried,  grieved  and  depressed  at 
what  she  considered  her  misconduct.  At  this  time, 
she  did  not  confide  in  her  husband  or  mother.  She 
spent  considerable  time  in  prayer  and  meditation, 
seeking  forgiveness  for  her  sins.  Later,  she  did 
confess  to  her  husband  who  told  her  there  was 
nothing  for  her  to  blame  herself  about,  did  what 
he  could  to  reassure  and  comfort  her  and  cheer  up, 
but  to  no  avail.  Finally  on  the  advice  of  her  fam- 
ily physician  who  realized  that  the  mental  condi- 
tion was  rather  serious,  she  came  to  the  sanitarium 
for  rest  and  treatment.  This,  she  did  because  her 
husband  insisted,  but  feeling  perfectly  sure  herself 
that  she  was  entirely  beyond  the  pale,  that  there 
was  no  hope  for  her,  and  that  no  one  could  benefit 
her. 


Upon  admission  to  the  hospital,  she  was  very 
tense,  agitated,  hardly  able  to  sit  in  a  chair  though 
she  was  much  more  restrained  and  self-contained 
than  is  ordinarily  true  of  those  afficted  with  invo- 
lutional melancholia.  Her  chief  ideas  centered 
around  the  fact  that  she  had  committed  an  un- 
pardonable sin.  She  felt  that  this  sin  consisted 
not  of  her  relationship  with  her  cousin  but  of 
having  lost  contact  with  God.  Where  formerly  she 
had  spent  much  time  in  prayer,  she  now  felt  that 
she  was  unable  to  approach  God  in  prayer,  that 
she  was  out  of  contact  with  God,  and  that  she 
had  no  hope  of  forgiveness.  She  would  read  her 
Bible  considerably,  but  felt  that  it  did  not  make 
the  impression  on  her  that  it  should  and  that  she 
received  no  comfort  from  it.  This,  she  felt  to  be 
a  sign  of  degradation  and  hopelessness  on  her  part. 
During  her  stay  in  the  hospital,  she  had  psycho- 
therapy with  another  physician,  and  I  am  unable 
to  give  the  details  of  the  treatment.  During  all 
of  her  stay  in  the  hospital,  she  insisted  that  she 
was  no  better,  that  she  never  would  get  any  better, 
and  that  her  husband  was  merely  wasting  money 
which  he  could  ill  afford  to  spend.  She  thought 
that  suicide  was  the  only  solution  but  was  unwill- 
ing to  use  this  method  of  escape  because  she  con- 
sidered it  sinful.  When  she  was  in  the  hospital, 
she  lived  in  an  open  hall,  was  entirely  free  to  go 
and  come  as  she  pleased.  She  was  always  friendly 
and  helpful  towards  other  patients  as  far  as  she 
was  able  and  was  always  willing  to  enter  into  any 
activities  though  she  did  it  from  a  sense  of  duty 
and  not  from  any  desire  on  her  part  to  amuse  her- 
self. She  remained  in  the  hospital  only  three 
months  and  then  insisted  on  going  home  because 
she  felt  that  she  was  not  being  benefited,  that  she 
could  not  be  benefited  anywhere,  and  that  she 
might  as  well  be  at  home  where  she  could  live 
more  cheaply.  She  left  the  hospital  apparently  in 
exactly  the  same  condition  as  when  she  arrived. 
She  felt  that  she  had  not  improved  in  the  least 
and  was  sure  that  she  never  would  improve.  After 
her  discharge  on  July  5th,  last,  nothing  further 
was  heard  from  her  until  the  following  Christmas 
at  which  time  she  wrote  one  of  the  physicians  that 
he  would  be  surprised  to  know  that  she  was  well  on 
the  road  to  recovery,  that  she  was  visiting  some 
relatives,  enjoying  herself  and  felt  that  she  was 
practically  well.  Just  what  brought  this  change 
about  I  am  unable  to  say.  Time  must  have  had 
something  to  do  with  it,  and  I  think  possibly  the 
psychotherapy  she  received  in  the  hospital  con- 
tinued to  exert  some  influence  on  her  after  she 
had  gone  home. 

The  duration  of  this  illness  was  about  two  years, 
which  is  usually  the  case  in  involutional  melan- 
cholia.   Often  these  patients  do  not  recover  at  all 
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but  continue  to  spend  their  days  in  a  mental  hos- 
pital bewailing  their  fate  and  lamenting  their  sin- 
fulness. Probably  no  patient  suffers  so  intensely 
as  do  these.  If  they  can  be  aided  in  expressing 
their  sadistic  emotions  to  someone,  preferably 
the  physician,  they  often  find  some  relief  because 
then  they  free  some  of  the  energy  which  goes  to- 
wards self-accucation.  At  any  rate,  any  sort  of 
treatment  is  long-drawn-out,  tedious,  and  often 
painful  to  the  physician. 


CLINICAL  CHEMISTRY  &  MICROSCOPY 

C.  C.   Carpenter,  B.A.,  M.D.,  F.A.C.P.,  Editor 
Wake  Forest,  N.  C. 


Abdominal  Pain  in  Women 
I  have  observed  over  a  good  period  of  time  that 
one  of  the  most  frequent  conditions  under  which 
error  in  diagnosis  is  made  is  abdominal  pain  in 
girls  of  12  to  16  years  of  age.  As  would  be  ex- 
pected, the  most  frequent  diagnosis  is  acute  appen- 
dicitis. At  our  staff  conferences  at  Rex  Hospital 
I  have  repeatedly  called  attention  to  this  observa- 
tion. 

Our  interest  in  this  problem  has  been  increased 
by  the  report  of  Wharton  and  Henriksen  on  Studies 
in  Ovulation  in  the  Journal  of  the  A.  M.  A.  of  Oc- 
tober 31st,  last.  They  report  on  a  clinical  study 
of  61  cases  of  periodic  intermenstrual  pain,  30 
of  which  were  subjected  to  laparotomy.  Again, 
as  one  would  expect,  in  their  series  acute  appen- 
dicitis was  the  most  frequent  preoperative  diagno- 
sis. Also,  according  to  their  observations  70  per 
cent,  complained  of  th?  symptom  before  the  20th 
year.  They  describe  two  types  of  pain  which  we 
have  also  observed:  one.  the  marked  acute  attack; 
the  other  characterized  by  repeated  attacks  of  ab- 
dominal pain  over  a  period  of  months  or  years. 
In  our  histories,  we  have  not  had  recorded  the 
relation  of  the  pain  to  the  menstrual  cycle,  but 
we  notice  that  the  patients  with  the  history  of 
repeated  attacks  constitute  a  slightly  older  group. 
It  may  be  that  in  this  group  the  surgeon  has  post- 
poned operation  until  he  is  afraid  to  do  so  longer, 
or  the  attacks  have  not  been  severe  enough  to 
cause  the  patient  to  consult  the  surgeon. 

It  appears  that  the  period  of  ovulation  has  been 
fairly  well  established  as  being  from  10  to  15  days 
before  the  onset  of  menstruation.  In  Wharton  and 
Henriksen's  series,  they  report: 

"Of  the  61  patients.  4S  gave  the  exact  time  at  which 
they  felt  the  pain.  The  majority  occurred  between  the 
10th  and  the  12th  day.  with  five  cases  occurring  on  the 
10th,  nine  on  the  11th,  18  on  the  12th,  seven  on  the  13th, 
six  on  the  14th.  and  two  on  the  15th  day  after  the  onset 
of  the  previous  period.  One  patient  placed  the  onset  of 
the  pain  seven  days  after  the  onset  of  the  cycle.     Admit- 


ting the  notorious  inaccuracy  of  the  catamenial  calendar, 
in  the  majority  of  the  typical  cases  the  pain  occurred  at  a 
fairly  definite  period  on  each  occasion.  If  the  pain  tend? 
to  occur  each  month  month,  most  of  the  patients  can 
predict  with  fair  accuracy  the  day  of  its  next  appearance 
and  the  date  of  the  next  mensis." 

The  surgeon  should  be  interested  in  both  the 
acute  type  and  the  type  that  complains  of  repeat- 
ed, less  severe  attacks  as  well,  but  it  would  appear 
that  there  should  be  fewer  errors  in  diagnosis  in 
the  latter.  Because,  as  Wharton  says,  "When  a 
young  woman  presents  herself  with  acute  pain  in 
the  right  lower  quadrant,  nausea,  a  temperature 
101  F.  and  a  leukocytosis  of  12,000  or  more,  it 
would  require  extreme  self  confidence  to  advis° 
anything  but  exploration  of  the  right  lower  quad- 
rant." Yet,  in  the  acute  type,  by  attention  to  the 
period  in  the  cycle  at  which  time  the  pain  occurs, 
and  a  consideration  of  the  other  diagnostic  fea- 
tures, the  surgeon  would  be  able  to  greatly  reduce 
the  number  of  errors  in  diagnosis.  Hoyt  and  Meigs 
reported  in  Surgery,  Gynecology  &  Obstetrics,  62: 
114-117  (Jan.),  1936,  a  series  of  58  cases  seen 
between  1929  and  1934  in  which  17  were  correctly 
diagnosed  although  a  laparotomy  was  performed. 
Although  the  diagnosis  of  these  conditions  is 
difficult,  Wharton  and  Henriksen  have  presented 
some  points  that  may  be  observed  in  making  a 
differential  diagnosis.    They  say: 

"Nevertheless,  this  syndrome  presents  a  clinical  picture 
with  definite  characteristics  which  usually  differentiate  it 
rather  sharply  from  acute  appendicitis.  The  history  is 
often  significant  for,  as  we  said,  in  more  than  half  one 
will  find  that  there  have  been  former  similar  attacks  and 
that  they  have  always  occurred  between  menstrual  periods, 
usually  in  the  midmenstrual  interval.  The  character  of 
the  former  attacks  is  also  significant,  in  that  they  have 
usually  been  short,  with  prompt  convalescence,  resmbling 
dysmenorrhea  more  than  appendiceal  colic.  Rectal  pain, 
leukorrhea  and  at  times  a  little  vaginal  bleeding  and  blad- 
der symptoms  may  be  present.  One  of  our  patients  has 
slight  diarrhea,  probably  due  to  rectal  irritation,  just  as 
one  may  see  in  a  pelvic  abscess.  In  general,  the  history  is 
usually  more  suggesttive  of  a  gynecologic  than  of  an  intes- 
tinal disorder. 

The  gynecologic  examination  shows  that  the  whole  pelvis 
is  tender,  although  this  is  usually  more  marked  on  one 
side." 

It  is  to  be  hoped  that  the  surgeons  who  are 
having  routine  examinations  made  of  tissue  remov- 
ed at  operation  will  give  with  the  history  the  re- 
lation of  the  pain  to  menstruation  and  mention  the 
condition  of  the  ovaries  found  at  operation.  Then, 
by  combined  study,  we  should  be  able  to  contribute 
to  the  knowledge  of  ovulation,  and  at  the  same  time 
greatly  reduce  the  operative  error  in  women  during 
the  vears  of  ovulation. 


-s.  M.   &  8.- 


Beware  of  assuming  that  the  state  of  one  found  uncon- 
,-cious  is  due  to  drunkenness,  even  though  the  smell  of 
alcohol  be  strong  on  his  breath. 
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EYE.  EAR,  NOSE  AND  THROAT 

V.  K.  Hart.  M.D.,  Editor,  Charlotte,  N.  C. 


Drowning  Secondary  to  Perforation  of  Ear 
Drum 

It  has  never  occurred  to  the  writer  that  drown- 
ing might  occur  secondary  to  perforation  of  the 
ear  drum.  However,  no  less  an  authority  than 
Wittmaack1  makes  this  assertion. 

He  established  the  fact  that  rabbits  that  have 
had  an  ear  drum  punctured,  drown  beyond  a  cer- 
tain depth  (more  than  20  cm.)  Similarly  he  as- 
sumes a  human  with  an  open  middle  ear  may  find 
disaster  beyond  a  pressure  of  ]/>  m.  How  he 
arrives  at  this  figure  is  not  stated. 

The  explanation  is  relatively  simple.  As  the 
depth  increases,  the  pressure  increases.  Water  is 
thereby  forced  into  the  exposed  mouth  of  the  eus- 
tachian tube.  The  normal  contracture  gives  way 
on  reaching  a  certain  pressure,  and  water  pours 
into  the  nasopharynx  and  thence  into  the  larynx 
and  trachea.     Drowning  follows. 

The  statement  is  also  made  that  during  diving 
the  nares  are  too  small  to  let  our  air  and  admit 
water  at  the  same  time.  This  does  not  seem  as 
reasonable  an  explanation  as  that  the  initial  rapid 
descent  in  diving  head  first  gives  no  time  for  water 
pressure  to  assert  itself.  The  nose  is  literally  run- 
ning ahead  of  the  water.  Quite  a  different  situa- 
tion arises  when  one  jumps  feet  first.  He  instinct- 
ively holds  the  nose  to  guard  against  water  pressure 
direct  into  the  nasal  cavities.  Sufficient  depth, 
even  diving  head  first,  may  compress  the  air  and 
force  water  into  the  nasopharynx,  some  or  all  of 
which  may  be  swallowed. 

One  is  led  to  believe  that  this  swallowing  does 
pot  occur  when  water  is  admitted  by  the  eustachian 
tube  and  that  the  water  goes  direct  into  the  res- 
piratory tract.  This  does  not  seem  reasonable. 
There  is  no  reason  why  the  swallowing  reflex  should 
not  be  produced.  In  both  instances  water  is  enter- 
ing the  nasopharynx. 

There  is  another  objection  to  the  assumption. 
The  time  elapsing  from  the  time  one  strikes  the 
water  until  reappearance  at  the  surface  is  quite 
short.  Certainly  so  at  ordinary  heights.  At  great- 
er heights,  more  time  elapses  because  of  greater 
depth  reached  with  its  greater  pressure.  In  this 
instance  it  is  believed  drowning  would  be  more  apt 
to  occur.  Obviously  there  is  more  time  for  the 
entrance  of  water  into  the  respiratory  tract  as  well 
as  by  greater  pressure. 

Lastly,    most   people   who   have    perforated   ear 

'■     Remarks   on   Sudden  Drowning  Due  to  the   Presence 
or   Sudden   Occurrenci    of  a   Perforation   of  the   Ear 

.bruin  \Viti,,i;jack.  K.  Deutsche  Medicinische 
Wochenschrift,  62:  132'j,  Auk.  14th.  1936  Abstract 
appearing  in  International   Med.  Digest.  :_">  I'M.  Xm, 


drums  are  forewarned  as  to  water.  Either  a  phy- 
sician's warning  or  previous  experience  with  a  re- 
curring discharge  incidental  to  swimming  keeps 
them  out  of  water. 

In  summary,  it  is  conceded  that  drowning  might 
occur  due  to  a  perforation  of  the  ear  drum.  From 
a  practical  standpoint  it  would  seem  unlikely  and 
unusual.  The  ordinary  hazards  of  middle-ear  sup- 
puration are  of  themselves  sufficient  justification 
to  keep  a  patient  with  a  defective  ear  drum  out  of 
water,  and  the  physician  should  so  emphasize  these 
hazards. 

S.   M.   &   S. 

HISTORIC  MEDICINE 

For  this  issue,  Charles  A.  Misenheimer,  M.D.**  (late  of) 
Charlotte,  N.  C. 


Address  to  the   Fourth  Annual  Meeting  of 
the  North  Carolina  Nurses'  Association*  _ 

Madam  Chairman,  Ladies  of  the  Nurses'  Asso- 
ciation of  North  Carolina,  Ladies  and  Gentlemen: 
When  first  asked  to  give  you  an  address  of  wel- 
come to  our  city  I  hesitated  because  I  knew  that 
I  could  not  do  the  people  of  Charlotte  justice  in 
this  cause.  I  am  glad  to  say  to  you  that  this 
town  is  delighted  to  have  you  here,  and  the  Trus- 
tees of  Elizabeth  College1  are  more  than  glad  to 
turn  this  college  and  its  grounds  over  to  you  for 
your  meetings  and  for  classic  communion.  This 
is  a  very  appropriate  and  pleasant  place  for  you 
to  convene;  this  being  an  institution  for  the  higher 
education  of  women  would  alone  make  it  most 
suitable,  as  your  association  is  composed  of  ladies 
of  a  very  select  class  in  higher  education.  Accord- 
ing to  the  reports  of  the  largest  and  best  hospitals, 
out  of  1.000  applicants  no  more  than  100  are  se- 
lected, and  out  of  this  group  of  100  only  25  are 
found  to  be  fitted  for  the  work  at  the  end  of  the 
three  years  necessary  to  train  a  nurse.  This  gives 
us  some  idea  of  the  material  from  which  trained 
nurses  are  made.  What  wonder  then  that  these 
well  disciplined  women  are  welcome  in  any  home 
and  bring  instant  comfort  to  the  sick:  for  only 
those  that  have  taken  a  full  course  of  training  and 
have  passed  their- examinations  and  are  found  to 
be  qualified  in  heart,  head  and  hand  can  enter  the 
doors  of  your  association. 

This  is  your  fourth  meeting.  Your  society  is 
young,  but  when  you  come  to  consider  the  age 
of  the  trained  nurse  in  this  State  you  will  think  it 
has  grown  very  rapidly.  Only  10  years  ago  the 
trained  nurse  made  her  appearance  here.  Less  than 
20  years  ago  I  moved  to  this  city:  we  had  then  a 

•This  Address,  delivered  in  1906,  is  here  published  for 
the-  first  time. 

•*Dr.  Misenheimer  died  .June  23rd.  1930. 


1.     The  present  Presbyterian  Hospital  is  boused   in   the 
building  erected  for  Elizabeth  College. 
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population  of  11,000  inhabitants;  no  white  nurses, 
only  the  ante-bellum  colored  nurses  to  depend 
upon  for  all  purposes.  One  of  these  generally 
nursed  the  children  and  cleaned  up  the  house  and 
looked  after  the  sick  when  she  had  time. 

About  this  time  Miss  Mary  Sharpe  from  the 
mountains  of  North  Carolina  was  called  to  take 
charge  of  St.  Peter's  Hospital — to  do  the  cooking, 
housekeeping  and  nursing — which  she  did  and  did 
well,  for  that  era  of  nursing  in  this  town.  A  little 
later  Octa  Bryce  was  called  to  assist  her;  as  there 
were  more  patients,  it  was  necessary  to  have  a 
cook  and  assistant  nurse.  These  two  comprised  the 
nearest  approach  to  a  trained  nurse  that  Charlotte 
could  boast  of  until  10  years  ago,  when  three  of 
us  doctors  decided  to  open  a  hospital  to  be  known 
as  the  Private  Hospital  of  Charlotte,  and  one  of 
your  number,  Miss  May  E.  Williams,  was  chosen 
to  take  charge  of  this  institution. 

Miss  Williams  was  the  first  trained  nurse  to 
locate  in  this  town  and  I  am  glad  to  say  she  is 
still  here.  Very  soon  she  was  followed  by  others, 
one  at  St.  Peter's  and  one  at  the  Good  Samaritan. 
and  shortly  after  this  a  Training  School  for  Xurses 
was  established  at  St.  Peter's.  A  few  years  later 
the  Private  Hospital  was  converted  into  the  Pres- 
byterian Hospital  and  a  training  school  established 
there.  Now  we  have  three  training  schools  for 
nurses  in  this  town;  all  doing  a  noble  work  and 
turning  out  nurses  that  are  an  honor  to  the  hos- 
pitals and  to  the  communities  in  which  they  locate. 
Today  we  can  boast  of  28  trained  nurses  practicing 
their  profession  in  Charlotte. 

It  is  through  your  assistance  that  we  are  doing 
as  good  work  in  the  medical  and  surgical  field  in 
North  Carolina  as  can  be  found  anywhere,  and 
we  of  the  medical  profession  of  this  State  are  proud 
of  our  nurses  and  will  aid  and  abet  them  in  all  of 
their  undertakings.  There  has  been  more  progress 
made  in  our  science  since  the  introduction  of  the 
trained  nurse  as  a  factor  in  healing  than  there  had 
been  for  200  years  previously.  Only  38  years  ago 
training  schools  were  opened  in  this  country  for 
the  preparation  of  nurses,  and  only  a  few  years 
previous  to  this  date  were  they  opened  in  Europe. 
Less  than  50  years  ago  Florence  Nightingale  open- 
ed the  first  school  to  train  nurses.  At  that  time 
she  claimed  that  the  mortality  of  soldiers  in  camp 
should  be  reduced  to  one-half  of  what  it  was  at 
home.  That  was  a  bold  assertion  but  it  was  left 
for  the  Japanese  to  prove  that  it  could  be  done — 
which  they  did  in  their  late  war  with  Russia,  and 
it  was  all  done  strictly  along  the  lines  promulgated 
by  Miss  Nightingale  nearly  50  years  ago. 

Miss  Clara  Barton  has  done  a  great  deal  for 
your  profession.  Through  her  persistent  efforts 
she  has  got  the  civilized  world  to  bow  with  respect 
to  the  insignia  of  your  profession  and  now  when 


the  Red  Cross  flag  is  unfurled  it  is  respected  and 
protected  by  friend  and  foe.  Now  you  will  find  it 
waving  in  the  breezes  of  all  climes.  Now  it  is  the 
most  conspicuous  thing  to  be  found  in  the  midst 
of  every  calamity.  Let  it  be  war;  let  it  be  flood; 
let  it  be  fire,  famine  or  pestilence — anywhere  and 
everywhere  from  the  famine-stricken  regions  of 
Russia  to  the  earthquakes  of  California;  from  the 
forest  fires  of  the  North  to  the  hurricane-swept 
islands  of  the  South;  there  you  will  find  trained 
nurses  to  take  charge  and  give  aid  and  comfort  to 
the  helpless — no  creed,  no  color,  no  nationality 
there,  all  are  treated  alike. 

In  our  late  crisis  on  the  Pacific  how  many  of 
you  were  anxious  to  drop  your  work  and  go  to 
render  assistance — having  no  fears  for  self,  neither 
from  the  quaking  earth  nor  from  the  pestilence 
that  is  liable  to  follow  in  the  wake  of  such  disas- 
ters! As  usual  with  your  profession  self  is  never 
considered. 

The  progress  in  your  profession  has  more  than 
kept  pace  with  the  progress  in  all  other  lines.  You 
should  be  proud  of  your  popularity  and  the  prog- 
ress that  you  are  making  in  this  State.  In  the 
past  decade  your  profession  has  grown  from  one 
that  had  no  demands  to  one  where  the  demands  far 
exceed  the  available  supply.  If  this  thing  keeps 
up,  we  will  be  compelled  to  have  a  law  enacted  to 
prohibit  the  marriage  of  trained  nurses  until  the 
supply  and  demand  are  more  equal. 

Now  ladies  of  the  Nurses'  Association,  I  am 
glad  you  are  here;  the  directors  of  this  institution 
are  glad  you  are  here;  the  medical  profession  of 
Charlotte  and  the  profession  of  the  State  now  as- 
sembled here  are  glad;  and  last,  but  not  least,  the 
entire  population  of  Charlotte  are  glad  that  you 
are  assembled  in  our  city  for  the  first,  but  I  hope 
not  the  last,  time.  Hence  I  can  say  to  you  that 
the  city  is  yours  and  we  hope  that  you  will  have  a 
highly  profitable  meeting  in  connection  with  the 
best  time  you  all  have  ever  had  in  your  lives. 


PEDIATRICS 

G.  W.  Kutsches,  M.D.,  F.A.A.P.,  Editor,  AshevMe,  N.  C. 


Alkaligines  Bookeri  Meningitis 

This  report  of  a  case  of  meningitis,  with  recov- 
ery, due  to  Alkaligines  bookeri  is,  so  far  as  my 
investigations  have  gone,  unique;  no  other  case 
having  been  found  reported  in  the  literature. 

A  laboratory  report  of  a  gram-negative  bacillus 
in  the  spinal  fluid  suggests  at  once  a  hopeless  prog- 
nosis. When  confronted  with  such  a  report  in 
August,  1936,  an  article  by  Gatewood  in  the  June, 
1931,  issue  of  American  Journal  of  Surgery  was 
recalled,  wherein  recoveries  followed  meningitis  due 
to  Bacillus  jaecalis    alkaligines ,    a    gram-negative 
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organism.  In  this  case  the  local  laboratory's  find- 
ings indicated  the  presence  of  that  organism;  but, 
since  the  facilities  of  this  laboratory  were  limited 
in  comparison  to  those  of  a  Federal  laboratory,  a 
sample  of  the  spinal  fluid  was  sent  off  for  exam- 
ination and  report. 

In  his  search  for  the  cause  of  infantile  diarrhea, 
\Y.  D.  Booker,  in  1886,  recovered  from  the  feces 
of  a  child  with  cholera  infantum  a  gram-negative 
motile  bacillus  possessing  peculiar  cultural  charac- 
teristics. Booker  called  it  Bacillus  A,  and  believed 
it  to  be  the  cause  of  cholera  infantum.  Because  it 
l.as  retained  its  identity  bacteriologists  have  known 
it  as  Bacillus  bookeri,  and  in  the  newer  nomen- 
clature, as  Alkaligincs  bookeri. 

From  Booker  original  report: 

Bacillus  A — Found  in  cholera  infantum. 

Morphology — Varies  somewhat  in  different  stages  of 
growth.  In  fresh  cultures  the  bacilli  are  narrow  with 
rounded  ends  and  varying  in  length,  sometimes  growing 
into  long  rods  or  dividing  into  twos.  The  average  size  in 
agar  culture  twenty-four  hours  old  is  3  to  4  microns  x  .7 
micron  wide.  In  older  cultures  the  bacilli  show  active 
motion  in  hanging-drop  preparations. 

Gelatine — The  organisms  liquefy  gelatine  rapidly  at  or- 
dinary temperatures. 

Potato  culture — The  growth  is  luxuriant,  of  a  dirty 
brown  color,  raised  slightly  above  the  surface  and  has  well 
defined  borders. 

Action  on  milk — Milk  is  coagulated  into  a  gelatinous 
mass  with  alkaline  reaction — the  reaction  becomes  alkaline 
when  the  organism  is  added  to  acid  milk. 

By  animal  inoculation,  Booker  was  able  to  prove 
that  this  organism  was  pathogenic.  His  original 
work  did  not  mention  the  fermentation  reaction  of 
the  organism  on  sugar  media.  Today  we  know 
that  inoculation  with  this  organism  does  not  pro- 
duce fermentation  in  any  of  the  carbohydrate  cul- 
ture media. 

History  oj  Instant  Case 

A  white  infant  girl,  born  two  months  premature- 
ly, was  so  feeble  that  she  was  not  weighed  accu- 
rately until  she  was  three  weeks  old  when  she 
weighed  4^  pounds.  At  four  months  she  weighed 
9  7/16  pounds.  Good  health  had  been  enjoyed 
unt.l  at  4y2  months  she  suddenly  refused  her  for- 
mula, cried  when  handled,  and  refused  to  lie  on 
her  back.  The  following  day  her  t.  was  104,  and 
for  this  reason  she  was  brought  to  the  office  for 
examination.    She  had  never  had  diarrhea. 

Urine  examination  was  negative,  hgbn.  67%; 
r.  b.  c.  4,650,000;  w.  b.  c.  20,000— polys.  69  (seg. 
54,  non-seg.  15),  lymphs.  32,  trans.  8,  bas.  1;  t. 
104,  r.  24,  p.  140.  The  only  positive  findings  were 
a  moderate  degree  of  opisthotonos  so  that  the 
shoulders  were  elevated  from  the  bed,  a  stiff  neck, 
a  rigid  spine  and  apparent  general  muscular  pain 
when  handled.  No  other  abnormal  sign  or  reflex 
of  meningitis  ever  developed.  After  repeated  fail- 
ures to  enter  the  spinal  canal,  a  cistern  puncture 


produced  blood-tinged  spinal  fluid.  The  fluid  pres- 
sure was  gradually  reduced  from  18  mm.  Hg.  to 
normal.  Direct  smears  of  the  spinal  fluid  at  first 
showed  no  organisms,  but  later  taps  showed  gram- 
negative  bacilli,  positive  globulin,  cell  count  of  150, 
with  polys,  predominating,  sugar  reduced,  and  on 
72-hour  culture  a  gram-negative  motile  bacillus 
was  recovered. 

This  culture  was  reported  by  the  hospital  labor- 
atory as  probably  Bacillus  jaecalis  alkaligines.  Ad- 
ditional tests  showed  rapid  clearing  of  the  fluid 
to  normal;  but  twice  the  cultural  findings  were 
identical  to  those  of  the  first  tap.  A  sample  of 
this  fluid  was  sent  to  the  National  Institute  of 
Health,  United  States  Public  Health  Service,  Wash- 
ington, and  from  this  Institute  a  report  of  Bacillus 
bookeri  was  received,  based  on  the  following  reac- 
tions: 

Morphology — a  small  gram-negative  rod,  motile. 

Plain  agar — abundant  growth. 

Potato — growth  abundant,  turns  brown. 

Gelatin — liquefied. 

Blood  serum — suggestion  of  slow  liquefaction. 

Litmus  milk — in  24  hours  alkaline  in  reaction  with  some 
clearing  in  the  upper  portion.  In  six  days,  casein  was 
almost  completely  digested.  Litmus  was  reduced  and  me- 
dium appeared  yellow.  No  fermentation  of  glucose,  lac- 
tose, sucrose,  adonitol,  arabinose,  galactose,  dulcitol,  dex- 
trin, starch,  glycerine,  rinosital,  mannital,  affinose,  salicin, 
sorbital,  trehalose,  or  xylose.     Reaction  alkaline. 

Methyl  red — negative. 

Voges  Proskaur — negative. 

Nitrates — not  reduced. 

Indole — not  produced. 

The  child  was  never  considered  seriously  ill  and 
recovered  promptly,  being  discharged  from  the 
hospital  on  the  fourth  day  with  a  temperature  of 
100  to  recover  at  home.  Five  days  later  another 
cistern  puncture  was  done  because  of  a  return  of 
the  neck  rigidity  and  a  t.  of  103.  At  this  time 
there  was  no  growth  on  culture  and  aside  from  a 
slightly  increased  pressure  the  fluid  was  normal. 
Further  taps  were  unnecessary.  The  child  has 
shown  no  sign  of  any  residuum.  A  staphylococcus 
aureus  and  albus  pyelitis  with  recovery  has  been 
her  only  illness  during  the  five  months  that  have 
elapsed  since  the  attack  of  meningitis.  The  child 
is  gaining  rapidly  and  at  nine  months  is  standing 
alone,  and  is  unusually  active  and  alert. 
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Sugar  by  mouth  and  glucose  solution  by  vein  and  rectum 
in  large  quantities  are  recommended  (La  presse  medicate) 
in  cases  of  mushroom  poisoning. 


SOUTHERN  MEDICINE  AND  SURGERY 


February,  1937 


RADIOLOGY 

Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Lumbosacral  Anomalies  and  Low  Backache 
During  the  past  two  years  we  have  been  im- 
pressed by  the  frequent  presence  of  anomalies  of 
the  lower  spine  in  patients  complaining  of  low 
lumbar  pain.  An  occasional  article  describing  these 
anomalies  and  attributing  to  them  a  role  in  the 
causation  of  low  backache  appears  in  the  radiologi- 
cal and  orthopedic  journals.  Otherwise  little  men- 
tion is  made  of  these  congenital  defects,  and  one 
seeing  these  patients  daily  is  impressed  by  the 
slight  attention  given  to  the  possible  cause  of  their 
symptoms.  Too  often  the  diagnosis  of  sciatica, 
neuritis,  or  lumbago  is  made;  and  the  patient  is 
often  satisfied  but  seldom  permanently  cured.  Any 
undue  stress  or  trauma  produces  an  exacerbation 
of  their  symptoms  which  may  last  for  days  or 
weeks.  Remissions  occur  frequently,  but  are  in- 
terrupted by  a  strain,  which  in  the  normal  indi- 
vidual would  produce  no  pain. 

Lewis  Clark  Wagner1  describes  twelve  types  of 
congenital  anomalies  of  the  lumbosacral  region 
producing  local  pain  and  pain  referred  to  the  ex- 
tremities. His  classification  is  too  long  to  be  pub- 
lished in  its  entirety  here,  and  only  the  more  com- 
mon anomalies  will  be  listed.    These  are: 

1.  Elongated  and  clubbed  transverse  processes 
of  the  fifth  lumbar  vertebra,  forming  false  artic- 
ulations with  the  ilium.  The  defect  may  be  uni- 
lateral or  bilateral. 

2.  Unilateral  or  bilateral  partial  sacralization 
of  the  transverse  processes  of  the  fifth  lumbar  ver- 
tebra, forming  a  pseudo-arthrosis  in  which  destruc- 
tive or  productive  changes  may  occur. 

3.  Failure  of  fusion  of  the  spinous  process  of 
the  fifth  lumbar  vertebra,  of  the  first  sacral  seg- 
ment, or  of  both. 

4.  Extensive  lateral  lumbar  curvature  with  or 
without  rotation  of  the  vertebrae. 

5.  Absence  of  lamina  or  pedicle  on  one  side, 
causing  a  tilting  of  the  vertebra  to  this  side,  and  a 
compensatory  lumbar,  and  possibly  dorsal,  scolio- 
sis. 

6.  Irregular  or  asymmetrical  articular  facets. 

7.  Marked  increase  in  the  lumbosacral  angle, 
which  may  be  secondary  to  absence  of  pedicles  or 
laminae. 

8.  Poorly  developed  laminae,  pedicles  or  artic- 
ular facets. 

9.  Slipping  forward  of  the  fifth  lumbar  vertebra 
(spondylolisthesis),  which  may  be  secondary  to 
absent  or  defective  laminae,  pedicles  or  articular 
facets. 

Any  one  of  the    anomalies    named    may    occur 


alone  or  in  combination  with  any  other.  Their 
presence  in  any  individual,  whether  or  not  symp- 
toms are  present,  is  responsible  for  an  unstable 
lumbosacral  joint,  and  this  instability  is  the  pri- 
mary cause  of  symptoms;  protective  muscle  spasm 
appears;  improperly  opposed  weight-bearing  sur- 
faces become  inflamed  and  tender;  then  pain  oc- 
curs, which  may  be  localized,  or  referred,  or  both. 
Referred  pain  is  usually  distributed  along  the  third, 
fourth  and  fifth  lumbar,  and  the  first  and  second 
sacral  nerves.  The  distribution  of  these  nerves 
accounts  for  the  fact  that  pain  is  often  referred  to 
the  pelvic  organs  as  well  as  along  the  greater  sciatic 
nerve  and  its  branches. 

When  one  recalls  that  anomalies  of  the  fifth 
lumbar  vertebra  occur  with  a  frequency  not  seen 
elsewhere,  and  that  they  are  accidental  findings 
common  in  numerous  individuals  without  produc- 
ing symptoms,  the  question  at  once  arises  whether 
or  not  the  anomaly  seen  in  the  patient  with  low 
backache  is  in  any  way  responsible  for  his  symp- 
toms. Affirmative  evidence  is  obvious  when  the 
anatomy  of  the  region  together  with  the  physical 
forces  acting  on  it  are  correlated.  When  the  artic- 
ular facets  are  irregular,  asymmetrical  or  absent, 
more  stress  is  placed  on  one  group  of  muscles  and 
ligaments  than  on  another.  Absent  spinous  proc- 
esses weaken  the  neural  arch  and  place  undue 
strain  on  ligaments.  An  acute  lumbosacral  angle 
permits  a  marked  forward  thrust  of  the  body 
weight,  thereby  placing  the  ligaments  in  the  lum- 
bosacral region  under  constant  tension.  The  cause 
of  pain  resulting  from  a  pseudo-arthrosis  is  ob- 
vious. In  many  of  these  patients  the  strength  of 
muscles  and  ligaments  is  sufficient  to  overcome  the 
stress  placed  on  them,  until  sudden  or  repeated 
trauma  breaks  down  compensation  and  pain  re- 
sults. One  having  the  privilege  of  examining  pa- 
tients following  automobile  and  other  accidents  is 
impressed  by  the  common  occurrence  of  one  or 
more  anomalies  in  those  patients  with  low  back 
pain  in  whom  there  is  no  evidence  of  fracture. 
The  same  observations  are  made  in  those  individ- 
uals whose  duties  require  hard  labor. 

Two  recent  patients  lead  us  to  suspect  that  pain 
may  be  referred  to  remote  and  unusual  locations. 
The  first,  a  colored  woman,  was  referred  for  gall- 
bladder examination  because  of  atypical  pain  and 
skin  sensitiveness  over  the  gallbladder  area.  Gall- 
bladder and  gastrointestinal  studies  revealed  noth- 
ing abnormal;  but  a  false  articulation  between  a 
large,  clubbed  right  fifth  lumbar  transverse  process 
and  the  wing  of  the  sacrum  was  accidentally  dis- 
covered, and  a  sacroiliac  belt  gave  prompt  relief. 

The  second  of  these  patients,  a  young  white 
woman,  had  the  same  atypical  symptoms,  suggest- 
ing gallbladder  disease,  which  symptoms  had  begun 
three  years  before,  following  a  fall,  and  which  in- 
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variably  disappeared  after  going  to  bed.  Her 
gallbladder  and  gastrointestinal  tract  appearing  en- 
tirely normal,  our  memory  of  the  former  patient 
prompted  an  examination  of  her  lumbosacral  spine, 
which  study  revealed  wide  bilateral  false  articula- 
tions between  large,  clubbed  fifth  lumbar  trans- 
verse processes  and  the  sacrum,  and  on  questioning 
she  related  that  she  had  had  trouble  with  her 
back  all  her  life.  She  has  not  yet  been  treated 
with  support. 

While  it  is  difficult  to  explain  such  referred  pain 
in  these  two  cases,  it  is  also  difficult  to  explain  re- 
ferred pain  in  certain  other  diseases,  such  as  the 
shoulder  and  arm  pain  of  angina  pectoris,  and  the 
shoulder  pain  of  gallbladder  colic,  except  on  the 
theory  of  James  McKenzie  and  Henry  Head,  which 
holds  that  pain  and  hyperesthesia  are  associated 
manifestations  of  irritability  in  one  or  another 
group  of  spinal  ganglion  cells.  The  irritability  re- 
sulting from  impulses  transmitted  from  a  diseased 
organ,  though  not  itself  the  seat  of  pain,  causes 
in  the  corresponding  spinal  segment  a  disturbance 
which  is  transferred  to  the  periphery  of  the  body 
and  there  recognized  as  pain  in  a  place  often  dis- 
tant from  the  diseased  organ.  Granting  that  this 
theory  is  correct  in  part  or  in  whole,  it  is  not  en- 
tirely illogical  to  believe  that  pain  may  be  trans- 
mitted from  the  fifth  lumbar  vertebra  to  the  gall- 
bladder or  other  distant  part,  particularly  since  it 
is  well  known  that  some  referred  pain  cannot  be 
satisfactorily  explained  and  that  some  reflex  nerve 
arcs  have  not  been  traced. 

These  two  cases  are  mentioned,  not  with  the 
claim  but  with  the  suggestion  that  the  vertebral 
defects  may  have  caused  the  atypical  gallbladder 
pain  and  with  the  hope  that  similar  observations 
will  be  made  by  others.  In  this  manner  it  may 
eventually  be  proven  that  some  of  the  atypical 
abdominal  symptoms  seen  in  certain  individuals 
are  really  produced  by  low  spinal  defects. 

It  is  not  the  intention  here  to  create  the  im- 
pression that  all  low  lumbar  pain  is  the  result  of 
an  anomaly,  or  to  minimize  the  importance  of  ex- 
cluding other  factors,  such  as  foci  of  infection, 
arthritis,  tumors  (primary  or  metastatic),  blood 
dyscrasias,  metabolic  disturbances  or  numerous 
other  diseases,  any  one  of  which  may  produce  pain 
by  bone  involvement;  but  with  other  factors  ex- 
cluded, it  is  important  to  search  for  these  anoma- 
lies in  those  patients  with  low  back,  and  atypical 
pelvic  or  abdominal,  pain. 
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Myotonia    congenita — Reports    by    W.    A.    Smith    anr] 
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The  Thyrotoxic  Heart 

With  Special  Reference  to 

"Masked  Hyperthyroidism" 

Under  this  caption,  Prof.  John  Hay  delivers  the 
first  Strickland  Goodall  memorial  lecture  before  the 
Society  of  Apothecaries  of  London,  which  appears 
in  The  Lancet  of  December  12th,  1936.  He  opens 
his  paper  by  the  statement:  "I  fear  that  our  pro- 
fession as  a  whole  is  not  even  now  sufficiently  alive 
to  the  presence  in  their  clientele  of  many  patients 
suffering  from  thyrotoxicosis,  camouflaged  as  heart 
disease."  Prof.  Hay  then  proceeds  to  give  a  brief 
history  of  thyrotoxicosis,  beginning  with  Graves' 
disease,  which  was  well  recognized  in  1834,  and 
ending  with  the  more  modern  conceptions  of  the 
disease  since  a  better  m  fsrstanding  of  it  has  be- 
come common,  and  more  particularly  since  basal 
metabolic  studies  have  become  routine  procedures. 

Prof.  Hay  states  as  the  two  well-known  main 
types,  ( 1 )  the  primary,  hyperplastic  type  or  diffuse 
toxic  goitre,  which  is  the  more  acute  and  occurs  at 
an  early  period  in  life,  IS  to  35;  and  (2),  the  sec- 
ondary, toxic  adenoma,  to  which  he  gives  the  name 
nodular  toxic  goitre,  in  which  the  toxic  process  per- 
sists for  years  with  periods  of  exacerbations  and 
remissions,  continuing  into  the  later  periods  of 
life. 

Prof.  Hay  points  out  that  if  we  have  a  path- 
ological process  that  lasts  from  the  fourth  to  the 
seventh  decade  those  cardiovascular  complications 
which  originate  in  later  life  are  bound  to  come  in 
and  muddy  the  picture,  particularly  hyperpiesis, 
coronary  disease  and  auricular  fibrillation;  and  it 
is  these  conditions  that  frequently  complicate  the 
clinical  manifestations  of  nodular  toxic  goitre. 

The  characteristic  changes  of  thyrotoxicosis  are 
briefly  mentioned;  namely,  a  definite  increase  in 
the  basal  metabolism  and  rise  in  the  systolic  blood 
pressure  unaccompanied  by  a  proportional  rise  in 
the  diastolic,  resulting  in  an  increase  in  the  pulse 
pressure;  tachycardia  with  a  marked  tendency  to 
cardiac  arrhythmias,  most  prominent  of  which  is 
auricular  fibrillation,  either  paroxysmal  or  persist- 
ent. 

Prof.  Hay  quotes  Jones,  Seabrook  and  Menne 
in  the  American  Heart  Journal  as  stating  that 
"auricular  fibrillation,  paroxysmal  or  persistent,  is 
more  often  seen  in  thyrotoxicosis  than  in  any  other 
form  of  heart  disease."  Prof.  Hay  then  briefly 
sums  up  a  case  in  which  the  occurrence  of  paroxys- 
mal fibrillation  coupled  with  persistent  tachycardia 
and  raised  pulse  pressure  first  excited  suspicion  of 
thyrotoxicosis,  which  ultimately  proved  to  be  cor- 
rect. 
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Sufferers  from  typical  Graves'  disease  rarely  go 
undiagnosed  because  the  symptoms  are  very  defi- 
nite and  characteristic.  When,  however,  it  comes 
to  the  question  of  the  nodular  toxic  goitre,  errors 
in  diagnosis  are  likely  to  occur,  because  first,  the 
thyroid  may  be  so  slightly  altered  as  to  escape 
notice;  and  second,  because  long-continued  hyper- 
thyroidism, although  not  of  a  high  grade,  is  prone 
to  produce  cardiovascular  changes.  The  symptoms 
caused  by  these  changes  dominate  the  scene,  there- 
by causing  the  essential  lesion  or  a  casual  toxemia 
to  be  overlooked." 

Prof.  Hay  also  mentions  masked  hyperthyroid- 
ism, by  which  he  means  that  "the  usual  signs  and 
symptoms  of  hyperthyroidism  are  obscured  by  the 
more  obvious  increase  of  some  other  clinical  en- 
tity." Wishart  makes  the  statement  that  auricular 
fibrillation  or  flutter  in  patients  with  a  normal 
basal  metabolic  rate,  but  who  subsequently  develop 
Graves'  disease,  may  be  the  earliest  detectable  sign 
of  thyrotoxicosis.  Because  of  the  heightened 
metabolism,  patients  feel  heat  much  more  quickly. 
Prof.  Hay  is  not  without  a  sense  of  humor  in  his 
description  of  what  he  terms  the  eiderdown  test. 
This  paragraph  is  not  an  important  part  of  the 
paper,  but  I  give  it  in  full  because  of  its  humorous 
side. 

"The  'eiderdown  test,'  an  early  sign  of  increased  metab- 
olic rate,  is  sometimes  obtained  by  tactful  inquiries  as  to 
whether  connubial  bliss  has  been  disturbed  by  differences 
of  opinion  in  regard  to  the  eiderdown.  The  patient,  dis- 
tressed by  the  heat  of  the  extra  covering  and,  regardless 
of  the  comfort  and  wishes  of  her  partner,  throws  it  over 
to  his  side  of  the  bed:  the  result  is  a  mild  altercation. 
Whether  this  in  truth  the  acid  test,  it  is  at  any  rate  of 
value,  and  it  is  amusing  to  watch  the  embarrassment  on 
the  faces  of  the  patient  and  her  husband  when  one  first 
puts  the  question:  'Can  you  tell  me  when  you  first  began 
to  quarrel  about  the  eiderdown?'  " 

It  is  obvious  that  Prof.  Hay  takes  it  for  granted  that 
his  audience  is  not  of  the  twin-bed  variety. — Ed. 

Thyrotoxic  hypertension  is  also  spoken  of  by 
Prof.  Hay,  in  which  condition  he  says  there  is  a 
marked  tendency  to  auricular  fibrillation.  Most 
hyperthyroidism,  according  to  Parkinson  and 
Hoyle,  has  already  been  related  to  myocardial  dis- 
ease and  is  now  seen  to  figure  in  relation  to  hyper- 
tension. They  hold  that  the  combination  of  hyper- 
piesis  and  long-standing  thyrotoxicosis  is  more  than 
accidental,  and  that  the  recognition  of  this  group 
is  important.  Its  importance  lies  in  the  fact  that 
failure  to  recognize  the  existence  of  the  underlying 
chronic  thyrotoxicosis  leads  to  errors  in  diagnosis, 
stultifies  the  prognosis  and  sidetracks  essential 
treatment. 

While  doubtless  there  is  nothing  in  Prof.  Hay's 
paper  which  is  unknown  to  cardiologists  and  well- 
trained  internists,  nevertheless  the  points  are  clearly 
made,  well  stressed  and  very  satisfactorily  present- 
ed from  a  clinical  point  of  view. 
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Of  Hands 


Governor — since-almost-a-month-ago — Clyde  R . 
Hoey,  of  North  Carolina,  is  reported  to  have  said 
in  remarking  a  few  days  ago  to  the  Ladies  of  the 
Sir  Walter  Cabinet  that  "our  girls  and  boys  should 
be  taught  to  do  something  with  their  hands."  From 
that  distant  day  when  trees  first  grew  up  out  of 
the  earth  and  hydrogen  and  oxygen  first  joined 
themselves  together  in  such  fashion  as  to  constitute 
that  fluid  we  call  water,  there  has  been  a  contin- 
uing call  for  hewers  of  wood  and  drawers  of  water 
— and  the  call  will  continue.  But  many  ears  upon 
which  it  will  fall  will  not  hearken  to  the  call.  For 
most  of  those  who  are  now  hewing  wood  and  toting 
water  resent  their  enslavement,  and  they  are  anx- 
ious to  put  down  their  axes  and  their  pails  and  to 
take  to  the  law,  politics, — if  they  be  not  identical, 
— medicine,  school-teaching,  the  ministry,  merchan- 
dizing and  banking.  I  wonder  what  the  facies  of 
His  Excellency,  and  of  the  members  of  the  so-called 
learned  professions,  would  look  like  if  the  call  came 
up  to  them  from  those  engaged  in  timbering  with 
their  bare  hands  and  from  those  fetching  a  pail 
of  water  in  each  hand  up  from  the  spring  to  come 
and  be  taught  to  do  something  with  their  own 
hands.  How  many  educational  aristocrats  and 
political  nabobs  do  you  suppose  could  make  a  liv- 
ing by  the  use  of  their  bare  hands? 

Scarcely  a  mortal,  I  fear  me,  could  know  less  of 
pedagogics  than  I,  and  my  ignorance  allows  me, 
therefore,  to  believe  that  one's  hands  cannot  be 
educated.  Those  brachial  terminals  that  finally 
eventuate  in  ten  joined  digits  are  mere  mechanistic 
servants  of  the  brain  and  the  mind — whatever  that 
latter  attribute  may  be — and  all  teaching  must  be 
of  the  mind  rather  than  of  the  fingers  or  of  the 
toes.  Not  Paderewski's  arms  and  fingers  make 
him  the  pianist,  but  his  technical  skill  is  due  to 
the  peculiar  quality  of  his  cranial  content.  And 
unless  the  cerebral  structure  be  responsive  to  peda- 
gogic effort,  the  hands  of  the  girls  and  of  the  boys, 
my  dear  Governor,  will  remain — only  hands.  And 
mere  hands  are  not  educable. 

Of  Stretching  the  Neck 

I  was  about  to  say  that  lately  I  had  read  in  th'2 
papers  that  two  little  Negroes  had  been  legally 
hanged  down  in  Mississippi  for  killing  a  white 
man.  The  Negroes  might  not  have  been  little  at 
all,  though  one  was  said  to  be  sixteen  years  old. 
and  the  other  seventeen.  One  of  my  own  three 
boys  is  sixteen,  and  another  seventeen,  but  they 
are  not  physically  little.  Each  is  about  as  large 
as  I — in  body.     But  they  are  children — in  minds, 
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in  instincts,  in  emotions — in  what  they  have  and 
in  what  they  have  not.  Were  they,  either  or  both, 
to  kill  a  White  Man  or  a  Negro,  I  should  not  expect 
the  Commonwealth  of  Virginia  to  encircle  their 
juvenile  necks  with  a  cord  and  suspend  them  'twixt 
earth  and  sky.  And  if  the  Commonwealth  should 
do  that  for  what  they  had  done  I  should  conclude — 
that  I  had  not  reared  them  well  and  that  the  Com- 
monwealth was  punishing  them  instead  of  me.  But 
never  again  could  I  have  respect  for  the  criminal 
code  of  ancient  Virginia. 

Perhaps  the  two  little  Negro  boys  in  Mississippi 
had  not  been  well  reared.  If  not,  Governor  White's 
State  punished  them  to  the  last  extremity  for  that 
deprivation.  It  would  have  been  less  bad  if  they 
had  been  lynched. 


THERAPEUTICS 

J.  F.  Nash,  M.D.,  Editor,  Saint  Pauls,  N.  C. 


PsYCHONEUROSES  IN  GENERAL  PRACTICE 
(C.  C.  Wu,  Moukden,  in  Chinese  Med.  Jl.,  Dec.) 
If  the  neurotics  are  to  be  treated  at  all,  the  majority 
of  them  must  be  treated  by  the  general  practitioner.  The 
writer  presents  his  own  experience  as  a  general  physician 
in  dealing  with  this  type  of  patients.  He  does  so  in  the 
firm  belief  that  the  great  majority  of  them  could  be  satis- 
factorily handled  by  any  general  practitioner  who  cares 
to  do  it. 

The  present  study  is  based  upon  an  analysis  of  45  cases 
under  the  writer's  care  in  the  ward  and  general  medical 
outpatient  department  of  Moukden  Hospital  from  March 
15th,  1935,  to  January  15th,  1936;  22  were  inpatients  and 
23  were  outpatients.  For  comparison,  during  the  same 
period  of  10  months  the  number  of  inpatients  under  my 
personal  care,  suffering  from  acute  and  chronic  gastric, 
duodenal  ulcers,  and  pyloric  stenosis,  resulting  from  ulcera- 
tion was  20. 

Physical  examination,  blood  count,  blood  Kahn  test, 
urine  and  stool  analysis  were  usually  carried  out.  Often 
roentgenology  had  to  be  resorted  to,  not  so  much  because 
of  any  actual  aid  to  diagnosis,  but  because  it  was  earnestly 
requested  by  the  patient.  As  a  rule  the  physical  and 
laboratory  examinations  gave  normal  findings.  In  almost 
every  case,  it  was  the  history  that  settled  the  diagnosis. 
The  circumstances  of  younger  days  often  exert  deep-rooted 
influence  on  the  whole  personality.  Previous  education, 
career,  successes  and  failures  must  be  carefully  recorded. 
Present  occupation,  ambitions,  difficulties  and  outlook  are 
of  immediate  concern.  An  inquiry  into  sex  relationships 
is  more  easily  made  at  the  second  or  third  sitting  when 
one  has  gained  the  necessary  confidence  of  the  patient. 
Finally  if  psychoneurotic  symptoms  start  before  18,  the 
history  of  the  parents,  their  social  status,  education,  tem- 
perament, their  attitude  toward  the  care  and  bringing  up 
of  children,  etc.,  may  give  the  most  important  information. 
The  detailed  history  of  a  moderate  case  takes  about  6 
or  7  hours  divided  into  3  or  4  sittings.  Sufficient  time 
must  be  given  for  the  patient  to  tell  his  present  and  past 
illnesses.  For  a  simple  case  10  or  15  minutes  may  suffice. 
The  reaction  of  the  patient  to  our  questioning  may  give 
us  an  important  clue.  In  one  of  the  patients  in  the  present 
series,  the  mere  mention  of  marriage  precipitated  an  attack 
of  hysterical  dyspnea.     If  after  3  or  4  interviews   in   the 


outpatient  department,  the  patient  shows  no  improvement, 
he  should  be  admitted  into  hospital  for  careful  study. 
Time  and  confidence  will  be  lost  by  prolonging  treatment 
in  the  outpatient  department. 

The  age  incidence  of  the  45  cases  is:  10  to  19 — 9;  20  to 
29—20;  30  to  39—12;   40  to  49—3;  50  and  over— 1. 
71%  fall  between  the  ages  of  20  and  40. 

(The  writer's  practice  is  limited  to  males  past  10  years 
old.) 

In  our  cases  the  following  factors  are  considered  to  be 
responsible  either  in  initiating  or  keeping  up  the  symptoms. 
Sometimes  more  than  one  factor  is  at  work.  The  patient 
is  so  much  "sensitized"  by  the  first  factor  that  he  imme- 
diately yields  to  the  second  one.  The  factors  are: 
Financial  worry  in  15  cases 

Insufficient  care  on  part  of  parents  7 

Disharmony  in  sex  relationships  6 

Disharmony  with  relatives  or  friends  6 

Business  worry  6 

Death  of  relatives  4 

Organic  disease  of  the  body  3 

False  information  from  doctors  or  books  3 

Illness  of  relatives  2 

Injury  of  the  body  2 

Fright  2 

Failure  in  school  or  college  examination  2 

Cases  of  psychoneurosis  may  be  clinically  divided  into  4 
groups:  1)  Anxiety  states;  2)  hysteria;  3)  neurasthenia; 
4)  obsessive  states. 

Anxiety  States — the  commonest  type  of  psychoneurosis 
and  usually  responds  best  to  proper  treatment.  The  main 
bodily  symptoms  in  the  23  cases  of  anxiety  states,  in 
order  of  their  frequency:  insomnia,  breathlessness,  palpi- 
tation, general  achings,  anorexia,  chest  pain,  lumbar  pain, 
headache,  epigastric  discomfort  and  distension,  general 
weakness,  tremors  and  twichings,  dryness  of  the  mouth, 
feelings  of  numbness  and  cold. 

This  type  of  patient  can  often  be  recognized  as  soon  as 
he  walks  into  the  consulting  room.  He  looks  anxious, 
distrustful  and  uneasy.  In  a  jerky  voice  he  describes  his 
numerous  symptoms.  He  feels  that  he  may  not  be  given 
sufficient  time  and  attention.  A  written  statement  is  often 
presented  to  the  doctor  in  order  to  supplement  his  verbal 
description. 

In  contrast  to  the  patient  with  anxiety  states,  as  a  rule, 
the  hysteric  looks  quiet  and  unconcerned  in  spite  of  the 
most  crippling  symptoms.  This  mental  attitude  is  unique 
and  often  leads  to  correct  diagnosis.  The  symptoms  may 
simulate  any  bodily  disease. 

Neurasthenia  is  often  used  as  a  dumping  ground  even 
including  mild  cases  of  manic-depressive  psychosis.  In  a 
small  number  of  cases  of  psychoneurosis  physical  and  men- 
tal fatigue  form  the  chief  feature;  poor  memory,  inability 
to  concentrate,  poor  sleep,  anorexia,  discomfort  and  aches 
of  various  parts  of  the  body.  "Neurasthenia"  may  be  the 
best  we  can  do,  but  even  in  these  cases  such  a  diagnosis  is 
misleading  if  not  supplemented  immediately  by  appropriate 
explanation  to  the  patient. 

The  presence  of  organic  disease  does  not  rule  out  "func- 
tional" disorder.     Nor  does  the  opposite  hold  true. 

The  differentiation  between  psychosis  and  psychoneurosis 
is  as  a  rule  not  difficult.  There  is  danger  of  a  wrong  diag- 
nosis of  a  case  of  manic  depressive  psychosis  as  neurasthe- 
nia. 

The  main  method  of  treatment  for  psychoneurosis  is 
psychotherapy.  Thus  includes:  1)  a  proper  evaluation  of 
symptoms,  2)  an  explanation  of  how  they  arose  and  why 
they  continue,  and  3)  a  discussion  of  how  the  various  life 
difficulties  may  be  met.     He  will  be  told  that  there  is  no 
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organic  disease  or,  when  it  is  present,  that  it  is  not 
directly  responsible  for  the  symptoms,  this  followed  by 
an  explanation  of  how  the  body  can  be  influenced  by  the 
mind.  The  sequence  of  events  obtained  from  the  history 
taking  should  be  correlated  with  the  symptoms.  The 
mechanism  and  significance  of  the  symptoms  must  be 
clearly  pointed  out  to  the  patient's  satisfaction.  Tb  an 
intelligent  patient  this  is  easily  done.  Often  he  comes  to 
realize  the  psychogenic  nature  of  his  symptoms  when  he 
is  led  to  review  the  whole  history  of  his  life  during  the 
case-taking.  He  accepts  the  explanation  of  the  doctor 
readily.  Those  who  are  less  intelligent  or  whose  symptoms 
are  still  "useful"  refuse  the  explanation  flatly  or  accept 
only  a  part  of  it  and  insist  on  the  main  cause  being 
physical.  For  those  cases  it  is  the  duty  of  the  doctor  to 
insist  on  his  own  view  firmly  at  each  interview  without 
compromise.  Of  course,  for  all  cases  a  frank,  friendly 
and  sympathetic  discussion  about  the  possible  solutions  of 
the  patients'  difficulties  and  conflicts  is  of  fundamental 
importance.  As  a  rule  the  doctor  can  do  very  little  to 
rectify  an  unfortunate  environment.  But  he  can  encourage 
the  patient  to  face  the  facts  and  to  choose  the  best  possible 
ways  to  meet  his  difficulties. 

Concomitant  organic  disease  should  be  properly  treated. 
For  neurasthenics  measures  may  be  taken  to  improve 
nutrition  and  secure  good  sleep.  Glucose  and  insulin  ther- 
apy as  a  rule  fail  to  put  on  weight  in  the  absence  of 
psychotherapy. 

For  the  removal  of  hysterical  symptoms  suggestion  may 
be  used  with  success  in  selected  cases.  The  shorter  the 
duration  of  the  symptom  and  the  less  education  the  patient 
has  received,  the  more  likely  is  the  suggestion  method  to 
effect  a  cure.  The  doctor  must  have  confidence  in  the 
method  and  go  ahead  with  as  much  optimism  as  that  of  a 
quack.  In  case  it  fails  him,  there  is  not  much  benefit  to 
be  hoped  from  further  trial.  The  actual  method  itself 
matters  very  little. 

A  subcutaneous  injection,  a  venepuncture,  a  lumbar 
puncture,  Faradism,  general  anesthesia  or  a  bottle  of  bro- 
mide with  ammoniated  tincture  of  Valeriana  all  work  the 
same  wonders  in  suitable  cases. 

The  diagnosis  and  treatment  of  psychoneuroses,  in  the 
great  majority  of  cases,  are  not  difficult  and  could  be  car- 
ried out  successfully  by  any  general  practitioner  if  he 
takes  an  active  interest  and  cares  to  follow  a  proper  line 
to  study  them  as  a  problem  for  each  individual  case. 


-8.   M.    &   B.- 


Paroxysmal  Tachycardia— The  great  majority  of  attacks 
subside  spontaneously.  Simple  sedatives  or  morphine,  with 
reassurance,  usually  meets  all  requirements.  In  paroxysms 
of  auricular  origin  carotid  sinus  pressure  frequently  is 
effective,  not  too  strong  or  too  long  continued.  If  of  long 
duration  the  question  of  the  employment  of  quinidine  fre- 
quently arises.  In  rare  instances  the  risk  may  appear  to  be 
less  than  the  probability  of  spontaneous  cessation  of  the 

Congestive  Heart  Failure.— In  most  such  instances  mor- 
phine should  be  first  employed.  The  adminisration  of 
digitalis  should  be  delayed  pending  obtaining  information 
regarding  recent  dosage.  In  case  of  uncertainty  the  drug 
should  be  given  with  great  caution.  If  none  has  recently 
been  given,  it  may  be  that  maximum  and  will  require  a 
been  given,  it  may  be  that  maximum  aid  and  will  require  a 
lesser  amount.  Total  dosage  may  then  be  reached  more 
gradually. 

S.   M.   &   B. 

Healthy  children  will  get  adequate  diet  if  left  to  their 
own  choice. 


SCHOOL  DAYS 
By  GROESBECK  WALSH 

How  often  in  the  olden  time 

Our  Sunday  thoughts  began  to  rhyme 

With  all  that  tragic  fate  might  wreak 

Through  school  days  of  the  coming  week. 

The  lessons  that  we  had  not  learned 

The  nudge  of  conscience  we  had  spurned 

The  idleness  that  shirked  the  cost 

Of  teacher's  good  opinion  lost. 

And  no  escaping  debts  like  these, 

Did  not  the  tale  of  Damocles 

Remind  us  of  the  hateful  rule 

That  forced  our  presence  at  the  school? 

But  Nature  is  a  cunning  jade 
And  quick  to  hasten  to  our  aid 
By  planting  in  the  youthful  mind 
Devices  old  as  human  kind. 
'Twas  true  on  Monday  bells  would  ring 
And  all  the  little  scholars  bring; 
But  let  me  ask  you,  just  suppose 
You  took  to  snuffling  at  the  nose; 
The  fervor  of  a  raging  thirst 
Proclaimed  your  head  was  like  to  burst. 
Your  face  with  practice  came  to  wear 
Your  concept  of  a  "vacant  stare," 
And  there  was  noted  Sunday  night 
A  striking  loss  of  appetite. 

Our  parents  with  a  casual  glance 
Would  solve  the  purpose  of  our  stance, 
And  shortly  would  withdraw  a  while 
To  lay  their  plans  and  whet  their  guile 
With  stratagems  for  our  control 
Unworthy  of  the  Seminole. 

"Your  school  reports  have  made  us  proud 

Let's  do  tomorrow's  tasks  aloud," 

In  Latin  and  geography, 

Or  grammar  as  the  case  might  be. 

And  shortly  I  regret  to  say 

The  pains  and  aches  were  on  their  way 

And  hope  triumphant  rose  to  sing 

Of  what  the  coming  week  might  bring. 

Our  parents  saw  that  we  were  fed 

A  snack  before  we  went  to  bed, 

For  with  the  passing  of  the  mood 

The  youthful  stomach  yearned  for  food. 

Our  childish  plans  were  sickled  grain 

Before  that  shrewd  adult  campaign. 

But  now  we're  half  the  world  from  school 
Immersed  in  life  that  knows  no  rule. 
Where  each  one  goes  upon  his  way 
And  solves  the  problems  of  the  day 
By  methods  of  his  own  device 
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And  wins,  or  losing  pays  the  price 
For  all  that  friend  and  family  ask 
Is  zeal,  adroitness  for  the  task 
And  courage  when  you  get  the  breaks. 
A  predilection  for  mistakes 
Bespeaks  a  future  without  thanks 
And  swift  reduction  to  the  ranks. 

At  times  the  world  about  us  seems 
The  very  stuff  of  madmen's  dreams 
A  weaving  frame  that  stops  and  starts, 
A  reef-strewn  ocean  without  charts, 
A  tide  rip  where  we  must  propel 
Our  individual  cockle-shell. 
Though  time  and  flying  years  enhance 
The  pride  in  lengthened  skirt  and  pants, 
For  every  purpose  of  the  game 
The  hidden  matrix  is  the  same, 
And  all  that  grown-ups  can  achieve 
Is  quick  with  children's  make-believe. 

Small  wonder  when  some  tortured  soul 
Who  dreads  the  calling  of  the  roll 
Quits  work  until  the  weather  clears 
He  turns  the  clock  back  thirty  years. 
Subconsciously  he  takes  a  vote 
Elects  his  head  or  joints  or  throat 
To  burst  with  anguish  of  a  sort 
And  plead  his  case  before  the  court 
By  luck  or  skill  he  may  secure 
An  elevated  temperature 
And  trusts  his  antics  may  include 
A  touch  of  verisimilitude. 

The  jury  of  his  kin  and  kith 
Observes  the  pain  he  struggles  with, 
Too  much  to  ask  that  they  should  know 
The  terror  that  has  laid  him  low. 
All  sickness  in  their  point  of  view 
Is  but  a  witches'  poisoned  brew. 
Observe  its  action  in  this  case 
That  plucked  a  runner  from  the  race 
When  just  a  little  added  speed 
Had  gained  his  family  all  they  need. 

Physicians  came,  physicians  went 
Amidst  the  drone  of  argument. 
One  doctor  found  the  cause  beneath 
The  sockets  of  some  wisdom  teeth, 
While  others  deemed  too  much  demand 
Upon  the  patient's  thyroid  gland 
And  only  flinched  before  the  zeal 
That  brought  the  issue  to  the  steel. 

For,  goodness,  how  were  they  to  know 
The  figures  that  provoked  the  show 
Were  hidden  on  a  scribbled  page 


Within  a  cashier's  latticed  cage 
Concealed  behind  an  iron  door 
Upon  the  twenty -seventh  floor. 
The  surgeon's  art,  praise  God,  is  free 
From  such  a  taint  of  wizardry. 

But  had  his  parents  been  at  hand 
When  first  the  spirit  made  demand 
Methinks  that  fortune  could  display 
Its  powers  in  a  kindlier  way; 
For  had  his  mother  time  to  note 
The  symptoms  in  his  head  and  throat 
To  pass  her  fingers  through  his  hair 
To  see  the  tragic  witless  stare, 
The  sombre  face,  the  listless  mood 
The  hands  that  dallied  with  the  food 
And  read  the  riddle  in  his  eyes 
That  hidden  thing  that  mocked  the  wise. 

"My  son  is  looking  mighty  thin 
There  must  be  something  wrong  within; 
He's  through  with  his  arithmetic 
It  can't  be  that  that's  made  him  sick, 
But  since  he  deals  in  large  amounts 
He  must  be  short  in  his  accounts. 
Poor  boy,  no  wonder  he  should  fail 
His  father's  cousin  died  in  jail." 

Now  doctors  have  not  time  to  take 
To  mother  every  stomach  ache; 
Their  ways  and  means  to  learn  the  truth 
Entail  no  hiring  of  a  sleuth. 
The  ritual  of  the  healing  art 
We  might  define  as  this,  in  part; 
"That  every  pain  must  have  its  cause 
Is  one  of  Mother  Nature's  laws. 
Go  forth  and  meet  it  face  to  face 
When  gathering  round  its  hiding  place. 
A  precept  or  a  knife  we'll  bring 
And  liquidate  the  evil  thing." 

Our  ancient  are  that  comes  to  flower 
To  meet  the  wants  of  every  hour. 
Far  better  that  we  bear  in  mind 
The  greater  mass  of  human  kind 
In  its  relation  to  disease 
Are  children  at  their  parents'  knees, 
So  quick  to  grasp  at  ills  and  aches 
To  null  the  fruits  of  their  mistakes. 

Aye  search  in  sinew  blood  and  brain 

But  ultimately  to  arraign 

The  vital  spark,  the  mind,  the  soul — 

The  shrewd  director  of  the  whole 

That  wields  the  helm,  that  plots  the  course, 

Knows  horror,  anguish,  fear,  remorse; 

Whose  subtle  plans  for  woe  or  weal 

The  ramparts  of  the  flesh  conceal. 
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Offerings  for  the  pages  of  this  Journal  are  requested 
and  given  careful  consideration  in  each  case.  Manu- 
scripts not  found  suitable  for  our  use  will  not  be  returned 
unless  author  encloses   postage. 

This  Journal  having  no  Department  of  Engraving,  all 
costs  of  cuts,  etc.,  for  illustrating  an  article  must  be 
borne  by  the  author. 


The  Tri-State  Meeting 
February  22nd  and  23rd 

Members  will  have  received  programs  of  this 
meeting,  so  these  words  are  addressed  principally  to 
readers  who  are  not  members. 

A  program  of  a  high  order  has  been  arranged. 
A  distinguished  invited  guest  will  deal  instinctively 
with  two  disease  conditions  of  concern  to  us  all.  A 
number  of  ex-presidents  of  our  Association  and 
many  others  of  distinction  will  address  the  meeting. 
A  clinic  of  commonly  encountered  medical  condi- 
tions will  make  use  of  an  important  amplifying 
apparatus  which  promises  to  make  physiological 
and  pathological  sounds  audible  to  all  assembled 
Committees  on  Cancer  and  the  Common  Cold  will 
report  and  these  subjects  discussed. 

There  is  no  reserve  in  our  invitation  to  all  worthy 
fellow  craftsmen  to  come  and  meet  with  us. 

Members  are  reminded  to  bring  along  other  doc- 
tors of  their  neighborhood,  and  to  be  specially  on 
the  lookout  for  doctors  who  have  recently  located 
near  them. 

It  will  be  remembered  how  active  a  part  Dr. 
Southgate  Leigh  took  in  our  meeting  in  Columbia 
last  year  and  how  enthusiastically  he  looked  for- 
ward to  our  meeting  this  year  in  his  own  city;  and 
it  will  be  sorrowfully  recalled  how  soon  his  voice 
was  still,  his  busy  brain  and  hands  at  rest. 

Let  us  go  up  to  his  city  and  hold  again  the  kind 
of  meeting  that  would  have  made  his  heart  glad. 
An  abundance  of  time  is  provided  for  full  discus- 
sion, and  full  discussion  will  be  encouraged;  so 
come  with  the  plan  in  mind  to  make  this  kind  of 
contribution  to  the  meeting. 

Are  the  Signs  in  the  Sky  Portentous  for 
Doctors? 

With  the  interment  of  the  late,  unlamented 
Committee  on  the  Costs  of  Medical  Care,  we  had 
hoped  the  ghost  that  most  affrights  doctors  of 
medicine  was  laid.  It  appears  that  this  hope  was 
ill-founded.  Hardly  a  visit  of  the  postman  but 
there  comes  from  one  or  more  doctors  a  variant 
of  the  preachers'  "To  your  tents,  O  Israel." 

It  has  occurred  to  me  that  the  uneasiness  thus 
manifested  may  be  the  result  of  the  deliberate, 
calculated,  subtle  activities  of  certain  of  the  com- 
ponents of  the  Committee  aforementioned;  that, 
having  utterly  failed  to  convince  the  public  that 
doctors  in  general  are  either  incompetent  or  rapa- 
cious, or  that  the  method  by  which  they  receive 
medical  care  should  be  radically  changed,  these 
forces  have  instituted  a  defeatist  campaign,  indue 
ing  doctors,  themselves  to  believe  that  mighty 
changes  are  upon  us,  and  unless  the  medical  pro 
fession  makes  these  changes  some  of  our  friendly 
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enemies  will  make  them  for  us.  In  other  words, 
as  I  gather  it,  unless  we  destroy  the  private  prac- 
tice of  medicine,  somebody  or  something  else  is 
going  to  destroy  it.  A  pretty  hard  choice — that  of 
committing  suicide  or  being  murdered. 

But  are  these  fears  well-founded?     I  think  not. 

Through  the  centuries  doctors,  preachers  and 
lawyers  have  been  classed  as  members  of  the 
learned  professions,  and  today  the  three — perhaps 
without  the  "learned" — are  associated  in  the  minds 
of  our  peopde.  It  is  reasonable  to  assume  that 
once  the  services  of  the  doctors  were  made  avail- 
aable  at  no  direct  cost,  an  overwhelming  demand 
would  be  made  for  free  lawyer  services,  also.  Ah, 
there's  the  rub.  Can  you  imagine  our  lawyer  law- 
makers being  blind  to  that  risk,  that  practical  cer- 
tainty? 

The  Committee  on  the  Costs  spent  vast  sums  of 
money,  published  exhaustive  preliminary  reports 
and  when  its  grand  final  report  was  ready  wrote 
every  Chamber  of  Commerce  secretary  in  the  Unit- 
ed States  asking  how  its  recommendations  could  be 
best  brought  before  the  people  directly.  With  all 
this  effort  of  high-priced  propagandists  the  whole 
thing  fell  flat.  Why?  Because  the  people  are 
better  satisfied  with  their  doctors  than  they  are 
with  anybody  else;  and  the  vast  majority  of  doc- 
tors deserve  their  confidence  and  esteem. 

It  is  worthy  of  note  that  within  the  past  month 
the  Julius  Rosenwald  Fund  has  sent  out  this  "re- 
lease": 

The  Julius  Rosenwald  Fund  has  made  a  grant  of  $165,- 
000  over  a  five-year  period,  to  a  Committee  on  Research 
in  Medical  Economics,  .  .  .recently  incorporated  in  New 
York,  with  Michael  M.  Davis  as  chairman,  the  other  mem- 
bers being  Robert  E.  Chaddock,  Professor  of  Statistics, 
Columbia  University ;  Henry  S.  Dennison,  President,  Den- 
nison  Manufacturing  Company,  Framingham,  Mass.;  Wal- 
ton H.  Hamilton,  Professor  of  Law,  Yale  University  and 
Director,  Bureau  of  Research,  Social  Security  Board,  Wash- 
ington; Elvin  S.  Johnson,  Director,  New  School  for  Social 
Research,  New  York;  Paul  U.  Kellogg,  Editor,  The  Survey 
Graphic,  New  York;  Harry  A.  Millis,  Professor  of  Eco- 
nomics, University  of  Chicago;  Fred  M.  Stein,  retired 
banker,  New  York. 

The  Committee  will  have  an  Advisory  Board,  to  be  en- 
larged as  required,  the  following  physicians  now  being 
members:  Samuel  Bradbury,  M.D.,  Philadelphia;  Alfred 
E.  Cohn,  M.D.,  New  York;  Alice  Hamilton,  M.D.,  Wash- 
ington; Ludwig  Hektoen,  M.D.,  Chicago;  and  Franklin  C. 
McLean,  M.D.,  Chicago. 

This  Committee  will  conduct  and  assist  studies  in  the 
economic  and  social  aspects  of  medical  care;  will  train 
personnel  for  this  field;  and  in  co-operation  with  the  med- 
ical profession  and  other  agencies,  will  furnish  information 
and  consultation  services  in  behalf  of  rendering  medical 
care  more  widely  available  to  the  people  at  costs  within 
their  means.  .  .  . 

Since  1928,  Mr.  Edwin  R.  Embree  (president  of  the 
Fund)  stated,  "the  Julius  Rosenwald  Fund  has  been  ac- 
tively at  work  with  the  aim  of  reducing  the  costs  of  med- 
ical services  and  of  making  them  more  accessible  to  people 
of  small  incomes."  .  .  . 


The  Fund  welcomes  the  opportunity  to  make  a  grant  of 
this  kind  to  a  committee  of  social  scientists  and  business 
men,  with  a  distinguished  medical  advisory  board.  With 
this  grant,  together  with  the  grant  of  $100,000  recently 
made  to  the  American  Hospital  Association  to  promote 
voluntary  hospital  insurance,  the  trustees  have  terminated 
their  department  of  medical  services,  believing  that  these 
two  agencies  will  now  carry  forward  vigorously  the  Fund's 
long-standing  and  successful  work  in  this  field." 

Michael  M.  Davis,  who  is  chairman  and  the  active 
director  of  the  new  Committee,  is  .  .  .  Chairman  of  the 
Council  of  the  American  Hospital  Association 

Those  familiar  with  the  personnel  of  the  Com- 
mittee on  Costs  of  Medical  Care  will  recognize  this 
new  committee  at  a  glance;  also  the  disingenous- 
ness  of  its  statement  that  "the  following  physi- 
cians" are  members  of  the  Advisory  Board.  The 
first-named  is  the  only  one  engaged  in  a  physician's 
work,  in  the  ordinary  acceptance  and  meaning  of 
words.  The  second  is  a  Rockefeller  Institute  man, 
the  third  a  P.H.  woman  recently  of  Boston,  the 
fourth  a  professor  of  pathology  "not  in  practice," 
and  the  fifth  a  professor  of  pathologic  physiology 
"not  in  practice."  The  same  old  tactics  of  the 
committee  that  spent  millions  in  a  vain  attempt  to 
destroy  the  private  practice  of  medicine.  It  takes 
a  lot  of  faith  to  believe  that  with  $165,000,  the  same 
group  can  accomplish  what  they  utterly  failed  to 
do  with  ten  or  twenty  times  that  sum. 

The  remarkable  disclosures  are  that  the  Ameri- 
can Hospital  Association  appears  to  be  now  run  by 
the  same  outfit.  How  does  it  happen  that  Michael 
M.  Davis,  one  of  the  most  active  proponents  of 
medical  services  by  the  week  and  doctors  as  gov- 
ernment employes,  is  chairman  of  the  new  Com- 
mittee and  also  Chairman  of  the  Council  of  the 
American  Hospital  Association?  And,  I  want  to 
add  the  information  that  C.  Rufus  Rorem,  also,  is 
a  director  in  the  American  Hospital  Association. 

If  hospitals,  and  the  doctors  conducting  hospitals 
of  the  A.  H.  A.,  want  to  make  joint  cause  with 
these  men  and  adopt  their  ideas  of  how  medical 
services  should  be  rendered  in  this  country,  ideas 
that  have  been  repudiated  by  the  practicing  phy- 
sicians and  surgeons  of  the  country;  organized 
medicine  should  take  cognizance  of  it,  inquire  into 
and  ascertain  who  is  for  us  and  who  is  against  us. 
No  one  should  be  allowed  to  hold  with  the  hare 
and  run  with  the  hounds. 

While  we  should  keep  our  eyes  open  and  our 
arms  in  good  working  condition,  I  can  see  no  rea- 
son in  abandoning  our  position,  or  seriously  shifting 
it,  because  the  enemy  tells  us  we  can  not  hold  it. 
Painted  logs  have  been  mistaken  for  siege  guns 
before  now,  and  the  fort  surrendered. 

In  the  past  few  days  there  came  from  the  Public 
Relations  Bureau  of  the  Medical  Society  of  a  sis- 
ter State  a  pamphlet  of  Excerpts  from  a  speech  by 
the  Chairman  of  the  National  Steel  Corporation, 
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under  the  title,  "Industry  Must  Speak  Construct- 
ively." All  he  argues  that  Business  must  do  to 
meet  new  conditions,  Medicine  has  been  doing  all 
along.  In  passing,  it  seems  well  to  call  attention 
to  that  overworked  term  "constructive  criticism." 
What  men  really  mean  by  saying  they  welcome 
constructive  criticism  is  that  they  will  welcome 
what  you  say  if  it  agrees  with  what  they  have  said. 
Indeed,  one  of  the  synonyms  of  constructive  is 
affirmative. 

In  so  far  as  there  is  a  threat  to  the  private  prac- 
tice of  medicine,  it  is  a  national  problem.  The 
destinies  of  doctors  of  every  State  are  involved, 
and  if  inimical  action  comes  it  will  be  through  the 
National  Congress.  There  is  every  reason  to  be- 
lieve that  the  American  Medical  Association  is  in 
possession  of  all  the  reliable  information  available 
and  that  it  has  worked  out  plans  of  strategy  and 
tactics  for  meeting  any  foreseeable  eventuality. 
We  are  enlisted  under  one  banner.  Let  us  not  be 
frightened  by  the  bogey  (preferably  booger)  man, 
the  invention  of  the  enemy;  let  us  do  what  fighting 
is  necessary  under  a  unified  command. 

Something  on  Prices 

A  deal  of  complaint  is  heard  about  the  Presi- 
dent's efforts  toward  helping  farmers  get  for  their 
products  the  cost  of  production,  and  to  go  beyond 
that  and  see  that  they  get  a  reasonable  return  on 
their  investment  of  capital  and  labor.  This  journal 
has  made  no  secret  of  its  rejoicing  that,  after  many 
a  weary  century,  the  farmer  has  found  a  friend 
in  a  high  place. 

Off-hand,  most  everybody  expresses  friendship 
for  the  farmer,  agreeing  that  throughout  history 
he  has  been  obliged  to  pay  whatever  was  demanded 
for  what  he  had  to  buy,  and  accept  whatever  was 
offered  for  what  he  had  to  sell.  Agreement  is  gen- 
eral that  the  farmer  should  get  more — right  up  to 
the  point  of  paying  him  more  for  his  products:  the 
malaria  should  be  cured,  but  quinine  is  so  disagree- 
able that  it  is  refused  in  favor  of  the  more  agree- 
able— and  cheaper — incantation. 

Since  certain  happenings  on  a  Tuesday  in  last 
November  indicate  that  the  quinine  must  be  taken 
as  a  regular  ration  over  a  considerable  spell,  per- 
haps the  dose  may  become  less  bitter  from  reading 
an  account  of  an  incident  of  some  centuries  back  in 
which  the  farmers  were  put  upon  with  unusual  se- 
verity in  favor  of  the  high  and  mighty. 

In  the  Year  of  Grace  1315  the  English  King  sent 
forth  this  proclamation: 

'Edwarde  by  the  Grace  of  God  Kynge  of  England  &c. 
To  Shiriffes,  Majors  Bailiffes  of  Fraunchises  Greeting:  For 
as  much  as  we  have  heard  and  understanded  the  greevous 
complayntes  Archbishops,  Bishops,  Prelates  and  Barons, 
touching  great  dearth  of  victuals  in  our  Realme:  We  or- 
deyne  from  henceforth  that  no  Oxe  stalled  or  come  fedde 
be  sold  for  more  than  xxiiiis.    No  other  grasse  fed  Oxe  for 


more  than  xvis;  a  fat  stalled  Cowe  at  xiis;  another  Cowe 
lesse  woorth  at  xj;  a  fat  Mutton  come  fedd  or  whose 
wool  is  well  growen  at  xxd;  another  fat  Mutton  shome  at 
xiiiirf;  a  fat  Hogge  of  two  yeres  olde  at  iiis.  iiiirf;  a  fat 
Goose  at  iirf.  ob.,1  in  the  Citie  at  iiirf;  a  fat  Capon  at  iid., 
in  the  Citie  iid.  ob.;  a  fat  when  at  i  d,  in  the  Citie  at  i  d. 
ob.;  two  Chickens  at  id,  in  the  Citie  at  id.  ob.;  foure 
Pigions  id,  in  the  Citie  three  Pigions  id.  Item  xxiiii  Egges 
a  peny,  in  the  Citie  xx  Egges  a  peny.  We  ordeyne  to  all 
our  Shiriffes.' 

A  fat  stalled  ox  at  24  shillings  (less  than  $6.00) 
would  probably  content  the  majority  of  these  well- 
wishers  to  the  farmer;  and  the  rest  might  be  count- 
ed on  to  regard  a  fat  goose  "in  the  Citie"  at  6 
cents  and  20  eggs  for  2  cents  as  something  like 
prices  ought  to  be. 

Frequently  the  question  is  asked:  why  is  it  that 
the  rich  folks  have  not  got  all  the  money  long  ago? 
Two  of  the  many  reasons  are  the  gradual  increase 
in  the  price  of  commodities  as  indicated  by  the 
prices  cited  for  14th  Century,  and  the  gradual  de- 
crease in  the  amount  of  silver  and  gold  in  money." 
The  first  English  Pound  Sterling  contained  a  pound 
of  sterling  silver,  by  weight.  As  compared  with 
the  reduction  in  the  intrinsic  value  of  the  Pound, 
the  recent  reduction  of  the  gold  content  of  our  dol- 
lar is  a  trifling  thing. 

Another  Medical  School  For  North 

Carolina? 
There  is  on  foot  a  movement  to  establish  in 
North  Carolina  a  school  to  give  the  last  two  years 
of  the  four-year  course  in  medicine. 
In  favor  of  this  project  it  is  said  that: 

There  are  not  enough  doctors  in  the  rural 
sections  of  State. 

The  poor  boy  who  wishes  to  study  medi- 
cine should  have  this  opportunity. 

The  two  schools  in  the  State  giving  the 
first  two  years  of  the  medical  course  are 
threatened  with  extinction  by  impending 
rulings  of  the  American  Medical  Associa- 
tion which  would  prevent  other  schools  giv- 
ing the  third-  and  fourth  Pyears  instruction 
to  students  who  have  taken  their  first  two 
years  of  the  medical  course  at  Chapel  Hill  or 
Wake  Forest. 

All  that  money  spent  by  these  students 
in  the  third  and  fourth  years  of  their  med- 
ical   course    should    be    spent     in     North 
Carolina. 
On  the  other  hand  it  is  said  that: 
Too   many   doctors   are   being   graduated   and 
existing  medical  classes  should  be  reduced  by  10 
per  cent.    With  telephones  and  automobiles,  fewer 
cases  of  typhoid  to  treat  and  a  great  number  of 
patients  with  chronic  disease  in  Federal,  State  and 
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County  Hospitals,  fewer  doctors  are  needed.  Doc- 
tors will  distribute  themselves  as  most  needed  no 
matter  where  they  may  be  graduated. 

Medical  education  can  not  be  made  inexpensive. 

The  chance  of  any  action  being  taken  tending 
to  endanger  the  present  two-year  schools  in  North 
Carolina  has  definitely  passed. 

The  amount  of  money  the  medical  students 
have  to  spend  beyond  that  spent  in  defraying 
minimum  college  costs  is  negligible. 

Providing  and  maintaining  a  medical  school  is 
tremendously  expensive,  requiring  money  by  the 
millions.  Where  could  these  millions  be  ob- 
tained ? 


Alcohol  and  Alcoholism 

Kindly  lay  aside  for  two  or  three  hours  the 
egotistical  assumption  that  you  know  nearly  as 
much  as  you  seem  to  know,  open  your  mind,  pro- 
cure a  copy  of  the  little  volume, — there  are  only 
218  pages  of  it — and  read  it  slowly  and  carefully. 
Although  it  deals  with  a  substance  that  is  inclined 
to  make  passionate  those  who  drink  it,  the  little 
book  is  not  for  you  if  your  mind  is  of  the  already- 
made-up-and-closed  kind. 

I  am  talking,  of  course,  about :  Alcohol  and  the 
Habit-Forming  Drugs.  It  is  one  of  the  most 
unusual  and  remarkable  books  that  I  know  of 
The  preface  is  writen  by  Dr.  William  deB.  Mac- 
Nider,  of  the  Laboratry  of  Pharmacology  of  the 
University  of  North  Carolina. 

The  ideas  expressed  in  the  book  come  from 
the  brain  of  Dr.  G.  L.  Donnelly,  the  Associate 
of  Dr.  MacNider  in  the  Medical  School  of  the 
University.  And  the  cover  of  the  volume  and 
its  text  are  illustrated  by  forty-odd  drawings  by 
Mary  deB.  Graves.  She  is  the  village  artist  of 
Chapel  Hill,  exhibitions  of  whose  skill  have  gone 
here  and  there  throughout  the  world.  Dr.  Mac- 
Nider is  an  old  one  with  his  pen  in  stories  about 
drugs,  and  he  and  his  work  are  known  where- 
ever  there  are  physicians.  But  Dr.  Donnelly  is 
a  youngster. 

What  of  it?  If  it  isn't  so  already,  the  book 
should  become  a  best-seller.  Alfred  Williams 
and  Company  in  Raleigh  publish  the  book.  Had 
it  not  been  printed  and  bound  by  L.  H.  Jenkins, 
Inc.,  Richmond,  Virginia,  it  would  be  a  product 
of  North  Carolina  in  its  entirety.  But  I  am  glad 
that  Richmond  has  a  hand  in  sending  it  out. 

Many  intelligent  people,  I  doubt  not  at  all,  have 
little  accurate  knowledge  of  alcohol — its  antiquity, 
where  it  comes   from,  just  how  it  is  made,   its 


characteristic  physical  and  chemical  qualities, 
and  the  enormous  quantities  of  it  used  in  the  arts 
and  industries.  Modern  civilization  could  not 
carry  on  many  of  its  manufactories  without  al- 
cohol. It  occupies  a  large  and  important  place  in 
industrial  life.  Probably  200  or  300  millions  of 
gallons  of  it  are  made  use  of  in  the  United  States 
industrially  each  year.  Alcohol  is  one  of  the 
oldest  chemical  substances  manufactured  by  man. 
The  Egyptians  and  the  Chinese  made  it  in  the 
form  of  wine  centuries  ago. 

The  chapters  in  the  little  book  are  called  units. 
Each  unit  is  short,  and  it  tells  a  short,  simple 
story.  And  each  unit  is  followed  by  a  highly 
condensed  review  and  by  Questions  and  Thought 
Problems.  The  first  unit  tells  about  the  history 
of  alcohol,  what  it  is,  how  it  is  made  and  some 
of  the  uses  made  of  it  in  industry  and  in  art. 
Alcohol  is  one  of  the  most  important,  because 
one  of  the  most  useful,  substances  in  the  world. 
The  second  unit  briefly  sets  forth  the  reasons  for 
learning  about  the  common  alcoholic  beverages — 
whiskey,  wine,  beer — what  they  are,  how  they 
are  mlade  and  something  about  what  happens 
when  one  drinks  them.  The  third  unit  leaves  us 
little  reason  for  believing  that  alcohol  in  any  of 
its  beverage-forms  can  occupy  any  helpful  place 
either  in  curing  or  in  preventing  disease.  A  scien- 
tific study  of  its  pharmacology  has  disclosed  its 
therapeutic  impotence  and  has  denied  its  value 
as  a  food.  Yet  hundreds  of  millions  of  dollars 
are  spent  by  Americans  every  year  for  certain  so- 
called  patent  medicines,  mainly  because  they  are 
about  as  alcoholic  as  whiskey. 

Subsequent  chapters  outline  a  balanced  diet; 
they  tell  how  food  is  digested,  absorbed,  built 
into  the  body ;  and  how  the  unwise  use  of  alcoholic 
beverages  interferes  with  all  the  nutritive  pro- 
cesses. 

Both  the  text  and  the  illustrations  give  graphic 
accounts  of  the  cellular  constitution  of  all  the  or- 
gans, they  show  how  the  food  reaches  the  cells, 
how  the  cells  evolve  and  liberate  energy,  and  how 
the  use  of  alcohol  interferes  with  their  health 
and  their  functions.  The  effect  of  alcohol  upon 
the  circulatory  mechanism  is  made  plain,  even  to 
the  ruddy,  bulbous  nose.  Most  folks  think  that 
a  drink  of  whiskey  in  cold  weather  warms  one  up. 
That  is  merely  a  momentary  delusion — or  illusion. 
Alcohol  causes  the  little  blood  vessels  in  the  skin 
to  enlarge  and  the  increased  flow  of  warm  blood 
into  the  skin  merely  causes  one  to  think  that  one 
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is  warmer.  But  the  interior  of  the  body  is  only 
robbed  of  warm  blood,  and  the  general  tempera- 
ture of  the  body  is  lowered. 

And  all  the  evidence  tends  to  induce  the  belief 
that  the  effects  of  alcohol  upon  the  brain  and 
the  rest  of  the  nervous  system  are  harmful.  Al- 
cohol lessens  the  speed  and  the  accuracy  of  volun- 
tary muscular  movement ;  its  use  disturbs  auto- 
matic muscular  activities,  and  it  is  through  the 
latter  movements  that  our  lives  are  either  lost  or 
saved  in  this  highly  mechanized  modern  age. 
Often  we  must  jump,  and  jump  at  the  right  time, 
in  the  right  direction,  and  at  the  proper  speed. 

And  alcohol  as  a  beverage  has  an  unwholesome 
effect  upon  the  human  attributes.  It  lessens  effi- 
ciency, it  disturbs  coordination,  it  impairs  judg- 
ment, it  interferes  with  reason,  disorders  memory, 
and,  by  lessening  inhibition,  it  may  release  dan- 
gerous instinctive  urges.  The  continued  use  of 
alcoholic  beverages  tends  to  the  establishment  of 
bad  heredity;  and  its  use  invites  both  disease  and 
death  by  lessening  resistance. 

Chronic  drinkers,  solitary  or  social,  do  not 
live  out  their  allotted  span  of  existence.  And 
before  death  comes  there  are  apt  to  be  accidents, 
tragedies,  alcoholic  degenerations,  nervous  dis- 
orders, or  insanity.  The  intelligent  person  is 
hard  put  to  it  in  attempting  to  justify  alcoholic 
indulgence ;  the  fool  is  in  no  need  of  explanation 
of  his  folly. 

The  final  chapters  are  devoted  to  a  brief  state- 
ment about  some  of  the  habit-forming  drugs — the 
opium  derivatives  and  hashish,  and  the  sedative, 
pain-relieving  and  sleep  -  inducing  proprietary 
drugs.  If  possible,  they  are  worse  than  alcohol, 
because  no  odor  declares  their  use  and  they  linger 
long  in  the  body  tissues. 

I  scarcely  know  which  I  appreciate  the  more — 
the  text  or  the  illustrations.  I  say  it  thus,  because 
the  little  book  has  been  prepared  for  use  as  a 
textbook  in  the  public  schools  of  North  Carolina. 
Its  purpose  is  to  make  it  possible  for  the  teacher 
to  help  children  to  understand  the  essential  facts 
about  alcohol.  Alcohol  illustrates  perfectly  the 
helpfulness  of  a  substance  in  its  proper  place,  the 
hurt  fulness  of  the  same  substance  out  of  its 
proper  place.  When  alcohol  is  used  outside  the 
body,  it  is  generally  helpful ;  when  used  in  the 
body  it  is  generally  harmful.  That's  the  story 
of  alcohol. 

There  is  not  a  bit  of  heat  in  the  book ;  and  no 
propaganda  of  any  kind.  The  word  God  does 
not  appear  in  the  little  volume,  nor  the  Devil,  nor 


immorality,  nor  morality.  There  is  no  preach- 
ing in  the  book.  The  word  prohibition  is  not  in 
it.  Yet  there  is  a  lovely  full-page  drawing  of 
a  moonshine  still. 

I  wonder  who  is  the  author  of  the  bill  in  the 
legislature  of  1935  that  authorized  the  State 
Textbook  Commission  and  the  State  Board  of 
Education  to  have  the  volume  brought  forth,  and 
to  have  it  approved,  too,  by  the  State  Board  of 
Health  and  the  Medical  School  of  the  University 
of  North  Carolina?  Who  was  he?  He  and  the 
folks  who  got  out  the  book  are  about  the  only 
ones  who  have  done  anything  about  the  alcohol 
problem  that  has  fundamental  sense  and  hope  of 
helpfulness  in  it  since  I  can  remember.  Dr.  Don- 
nelly knows  what  he  is  talking  about.  He  writes 
sanely,  simple,  sincerely,  tolerantly,  and  for  no 
other  purpose  than  to  inform  those  who  read  the, 
book.  If  I  could  write  with  such  understanding 
and  clarity  and  certainty  about  psychiatric  prob- 
lems— oh,  well,  why  talk  so  about  an  impossi- 
bility? 

Gone  With  the  Wind?  Alcohol  and  the  Habit- 
Forming  Drugs  should  run  far  ahead  of  it  in  sales 
For  alcohol  has  done  the  South  much  more  harm 
than  the  Civil  War  and  Sherman — either  or 
both.  Read  the  book;  give  a  copy  of  it  to  your 
pastor,  so  that  he  may  have  facts  as  well  as  pas- 
sion ;  and  a  copy  of  it  to  each  of  your  self-indul- 
gent patients.  And  keep  a  copy  of  it  by  your 
side.  Like  the  twenty-third  psalm,  it  has  in  it 
simplicity  and  truth  and  sweetness  and  the  as- 
surance of  helpfulness. 

— JAS.    K.    HALL. 


Subcutaneous  Oxygen  Therapy 

(Watt    Yeiser,   Columbia,    in   Jl.   Tenn.    State    Med.    Assn., 
Jan.) 

During  the  past  10  years  a  great  amount  of  literature 
has  appeared  on  oxygen  therapy,  using  tents  and  oxygen 
chambers.  The  average  rental  cost  for  an  outfit  of  this 
kind  is  $20  to  $25  per  day,  plus  the  cost  of  special  nurses 
necessary.  Oxygen  therapy,  therefore,  can  be  afforded  only 
by  the  very  wealthy. 

For  some  unknown  reason  little  attention  has  been  given 
to  the  most  economical  and  efficient  method,  subcutaneous 
oxygen  therapy.  Such  a  small  amount  of  oxygen  is  used 
by  this  very  efficient  method  that  the  cost  of  the  gas  is 
negligible. 

Oxygen  is  readily  diffused  from  one  tissue  to  another. 
It  is  taken  up  by  the  blood  wherever  available  and  distrib- 
uted to  all  parts  of  the  body. 

It  is  necessary  to  have  proper  control  and  regulation  of 
gas  pressure  and  measurement  of  the  amounts  given.  The 
machine  adopted  in  Europe  for  this  purpose  is  the  one 
designed  by  Dr.  Bayeaux  of  France.  Other  machines, 
American  made,  are  now  in  use  in  this  country.  The 
machine  that  I  am  using  is  the  Singer-Phillips  pneumotho- 
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rax   machine    with    the    manometer   disconnected   and    the 
tubing  attached  to  the  tank. 

Many  times  the  alveoli  of  the  lung  are  obstructed  and 
the  patient  does  not  get  the  oxygen  by  inhalation  whereas 
with  the  subcutaneous  method  he  cannot  help  but  absorb 
it.  By  the  subcutaneous  route  it  will  reach  its  destination. 
The  primary  purpose  of  oxygen  therapy,  whether  in- 
halation or  subcutaneous,  is  the  combatting  of  anoxemia. 
The  time  will  soon  come  when  the  degree  of  anoxemia  in 
certain  diseases  will  be  considered  as  regularly  as  the 
leucocyte  count  is  now  considered  in  appendicitis.  The 
method  of  determining  the  oxygen  saturation  of  the  blood 
needs  to  be  simplified.  The  most  practical  test  for  deter- 
mination of  anoxemia  is  the  injection  of  200  or  300  c.c. 
of  oxygen  subcutaneously.  If  there  is  no  anoxemia  the 
oxygen  remains  unabsorbed  with  marked  relief  of  symp- 
toms. Then  the  injections  and  amounts  required  can  be 
repeated  as  necessary  to  relieve  the  condition.  I  have  not 
used  the  oxygen  tent  but  it  is  my  information  that  it  is 
given  at  a  concentration  of  60%  or  higher.  Common  sense 
reasoning  leads  me  to  the  conclusion  that  at  this  concen- 
tration it  is  not  entirely  harmless  to  an  already  inflamed 
lung  tissue. 

By  the  subcutaneous  method,  the  most  remarkable  fea- 
ture is  that  injections  of  such  small  amounts  of  oxygen 
are  so  efficient;  the  average  dose  for  the  adult  is  500  to 
1,000  c.c.  and  repeated  as  often  as  it  is  absorbed.  This  can 
be  easily  ascertained  by  the  crepitation.  The  average  pneu- 
monia patient  would  be  quite  comfortable  on  1  or  2  injec- 
tions per  day.  It  will  be  necessary  to  give  it  more  often 
if  there  is  much  cyanosis  or  air  hunger.  The  distress  and 
anxiety  of  these  poor  patients  is  markedly  relieved  and 
they  feel  much  easier  until  their  oxygen  has  again  been 
exhausted  and  their  dyspnea  begins  to  return.  Then  the 
injections  should  be  repeated. 

Oxygen  therapy  is  indicated  in  all  conditions  of  anoxemia 
or  asphyxia.  Remember  it  is  compatible  with  any  and 
all  kinds  of  treatments.  The  following  are  some  of  the 
more  important  conditions  in  which  subcutaneous  oxygen 
is  indicated:  Certain  cases  of  pneumonia  in  which  they 
have  their  first  indication  of  cyanosis  or  dyspnea  or  rapid 
breathing;  or  in  pneumonias  with  delayed  resolutions  or  in 
those  with  little  or  no  drainage;  after-effects  of  prolonged 
anesthesia;  after-effects  of  hemorrhage  and  anemia;  asth- 
matic attacks;  postoperative  and  other  forms  of  shock; 
pulmonary  tuberculosis;  pulmonary  edema,  septicemia, 
toxemia,  uremic  convulsions  and  whooping  cough. 

It  is  my  belief  that  in  the  near  future  subcutaneous 
oxygen  terapy  will  be  regarded  as  important  where  required 
as  fluids  are  today  in  the  dehydrated  patient.  O.  B.  Simon 
reports  having  used  it  for  SO  days  at  a  total  cost  of  SO 
cents. 


S.    M.    &   B.- 


CoNTACT-POINT  CARIES 
(T.  B.  Beust,  Louisville,  in  Jl.  Dental  Research,  Dec.) 
Dental  caries  commonly  appears  on  circumscribed  areas 
of  enamel.  Interproximal  surfaces  furnish  a  large  propor- 
tion of  the  lesions.  Many  textbooks,  apparently  accepting 
the  plaque  theory,  state  that  "caries  begins  just  to  the 
gingival  of  the  contact  point."  The  popular  conception 
appears  to  be  that  caries  starts  at  the  point  named,  con- 
forming with  the  acid  theory  of  caries.  In  1912  I  publish- 
ed my  views  concerning  plaques.  I  was  unable  to  find 
plaques  decomposing  enamel  at  the  points  under  discussion. 
On  the  other  hand,  caries  spots  were  found  at  the  inaccessi- 
ble areas  of  the  contact  points,  where  the  formation  of 
plaques  would  be  impossible.  Practitioners  engaged  in 
x-ray  diagnosis  find  caries  at  the  contact  point.    Extraordi- 


nary methods  of  determination  would  have  to  be  adopted 
to  justify  the  popular  assumption  that  the  beginning  of 
enamel  caries  is  outside  of  the  contact  point. 

In  the  preparation  of  many  microscope  slides  for  the 
study  of  incipient  decay,  the  evidence  indicated  that  the 
great  majority  started  at  the  contact  point.  Recently  an 
examination  to  determine  the  facts  was  undertaken  with 
the  aid  of  extracted  teeth,  such  as  were  used  in  my  studies 
of  dentin  sclerosis.  For  this  purpose  only  molars  and 
bicuspids  were  used.  Anterior  teeth,  owing  to  the  difficulty 
of  locating  the  exact  point,  were  discarded.  In  this  exam- 
ination, 287  teeth  exhibiting  spots  of  interproximal-caries 
were  selected  without  regard  to  posititon  of  decay.  With 
the  aid  of  a  microscope  or  hand  lens  it  was  possible,  in 
many  cases,  definitely  to  recognize  the  point  of  contact  by 
a  facet  of  interproximal  wear.  In  the  total  number  exam- 
ined, each  of  231  displayed  a  facet;  IS  of  the  231  showed 
caries  both  inside  and  outside  of  facets.  This  leaves  as  a 
basis  for  reckoning  216,  of  which  100%  exhibited  caries 
within  facets  only.  Interproximal  caries  of  enamel  begins, 
in  practically  all  cases,  at  the  actual  point  of  contact  of  a 
tooth  with  its  neighbor. 

Presence  of  an  acid-secreting  plaque  or  colony  at  this 
point  is  environmentally  and  mechanically  impossible. 


Acute  Left  Ventricular  Failure. — This  may  be  evidenced 
by  paroxysmal  dyspnea,  particularly  nocturnal,  in  many 
instances  accompanied  by  pulmonary  edema.  The  prompt 
hypodermic  administration  of  morphine  usually  stops  the 
attack.  Common  findings  are  hypertension,  an  abnormal 
electrocardiogram,  alternation,  gallop  rhythm,  rales  at  the 
lung  bases.  Digitalis  is  indicated  in  order  to  improve  myo- 
cardial efficiency. 


NEWS  ITEMS 


Buncombe  County  -Medical  Society:  First  meeting 
of  the  new  year  held  Jan.  4th,  Dr.  Huffines,  president, 
presiding.  Dr.  Huffines  read  his  presidential  address,  Vice 
President  Lott  occupying  the  chair.  The  address  stressed 
the  need  of  more  members  taking  part  in  the  programs, 
of  continuing  the  annual  award  for  the  best  paper,  and 
of  an  undivided  front  in  opposition  to  State  Medicine. 
Members  of  the  various  committees  for  1937  were  an- 
nounced. The  advantages  of  a  pelvicephalometer  were 
explained  by  Dr.  G.  W.  Murphy,  who  demonstrated  the 
instrument.  Dr.  Keitt  Smith  was  introduced  as  a  guest 
from  Spartanburg  by  Dr.  Grantham.  Dr.  G.  W.  Murphy 
read  a  prepared  letter  to  be  sent  to  various  members  of 
the  State  and  National  legislatures,  opposing  any  legisla- 
tion which  might  permit  of  the  institution  of  State  Med- 
icine. The  Society  went  on  record  as  approving  the  send- 
ing of  this  letter,  by  the  Committee  on  Public  Health 
and  Legislation,  to  the  proper  Congressmen.  A  letter  from 
Secretary,  Dr.  L.  B.  MacBrayer,  stating  that  Drs.  Archer, 
Brookshire,  Jere  Cocke,  Elias  and  Ringer  automatically 
become  honorary  fellows  of  the  Medical  Society  of  the 
State  in  1937. 

Dr.  T.  R.  Huffines  called  the  second  meeting  of  the 
year  to  order  on  January  18th.  Dr.  Ringer,  reporting  for 
the  committee  on  Public  Health  and  Legislation,  gave  a 
resume  of  his  committee's  work  in  advising  State  and 
National  legislators  that  the  B.  C.  M.  S.  was  opposed  to 
any  and  all  forms  of  State  Medicine.  Dr.  Murphy  gave 
a  report  of  a  very  recent  meeting  of  the  executive  com- 
mittee of  the  State  Medical  Society  relating  in  detail  the 
attitude  of  this  committee  regarding  State  Medicine.     Dr. 
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Brookshire,  reporting  for  the  Committee  on  Delinquent 
Accounts,  stated  that  his  committee,  through  Dr.  Worley, 
was  ready  to  present  a  plan.  Dr.  Worley  in  presenting 
the  plan  announced  that  a  minimum  of  40  members  of  the 
society  would  be  required  to  put  this  plan  in  operation, 
each  member  to  turn  in  the  names  and  addresses  of  all 
delinquents,  these  to  be  reissued  every  six  months;  each 
member  to  be  supplied  with  two  books,  one  for  home  and 
one  for  office  use.  The  yearly  membership  cost  will  be 
$3 .50  per  member.  This  report  of  the  committee  received 
the  indorsement  of  the  Society  in  regular  order. 

Dr.  H  .S.  Clark  read  the  report  of  the  committee  on  the 
president's  address.  The  paper  of  the  evening,  Indications 
for  Exploration  of  the  Common  Bile  Duct,  was  presented 
by  Dr.  W.  S.  Justice.  The  incidence  of  stones  in  the  bile 
ducts  is  as  high  as  24  per  cent,  in  those  patients  having 
gallbladder  disease.  Dr.  Justice  urged  careful  exploration 
of  the  duct  by  probe. 

Convening  at  the  City  Hall,  February  1st.,  president 
Huffines  in  the  chair. 

Dr.  Ringer  made  a  brief  report  of  the  Comm.  on  P.  H. 
&  Leg.  Dr.  Brookshire  reported  for  the  Comm.  on  Delin- 
quent Accounts. 

A  list  of  medical  fraternities  and  their  various  members 
belonging  to  the  B.  C.  M.  S.  was  then  read  by  the  secre- 
tary. 

The  Healing  Processes  in  Tuberculosis  was  the  title  of 
the  paper  of  the  evening  by  Dr.  C.  H.  Cocke.  In  the  proc- 
ess of  healing,  phagocytes  play  an  important  part,  but  the 
polymorphonuclear  leucocytes  seem  to  be  unable  to  de- 
stroy tubercle  bacilli.  The  immune  antibody  is  responsible 
for  local  immobilization  of  the  bacteria.  Healing  by  calci- 
fication, resorption  and  fibrosis,  was  described.  Bronchiec- 
tasis is  often  the  penalty  of  recovery  from  tuberculosis. 

Discussed  by  Drs.  Ringer,  Huston,  Moore,  Schaffle,  Baier, 
Green  and  Ward ;  closed  by  the  essayist. 

After  a  presentation  in  writing,  and  a  brief  discussion  of 
the  needs  of  increasing  the  annual  dues  from  S13.00  to 
$15.00  a  year,  Dr.  Herber  moved.  Dr.  Craddock  seconded 
and  the  motion  was  passed,  that  this  change  be  made. 

Drs.  Martin,  of  Cincinnati,  and  Evans,  of  Knoxville, 
were  introduced  as  guests  of  Dr.  Gillespie.  Dr.  Harring- 
ton introduced  two  guests  from  Oteen. 

(Signed)     G.   W.  Kutscher,  jr.,  M.D.,  Sec. 


The  Columbus  County  (N.  C.)  Medical  Society's 
meeting  the  evening  of  January  27th  was  perhaps  the  larg- 
est meeting  for  the  number  of  members  held  in  the  State 
in  recent  years,  having  some  60  doctors  in  attendance,  and 
this  despite  the  very  inclement  weather.  Guests  were  pres- 
ent from  New  Hanover,  Brunswick,  Bladen,  Robeson  and 
Mecklenburg.  The  meeting  was  presided  over  by  the 
president,  Dr.  Floyd  Johnson,  County  Health  Officer. 
Three  Charlotte  physicians,  Drs.  Brodie  C.  Nalle,  Raymond 
Thompson  and  J.  M.  Northington,  were  honored  with 
invitations  to  talk.  Dr.  Nalle,  introduced  by  Dr.  George 
Johnson,  of  Wilmington,  spoke  on  Some  Phases  of  Modern 
Obstetrics;  Dr.  Thompson,  presented  by  Dr.  Thomas  C. 
Johnson,  of  Lumberton,  described  the  Management  of 
Gonorrhea;  and  Dr.  Floyd  Johnson  said  some  kind  words 
for  Dr.  Northington,  who  dealt  somewhat  with  Belly-ache 
and  Belly-achers. 


Robeson  County  doctors  and  their  wive;  and  guests, 
numbering  about  53,  attended  the  annual  Ladic='  Night 
meeting  of  the  Robeson  Medical  Socitety  at  the  Lorraine 
Hotel  the  evening  of  January  7th.  Dr.  C.  T.  Poole  of  St. 
Pauls,  president,  presided,  and  an  entertaining  program  was 


presented  featuring  a  humorous  address  by  Dr.  R.  D.  Mc- 
Millan, Red  Springs.  Mrs.  A.  B.  Holmes  of  Fairmont, 
president  of  the  Robeson  Auxiliary  to  the  Medical  So- 
ciety, and  Mrs.  H.  M.  Baker  gave  an  amusing  take-off  on 
the  typical  auxiliary  meeting. 

Mis-;  Elva  Hobbs  and  several  members  of  her  dancing 
class  appeared  in  tap  and  toe  dances,  accompanied  at  the 
piano  by  Lawrence  Redmond. 


The  Physicians'  Credit  Exchange  and  Charlotte  Med- 
ical Library  held  open  house  to  all  physicians  of  Charlotte, 
January  15th,  at  5  o'clock  in  the  Medical  Library. 

A  short  program  was  presented  to  let  every  doctor  know 
what  these  organizations  are  doing  for  Charlotte  medicine. 

Program:  The  Activities  of  the  Physicians'  Credit  Ex- 
change, Dr.  R.  W.  McKay ;  The  Collection  Bureau  of  the 
Physicians'  Credit  Exchange,  Dr.  T.  D.  Sparrow;  The 
Year's  Work  of  the  Charlotte  Medical  Library,  Mrs.  Helen 
Monahan,  Librarian ;  Financial  Report  of  the  Exchange 
and  Library,  Dr.  R.  B.  McKnight;  Report  of  the  Auditing 
Committee,  Dr.  J.  A.  Elliott;  Report  of  the  Nominating 
Committee;  Why  Join  the  Physicians'  Credit  Exchange?, 
Dr.  John  Hill  Tucker. 

Refreshing  refreshment  was  served. 


Gaston  County  (N.  C.)  Medical  Society  held  a  meet- 
ing at  Cramerton,  February  1st,  with  the  president  and 
recreiary  of  the  State  Medical  Society  as  guests. 


The  Greene  County  (N.  C.)  Medical  Society,  at  its 
meeting  January  26th,  elected  Dr.  W.  E.  Dawson  as  presi- 
dent and  Dr.  E.  H.  Ellinwood,  secretary-treasurer.  Dr. 
W.  B.  Murphy  was  elected  delegate  to  the  State  Medical 
Society  meeting,  and  Dr.  J.  H.  Harper  alternate. 

(Signed)     E.   H.   Ellinwood,   Sec.-Treas. 


The  North  Carolina  Academy  of  Surgery-  held  its  an- 
nual meeting  at  Greensboro  on  February  2nd,  afternoon 
and  evening.  Clinics,  operative  and  dry,  were  held  at  the 
various  hospitals  beginning  at  2  p.  m.  and  a  variety  of 
cases  presented.  Then  the  homes  of  various  Greensboro 
surgeons  were  visited  and  the  bonds  of  good  fellowship 
appropriately  renewed  and  cemented.  At  6:30  a  banquet 
was  served  at  the  O.  Henry  Hotel.  Guest  speakers  on  the 
program  following  the  banquet:  Dr.  G.  Engel,  Philadel- 
phia, on  The  Yalue  of  Operation  in  Peptic  Ulcer;  and 
Dr.  Chevalier  Jackson,  jr.,  Philadelphia,  on  The  Broncho- 
as   a   Diagnostic   Agent   in   Tumors   of   the    Chest 

Committee  on  Arrangements:  Drs.  J.  W.  Tankersley 
(President);  R.  O.  Lyday,  Herbert  H.  Ogburn,  F.  M. 
Patterson,  Frank  A.  Sharpe,  R.  B.  Davis,  A.  D.  Ownbey 
'Ac  tin-  Secy).  R.  X.  Harden,  D.  R.  Wolff,  Wm.  Norment, 
B.  R.  Lyon,  Allen  C.  Banner. 


Mecklenburg  County  (N.  C.)  Medical  Society,  Jan. 
19th,  8  p.  m.,  Medical  Library,  Charlotte:  Dr.  R.  T. 
Ferguson,  Abnormalities  of  the  Birth  Canal;  Dr.  V.  K. 
Hart,  Report  of  Four  Interesting  Bronchoscopic  Cases; 
Dr.  C.  D.  Lucas,  The  Handling  of  Hopeless  Malignant 
Cases;  Dr.  W.  Z.  Bradford,  Aspiration  Biopsy  of  Endome- 
trium with  Special  Reference  to  Sterility. 

February  2nd:  Dr.  T.  C.  Bost,  Report  of  Meningoceal 
Operation  and  Recovery ;  Miss  Taylor,  The  Children's  Ser- 
vice Bureau;  Dr.  H.  L.  Newton,  Outline  of  Plan  to  Benefit 
Medicine  in  Mecklenburg  County ;  Dr.  Stephen  W.  Davis, 
Peripheral  Vascular  Diseases. 

5.  W.  Davis,  M.D.,  Sec. 
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0  Of  paramount  importance  in  the  treat- 
ment of  pernicious  anemia  is  the  administra- 
tion of  adequate  antianemic  material,  such 
as  is  contained  in  liver,  to  restore  hemoglobin 
and  red  blood  cell  levels. 

In  cases  where  there  is  evidence  that  sub- 
acute combined  degeneration  of  the  spinal 
cord  is  present,  therapy  must  be  adequate  to 
arrest  completely  all  progress  of  the  cord 


degeneration.  Adequate  doses  of  solutions  of 
liver  extract  can  be  conveniently  given  by 
parenteral  injection. 

For  this  purpose  the  following  preparations 
are  offered: 

Solution  Liver  Extract  Concentrated,  Lilly — 
Supplied  in  10-cc.  rubber-stoppered  ampoules 
and  in  packages  of  four  3-cc.  rubber-stop- 
pered ampoules. 

Solution  Liver  Extract,  Lilly — Supplied  in 
10-cc.  rubber-stoppered  ampoules. 


ELI  LILLY  AND   COMPANY 


Principal  Offices  and  Laboratories,  Indianapolis,  Indiana,  U.  S.  A. 
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The  Board  of  Health  for  Lincoln  County,  N.  C, 
recently  adopted  a  resolution  recommending  that  "all 
nurses  of  children,  cooks,  washerwomen,  laundry  employees, 
and  public  servants  of  whatever  type,  have  a  physical 
examination  by  the  family  physician  at  least  every  six 
months.  The  cos  tof  this  examination  is  to  be  borne  by  the 
said  servant,  or  employer,  or  both." 

Dr.  W  .G.  Bandy  was  elected  to  serve  as  County  Physi- 
cian for  a  period  of  two  years  succeeding  Dr.  J.  R.  Gam- 
ble. 


At  the  annual  meeting  of  the  Richmond  Academy  of 
Medicine  on  December  8th,  the  following  officers  were 
elected  for  the  next  year:  president,  Dr.  M.  Pierce  Rucker; 
vice  presidents,  Dr.  Karl  S.  Blackwood  and  Dr.  M.  Morris 
Pinckney. 


Meeting  January  11th  The  Randolph  County  (N.  C.) 
Medical  Society  heard  a  paper  by  Dr.  R.  B.  Dalton  of 
Liberty  on  Anatomy  of  the  Spine  (specimen  shown),  fol- 
lowed by  a  discussion  in  which  a  number  took  part.  At 
the  December  meeting  Dr.  C.  C.  Hubbard,  Farmer,  was 
elected  president;  Dr.  H.  L.  Griggan,  vice  president;  Dr. 
J.  H.  Soady,  secretary-treasurer,  and  Dr.  J.  R.  Johnson, 
councillor. 

Dr.  R.  P.  Sykes  is  representative  to  the  State  Society 
meeting,  with  Dr.  J.  H.  Soady  as  alternate. 

The    monthly    meetings   of   the   society    are   growing   in 
interest,  and  more  of  the  members  attending  regularly. 
C.  C.  Hubbard,  M.D. 


Staff  Meeting  of  the  McGuire  Clinic,  Richmond, 
January  19th,  at  8:30  o'clock,  in  the  Clinic  Library.  Pro- 
gram: 1)  Report  of  Case  of  Trichomonas  Vaginalis,  Dr. 
W.  P.  Barnes,  discussion  opened  by  Dr.  S.  W.  Budd;  2) 
Mildred,  Dr.  W.  L.  Peple,  discussion  opened  by  Dr.  John 
M.  Williams;  3)  Report  of  Two  Cases  of  Sinusitis,  Dr. 
F.  H.  Lee,  discussion  opened  by  Dr.  J.  L.  Tabb. 


The  third  annual  meeting  of  the  Mid-Atlantic  Branch 
of  the  American  Urolocical  Association  was  held  in 
Richmond,  Jan.  23rd,  Dr.  J.  A.  C.  Colston,  of  Baltimore, 
the  president,  presiding.  A  series  of  clinical  reports  were 
made  by  Drs.  R.  L.  Creekmur,  A.  I.  Dodson,  Marshall  P. 
Gordon,  jr.,  Joseph  F.  Geisinger,  Lawrence  T.  Price  and 
T.  B.  Washington,  all  of  Richmond.  The  principal  address 
was  made  by  Dr.  Hugh  H.  Young.  Papers  were  read  by 
Drs.  W.  S.  Butler,  Roanoke;  A.  F.  Hutchins,  Baltimore; 
R.  M.  LeComte,  Washington;  C.  J.  Reynolds,  Bluefield, 
W.  Va.;  and  Drs.  Otto  C.  Brantigen  and  W.  H.  Toulson, 
both  of  Baltimore. 

The  officers  of  the  branch  are  Dr.  J.  A.  C.  Colston,  Bal- 
timore, president;  Dr.  J.  H.  Neff,  University  of  Virginia, 
vice  president,  and  Dr.  A.  I.  Dodson,  Richmond,  secretary. 


Chowan  County 
Dr.  M.  P.  Whichard,  Edenton,  has  been  elected  County 
Health  Officer  by  the  Chowan  County  Board  of  Health. 
Dr.  Whichard's  term  is  for  two  years  and  he  replaces  Dr. 
J.  A.  Powell,  Edenton,  whose  term  has  expired.  The 
Board  of  Health  is  composed  of  D.  M.  Warren,  chairman 
of  the  County  Commissioners;  Dr.  W.  J.  Taylor,  County 
Welfare  Officer;  Mayor  E.  W.  Spires,  Dr.  L.  P.  Williams. 
Dr.  M.  P.  Whichard,  Edenton,  and  Dr.  W.  I.  Hart.  Fol- 
lowing Dr.  Whichard's  appointment  he  resigned  as  a  mem- 
ber of  the  Board  and  Dr.  J.  A.  Powell  was  named  to  fill 
his  place. 


Only  Hospital  Within  Arctic  Circle 

The  Hudson  Stuck  Memorial  Hospital,  maintained  at 
Fort  Yukon,  Alaska,  along  with  a  mission  by  the  Protestant 
Episcopal  Church,  is  the  only  hospital  within  the  Arctic 
Circle.  On  the  evening  of  January  31st,  at  St.  Pauls, 
Richmond,  Grafton  Burke,  M.D.  (University  of  the  South 
'07),  F.A.C.S.,  Deacon  of  the  Protestant  Episcopal  Church, 
gave  an  account  of  the  work  of  the  hospital  over  a  third 
of  a  century. 

During  that  time  he  has  progressed  from  operations  by 
candle  light  to  plastic  surgery,  diathermy  and  laboratory 
work  under  modern  scientific  conditions. 

Until  he  returns  to  his  post  next  October,  his  place  will 
be  filled  by  Dr.  Robert  Hume. 

He  has  had  no  idle  time  in  his  modern  40-beg  log  hos- 
pital, with  its  power  plant,  its  60  to  100  patients,  and  its 
daily  public  health  clinics.  He  is  assisted  by  four  graduate 
nurses  who  have  volunteered  to  live  in  a  community  of 
1.S00  people  where  there  are  no  movies,  automobiles  or 
night  clubs. 

Dr.  Burke  cited  sunstroke  as  an  extreme  example  of  odd 
accidents  which  bog  up  under  the  northern  lights.  He 
has  had  two  cases. 

Pulmonary  disease  formerly  took  a  great  toll,  but  dia- 
thermy, made  possible  by  the  hospital's  power  plant,  has 
reduced  the  mortality  considerably.  Great  progress  also 
has  been  made  in  the  treatment  of  cancer.  These  diseases 
are  prevalent  in  the  Arctic. 


Medical  Library  Donated.  More  than  two  hundred 
bocks  on  medicine  and  related  sciences,  the  library  of  the 
late  Dr.  L.  A.  Griffith,  one  time  mayor  of  Columbia,  S.  C, 
and  for  many  years  a  resident  of  Lexington  County,  have 
been  donated  to  the  Ridge  Medical  Association,  by  the 
widow,  through  the  instrumentality  of  Dr.  W.  P.  Tim- 
merman,  of  Batesburg.  Many  useful  and  expensive  in- 
struments were  included  in  the  gift.  The  books  and  in- 
struments are  to  be  kept  in  the  office  of  Dr.  Timmer- 
man,  available  for  the  use  of  any  reputable  physician  of 
Lexington,  Saluda  or  Edgefield  Counties. 


The  Graduating  Class  of  Baker  Sanatorium  Train- 
ing School  for  Nurses,  Lumberton,  N.  C,  was  enter- 
tained by  Dr.  H.  M.  Baker  and  Dr.  L.  R.  Hedgpeth  of 
the  Sanatorium  staff  at  a  dinner  party  on  January  28th. 
Covers  were  laid  for  S3. 

Dr.  Hedgpeth  acted  as  toastmaster  and  Dr.  Baker  ex- 
tended a  welcome  to  the  nurses  and  other  guests. 


The  Southeastern  Surgical  Congress'  Eighth  Annual 
Assembly  is  to  be  held  in  Louisville,  March  Sth  to  10th, 
headquarters  at  the  Brown  Hotel.  This  promises  to  be  a 
surgical  meeting  of  unushual  value. 

Thirty-seven  of  the  country's  leaders,  representing  each 
branch  of  surgery,  have  been  placed  on  the  program  and 
two  more  are  to  be  heard  from.  There  will  be  three  full 
days  of  lectures  and  one  public  meeting  at  which  the  first 
of  the  C.  Jeff  Miller  Lectures  will  be  given.  This  lecture- 
ship was  founded  to  commemorate  Doctor  C.  Jeff  Miller 
as  a  great  surgeon  and  public  benefactor.  This  Memorial 
Lectureship  will  bring  together  such  men  as  Doctor  W.  D. 
Haggard,  who  will  deliver  the  Memorial  Address;  Dr. 
Frederic  A.  Beasley,  president  of  the  Am.  C.  of  S.;  Dr. 
Charles  Gordon  Heyd,  president  of  the  A.  M.  A.;  Dr. 
J.  H.  J.  Upham,  president-elect  of  the  A  .M.  A.;  Dr. 
Frank  Boland,  president  of  the  S.  M.  A.,  and  Doctor 
Fred  Rankin,  president-elect  of  the  Southeastern  S.  C. 
and  president  of  the  S.  S.  A.  These  surgeons  will  all  give 
talks  on  this  occasion. 
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On  Tuesday  evening  the  regular  annual  banquet  will 
be  given  in  the  ballroom  of  the  Brown  Hotel.  Each  day 
at  the  noon  hour  a  round  table  conference  will  be  held 
and  at  this  time  everyone  is  invited  to  ask  questions  and 
to  enter  into  the  discussions. 

Programs  will  be  mailed  out  about  February  15th. 

Speakers  who  will  take  part  in  program  are:  Drs.  Abell, 
Irvin,  Louisville;  Babcock,  W.  Wayne,  Philadelphia;  Bes- 
ley,  Frederic  A.,  Waukegan,  111.;  Blackburn,  John  H.,  Bowl- 
ing Green,  Ky.;  Boland,  Frank  K.,  Atlanta;  Bunch,  George 
H.,  Columbia;  Churchill,  Edward  D.,  Boston;  Conwell,  H. 
Earle,  Birmingham;  Craig,  Winchell  McK.,  Rochester, 
Minn.;  Crile,  George  W.,  Cleveland;  Dicks,  J.  W.  D„ 
Natchez;  Gage,  Nims,  New  Orleans;  Gaul,  J.  S.,  Char- 
lotte; Haggard,  W.  D.,  Nashville;  Herrmann,  Louis  G., 
Cincinnati;  Hertzler,  Arthur,  Kansas  City;  Heyd,  Charles 
Gordon,  New  York  City;  Horsley,  J.  Shelton,  Richmond; 
Jelks,  Edward,  Jacksonville;  Kretschmer,  Herman,  Chi- 
cago; Lehman,  Edwin  P.,  University,  Va.;  Lewis,  Dean, 
Baltimore;  Lowsley,  O.  S.,  New  York  City;  Lucas,  Charles 
DeF.,  Charlotte;  McLeod,  James,  Florence,  S.  C.J  Meeker, 
W.  R.,  Mobile;  Mitchell,  Edward  D.,  Memphis; 
Novak,  Emil,  Baltimore;  Pruitt,  Marion,  Atlanta;  Rawls, 
Julian,  Norfolk;  Rush,  L.  H.,  Meridian,  Miss.;  Sage,  Dan 
Y.,  Atlanta;  Semken,  George  H.,  New  York  City;  Speed, 
J.  S.,  Memphis;  Spurting,  Glen,  Louisville;  Upham,  J. 
H.  J.,  Columbus;  Weiland,  Arthur  H.,  Coral  Cables. 

For  information,  WRITE  OR  WIRE  DR.  B.  T.  BEAS- 
LEY,  Secretary-Treasurer,  701  Hurt  Building,  Atlanta. 


FEATURES  OF  THE  34TH  ANNUAL  SESSION  OF 
THE  ASSOCIATION  OF  SEABOARD  AIR  LINE 
RAILWAY  SURGEONS,  HELD  AT  THE  SEVILLA- 
BILTMORE  HOTEL,  HAVANA,  DEC.  3RD  TO  6TH. 
President,  Dr.  Beverley  R.  Tucker,  Richmond;  Secre- 
tary-rTeasurer,  Dr.  J.  W.  Palmer,  Ailey,  Ga. 
Welcome  by  the  Mayor  of  Havana;  response,  Chief 
Surgeon  Joseph  D.  Collins. 

Mr.  S.  R.  Brittingham,  Asst.  General  Solicitor,  S.  A.  L. 
Railway,  Norfolk,  spoke  on  the  6-hour  day  law  now 
being  agitated  for  passage  in  the  next  Congress.  The  fol- 
lowing resolution,  introduced  by  Dr.  C.  L.  Kibler,  of 
Columbia,  was  passed: 

"Whereas,  the  railroads  of  the  United  States  constitute 
one  of  the  most  important  of  all  our  national  industries, 
and  the  maintenance  of  their  integrity  and  the  promotion 
of  their  solvency  and  well-being  are  most  vital  in  further- 
ance of  economic  recovery  and  the  happiness  of  our  entire 
citizenship,  and 

Whereas,  the  margin  of  solvency  of  the  railroads  will  not 
permit  the  added  outlay  of  more  than  half  a  billion  dollars, 
which,  according  to  findings  of  the  Interstate  Commerce 
Commission  will  require  this  amount  to  inaugurate  and 
maintain  a  6-hour  day  for  railroad  employees;  and 

Whereas,  by  reason  thereof  the  enactment  of  legislation 
designed  to  established  by  law  a  6-hour  work  day  for 
railroad  employees  would  be  economically  unsound; 

Therefore  be  it  resolved,  that  the  members  of  this  Asso- 
ciation as  a  body  and  individually  express  their  opposition 
to  such  legislation  and  urge  that  the  stability  of  the  rail 
roads  shall  not  be  attacked  and  jeopardized  thereby." 

Blood  Transfusion  in  Traumatic  Surgery  was  the  subject 
presented  by   Dr.   David   F.  Adcock,   Columbia,   and   dis- 
cussed   by    Dr.    J.    F.    Robertson,    Wilmington;    Practical 
Considerations  of  Abnormal  Variations  in   Blood  Pressure, 
,    by  Dr.  W.  B   Martin,  Norfolk,  was  discussed  by  Drs.  Bev- 
|    erley  R.  Tucker,  Richmond,  and  W.  R.  Smith,  Pembroke, 
i    Ga.;  Otitic  Brain  Abscesses,  by  Dr.  N.  0.  Eaddy,  Johnson- 
vine,  S.   C,  discussion  by   Drs.   Ralph   N.   Green,   Miami, 


C.  M.  Miller.  Richmond,  C.  L.  Kibler,  Columbia,  and  A. 
A.  Burke,  Norfolk;  Simple  Traction  Irons  to  Secure  Well 
Leg  Counter  Traction,  Without  Use  of  Pins,  by  Dr.  H.  C. 
Dozier,  Ocala,  discussed  by  Dr.  J.  R.  Gamble,  Lincolnton, 
N.  C.j  The  Radical  Treatment  of  the  Enormous  and  the 
Non-Discernible  Types  of  Inguinal  Hernia,  by  Dr.  W.  D. 
James,  Hamlet,  discussed  by  Drs.  C.  H.  Richardson,  Ma- 
con, and  H.  A.  Smith. 

Dr.  Alberta  Inclan,  Professor  of  Orthopedic  Surgery  at 
the  University  of  Havana,  gave  a  clinic  for  the  Surgeons 
at  the  Mercedes  and  the  Children's  Hospitals,  did  several 
operations  and  gave  lectures  with  lantern  slides.  There 
was  a  large  attendance  of  Seaboard  Surgeons  and  local 
Havana  surgeons.  After  the  scientific  program  the  Cuban 
surgeons  tendered  the  party  a  luncheon. 

Saturday  evening,  the  Sth,  on  the  Roof  Garden  of  the 
Sevilla-Biltmore  Hotel,  the  Annual  Banquet  was  held, 
Joseph  D.  Collins,  Chief  Surgeons,  Norfolk,  toastmaster. 
Dr.  Collins  called  on  one  representative  from  each  State 
through  which  the  Seaboard  runs.  Dr.  W.  D.  James, 
Hamlet,  spoke  for  N.  C.j  Dr.  C.  L.  Kibler,  Columbia,  for 
S.  C;  Dr.  Frank  Eskridge,  for  Georgia;  Dr.  H.  C.  Dozier, 
Ocala,  for  Florida;  Dr.  Oscar  Johnson,  Pike  Road,  for 
Alabama;  and,  in  closing,  Mr.  S.  R.  Brittingham  spoke, 
representing  Virginia. 


Dr.  George  Sumner  has  again  been  named  Health  Of- 
ficer for  Randolph  County  by  the  County  Health  Board. 
Board  members  present  were  M.  E.  Johnson,  T.  F.  Bulla, 
W.  A.  Bunch,  Dr.  C.  C.  Hubbard  and  Dr.  R.  D.  Patter- 
son. The  board  ruled  that  all  teachers  in  the  county  must 
undergo  a  tuberculosis  test  and  made  certain  regulations 
about  the  distance  hog  pens  must  be  from  dwellings. 

Dr.  Hudnall  H.  Ware,  of  Richmond,  delivered  an  illus- 
trated lecture  on  February  3rd  to  the  Woman's  Club  of 
Hopewell  on  Maternal  Health  and  Birth  Control. 


INHALANT 

No.  77 


An  Ephedrine  Compound  used  as  an  inhalant 
and  spray,  in  infections,  congested  and  irritated 
conditions  of  the  nose  and  throat.  Relieves 
pain  and  congestion,  preventing  infection,  and 
promotes  sinus  ventilation  and  drainage  with- 
out irritation. 

Description 
Inhalant  No.  77  contains  Ephedrine,   Menthol, 
and  essentials  oils  in  a  Paraffin  oil. 

Application 

Can  be  sprayed  or  dropped  into  the  nose  as 
directed  by  the  Physician. 

Supplied 
In  1  ounce,  4  ounce  and  16  ounce  bottles. 


Burwell  &  Dunn  Company 

Manufacturing 
Established 


CHARLOTTE,  N.  C. 

Sample  sent  to  any  physician   in   the  U.S. 
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High  Point's  Full-time  Health  Officer 
Dr.  R.  A.  Herring,  who  formerly  practiced  medicine  in 
Greensboro,  and  who  now  is  field  representative  of  the 
American  Society  for  the  Control  of  Cancer  and  director 
of  the  Society's  program  in  the  northeast  district,  with 
headquarters  in  Washington,  has  been  appointed  full-time 
health  officer  for  High  Point.  Dr.  Herring  will  assume 
his  duties  within  the  next  two  months  and  will  succeed 
Dr.  W.  J.  McAnally,  who  has  served  as  part-time  health 
officer  for  several  years.  Dr.  Herring  is  54  years  old  and 
received  his  medical  training  at  the  University  of  North 
Carolina  and  Tulane.  He  served  as  medical  officer  with 
the  United  States  Health  Service  and  later  was  Professor 
of  Preventive  Medicine  at  the  University  of  Georgia. 


Dr.  J.  Powell  Williams,  Richmond,  announces  the  re- 
moval of  his  office  to  82S  West  Franklin  Street. 


Dr.  C.  C.  Haskell,  formerly  a  member  of  the  Faculty 
of  the  Medical  College  of  Virginia,  who  has  been  living 
for  several  years  in  East  Orange,  New  Jersey,  has  returned 
to  Richmond,  where  he  will  make  his  home. 


Dr.   John   W.   Ervin,   of   Morganton,   has   been   elected 
county  physician  of  Burke  County  for  a  two-year  term. 


Dr.  D.  E.  Forrest,  Hillsboro,  and  Dr.  C.  S.  Mangum, 
Chapel  Hill,  have  been  re-elected  to  the  Orange  County 
Board  of  Health. 


Dr.  L.  J.  Roper,  Chief  of  the  Portsmouth  Welfare  Bu- 
reau for  the  past  15  years,  has  been  named  Director  of  the 
Virginia  Division  of  Venereal  Disease  of  the  State  Depart- 
ment of  Public  Health. 


Dr.  William  Z.  Bradford  and  Dr.  Wallace  B.  Brad- 
ford announce  their  association  in  the  practice  of  Obstet- 
rics and  Gynecology,  Suite  421  Professional  Building,  Char- 
lotte, N.  C. 

Dr.  J.  Shelton  Horsley,  sr.,  of  Richmond,  has  returned 
from  an  extensive  tour  to  the  West  Indies  and  South 
America. 

:  Dr.  Beverley  R.  Tucker,  of  Richmond,  addressed  the 
Mental  Hygiene  Society  of  North  Carolina  at  its  annual 
meeting  in  Raleigh  on  January  25th. 
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Analgesic  and  Sedative    \  P?rt«      5  parts       I  part 
Aspirin   Phenaoetln  Cai/ein 


We  will  mail  professional  samples  regularly 
with  our  compliments  if  you  desire  them. 
Carolina   Pharmaceutical   Co.,    Clinton,   S.   C. 


Charles  C.  Haskell,  M.D.,  announces  the  formation  of 
Charles  C.  Haskell  &  Company,  Inc.,  418  East  Main  Street, 
Richmond,  Va.,  for  the  manufacture  and  distribution  of 
prescription  pharmaceuticals. 


Dr.  E.  R.  Hardin,  County  Health  Officer  of  Robeson 
County  since  1920,  has  been  re-elected  for  his  ninth  term. 


-a.  m.  &  8.- 


Our  Medical  Schools 


Wake  Forest 


Dr.  Thurman  D.  Kitchin  went  to  Baltimore  on  Decem- 
ber 17th  to  make  the  principal  address  at  a  dinner  honor- 
ing Dean  Rowland  of  the  University  of  Maryland  Medical 
School  for  his  forty  years  of  service. 

Dr.  H.  M.  Vann  has  recently  been  elected  president  of 
the  Wake  County  Medical  Society. 

A  book,  Medical  Morals  and  Manners,  by  Dr.  H.  A. 
Royster,  has  recently  come  from  the  press. 

Medical  College  or  Virginia 

Dr.  E.  C.  L.  Miller,  Directing  Librarian,  was  elected 
secretary  of  the  Conference  of  Academies  of  Science  for 
1938  at  the  December  meeting  of  the  American  Association 
for  the  Advancement  of  Science  in  Atlantic  City. 

Miss  Frances  H.  Zeigler,  Dean  of  the  School  of  Nursing, 
recently  attended  the  joint  sessions  of  the  Southern  Wo- 
men's Educational  Alliance  and  the  Graduate  Nurses'  As- 
sociation of  the  District  of  Columbia  in  Washington.  Miss 
Zeigler  headed  a  discussion  group  on  nursing  problems  at 
this  meeting. 

A  paper  by  Drs.  J  .C.  Forbes,  J.  H.  Scherer,  and  R.  C. 
Neale,  A  Liver  Preparation  Protecting  against  Necrosis 
from  Chloroform  or  Carbon  Tetrachloride  Administration, 
was  given  by  Dr.  Forbes  at  the  annual  meeting  of  the 
American  Association  for  the  Advancement  of  Science  on 
December  28th. 

Drs.  Lawrenc  T.  Price,  Clyde  F.  Ross,  Kinloch  Nelson, 
Fred  J.  Wampler,  and  Misses  Mary  Alice  Riley  and  Lil- 
lian Bischoff  of  the  college  staff  attended  the  Venereal 
Conference  called  by  the  Surgeon  General  U.  S.  P.  H.  S., 
in  Washington  on  December  28th  to  30th. 

Excavation  is  well  under  way  on  the  new  dormitory  and 
staff  house  site  and  plans  are  fairly  well  matured  for  the 
building  itself.  Bids  will  shortly  be  requested  on  the  new 
building. 

Dr.  W.  G.  Crockett  has  been  made  president  of  the 
American  Association  of  Colleges  of  Pharmacy. 

The  Hospital  Division  of  the  college  has  purchased  new- 
x-ray  equipment  and  new  quarters  have  been  prepared  in 
the  basement  of  Memorial  Hospital.  This  new  installation 
makes  the  X-ray  Department  of  the  institution  unusually 
efficient  in  diagnosis  and  therapy. 

The  new  laundry  and  heating  plant  facilities  will  be  in 
operation  within  the  next  30  days.  Funds  for  these  two 
projects  were  obtained  from  loans  and  grants  from  the 
Public  Works  Administration. 

A  portrait  of  Dr.  George  Ben  Johnston  has  been  pre- 
sented to  the  college  by  Dr.  Moses  Benmosche  of  New 
York,  an  alumnus  of  the  institution  and  a  former  member 
of  the  staff.  This  portrait  has  been  placed  in  the  college 
library  along  with  portraits  of  others  who  have  rendered 
distinguished  service  to  the  college. 

Dr.  W.  T.  Sanger  and  Dr.  Sidney  S.  Negus  attended  a 
meeting  of  the  New  York  alumni  on  December  10th.    Doc- 
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tor  Sanger  gave  a  talk  on  the  present  expansion  and  the 
future  needs  of  the  college  and  Doctor  Negus  showed  the 
college  motion  pictures. 


Dr.  C.  Denby  Marchant  and  Miss  Marion  Fitzhugh,  both 
of  Urbanna,  Virginia,  were  married  on  January  28th. 

Dr.  Paul  Weldon  Sanger,  of  Durham,  and  Miss  Mary 
Ann  Carr,  of  Atlanta,  were  married  on  December  30th. 
Dr.  Sanger  is  a  member  of  the  faculty  of  the  medical 
school  of  Duke  University. 

Dr.  Newsom  Battle,  of  Rocky  Mount,  and  Dr.  Margaret 
Elizabeth  White,  of  Detroit,  were  married  on  January 
2nd. 

Dr.  Clifford  Beach,  of  Richmond,  and  Miss  Jebbe  White- 
head, of  Chatham,  Virginia,  were  married  on  January  30th. 
Dr.  Beach  is  a  member  of  the  McGuire  Clinic  and  of  the 
staff  of  St.  Luke's  Hospital. 

Dr.  Merle  Durmont  Bonner,  of  Jamestown,  and  Miss 
Blanche  Baker  Hanff,  of  Scotland  Neck,  were  married  on 
January  30th.  Dr.  Bonner  is  superintendent  of  the  Guil- 
ford County  Tuberculosis  Sanatorium  at  Jamestown. 


Deaths 


Dr.  David  A.  Garrison,  of  Gastonia,  N.  C,  died  sud- 
denly at  his  home,  January  14th.  He  began  practice  at 
Bessemer  City,  going  to  Gastonia  in  1896.  He  established 
the  Gaston  County  Sanitarium  in  1917,  which  became  the 
Garrison  General  Hospital  of  which  Dr.  Garrison  was  the 
head  at  the  time  of  his  death. 

Dr.  J.  E.  Copeland,  91,  a  Mason  for  67  years  and  last 
surviving  Confederate  veteran  in  Loudoun  County,  died 
at  his  home  at  Round  Hill,  Va.,  January  18th,  from  the 
infirmities  of  age. 

Dr.  Rainey  Parker,  59,  of  Berryville,  Arkansas,  native 
of  North  Carolina,  died  January  12th.  He  was  surgeon 
for  30  years  of  Rainey  Hospital,  Burlington,  N.  C,  and  also 
served  as  general  surgeon  of  the  Southern  Railway.  He 
was  a  native  of  Orange  County,  N.  C,  and  a  graduate  of 
the  Medical  College  of  Virginia. 

He  became  head  of  the  Berryville  Hospital  16  months 
ago.  He  went  to  northwest  Arkansas  eight  years  ago  and 
for  six  years  was  surgeon  at  the  Don  Sawyer  Memorial 
Hospital  in  Eureka  Springs. 

Dr.  M.  S.  Bulla,  of  Elizabeth  City,  N.  C,  died  suddenly 
of  a  stroke  in  the  early  morning  of  the  28th  of  January, 
aged  54. 

Dr.  G.  M.  Wallace,  of  "Ellerslie,"  Stafford  County,  Va., 
died  January  28th,  at  the  age  of  88.  He  had  practiced 
medicine  many  years  in  Stafford  and  served  a  number  of 
terms  in  the  Senate  of  his  State. 

Dr.  J.  Emest  Stokes  died  at  his  home  at  Salisbury,  N. 
C|  February  1st,  of  a  heart  attack,  after  a  number  of 
years  of  ill  health,  during  which  he  had  not  been  very 
active.  Dr.  Stokes  went  to  Salisbury  as  a  young  man 
from  Johns  Hopkins  where  he  had  been  assistant  to  Dr. 
Howard  A.  Kelley.  With  Dr.  John  Whitehead  he  estab- 
lished the  Whitehead-Stokes  Sanatorium,  for  many  years 
was  a  leading  hospital  and  from  which  developed  the  pres- 
ent Rowan  General  Hospital. 


Dr.  W.  A.  Newman,  of  Manassas,  Va.,  died  at  his  home 
January  27th.  He  was  a  native  of  Orange  County,  a 
graduate  of  the  Medical  College  of  Virginia,  and  one  of 
those  responsible  for  the  reviving  of  the  Medical  Society 
of  Virginia  in  1870. 

Dr.  John  Thames,  nationally  recognized  authority  c«n 
public  health  and  former  practicing  physician  of  Greens- 
boro, died  Jan.  4th,  at  his  home  in  Charleston,  W.  Via. 
Burial  was  in  Arlington.  Dr.  Thames  was  66  years  of  age 
and  had  been  public  health  officer  for  Kanawha  County, 
West  Virginia,  since  1926.  He  was  a  native  of  Cumber- 
land County,  N.  C,  received  his  pre-medical  training  pt 
the  University  of  North  Carolina  and  his  degree  in  medi- 
cine from  Louisville  Medical  College.  He  began  his  practice 
at  Lexington  and  practiced  in  Greensboro  for  six  years, 
and  did  health  work  in  Winston-Salem  for  two  yeais. 
During  the  World  War  he  was  in  the  Army  Medical  Corps. 
Before  going  to  Kanawha  County  Dr.  Thames  served  bs 
health  officer  in  Little  Rock,  Ark.,  and  Kingwood,  W.  Va. 
His  death  was  due  to  a  respiratory  ailment. 


BOOK  REVIEWS 


THE  LUNG,  by  William  Snow  Miller,  Emeritus  Pro- 
fessor of  Anatomy,  University  of  Wisconsin.  Charles  C. 
Thomas,  Springfield,  111.,  and  Baltimore,  Md.     1936.   $7.S0. 

The  author  tells  us  that  here  are  brought  togeth- 
er the  facts  he  has  learned  from  47  years  of  study 
of  lung  structure. 

The  minute  arrangement  of  the  air  spaces,  the 
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Analgesic,   Sedative   and   Antipyretic 

Affords  relief  in  migraine,  headache,  sciatica  and 
neuralgia.  Rheumatic  symptoms  are  frequently  re- 
lieved by  a  few  doses. 

Description 

Contains  il/2  grains  of  Amidopyrine,  J4  grain  of 
Caffeine  Hydrobromide  and  15  grains  of  Potassium 
Bromide  to  the  teaspoonful. 

Dosage 
The  usual  dose  ranges  from  one  to  two  teaspoonfuls 
in  a  little  water. 

How  Supplied 
In  pints  and  gallons  to  physicians  and  druggists. 


Burwell  &  Dunn  Company 


Manufacturing 
Established 
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CHARLOTTE,  N.  C. 


Sample   sent  to  any   physician   in   the   U.    S.   on 
request. 
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Actual  Practice  in  Surgical  Technique 
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Method  of  Holding  Connel  Stitch.  From  Princi- 
ples  of  Operative  Surgery,  by  A.  V.  Partipilo, 

M.D. 
Special  Instruction  and  practice  in  the  technique  of  one 
or  more  operations  Is  available  to  surgeons  who  wish  to 
review  the  anatomy  and  technique  of  certain  operations. 
This  Is  an  especially  valuable  feature  of  our  institution. 


The  Laboratory  of  Surgical 
Technique  of  Chicago 

(Incorporated  not  for  profit) 

offers  Instruction  and  Practice  in  Surgical 
Technique.  The  regular  two-weeks  course 
combines  Clinical  Teaching  with  actual  prac- 
tice by  the  students.  A  review  of  the  nec- 
essary Surgical  Anatomy  is  embraced  in  the 
work. 

Special  Courses 

Urology  and  Cystoscopy 
Proctology 

Ear,  Nose,  and  Throat 
Orthopedic  Surgery 
Gynecology  and  Obstetrics 
Laryngology  and  Bronchoscopy 
Surgical  Pathology 
Surgical  Anatomy 

Personal   Instruction — Actual   Practice.    Operating   Rooms, 
Equipment    and    Method    of    Teaching    Ideal    and    Unsur- 
passed. 

For   information    as   to   Courses,    Fees,    Registration 
Requirements,    Etc.,    Address 

A.  V.    PARTIPILO,  M.D.,  Director 

1950   South   Ogden   Ave.    (near  Cook   County   Hospital) 
Phone   Haymarket  7044  Visitors  Always   Welcome 


minute  structure  of  the  alveolar  lining  and  the  de- 
tails of  relations  and  interrelations  of  the  two  blood- 
supply  systems  are  instructively  described  and 
beautifully  illustrated.  The  information  given  on 
the  lymph  nodes  and  vessels  is  novel  and  of  great 
practical  value  in  clinical  medicine. 

The  historical  sketch  given  toward  the  conclu- 
sion pays  tribute  to  a  number  of  neglected  anat- 
omists. 

The  final  chapter  is  devoted  to  the  thesis:  The 
unit  of  construction  is  not  the  acinus;  it  is  the 
lobule. 

A  unique  work  is  this.  The  description  is  of 
the  kind  that  makes  for  conveying  knowledge  read- 
ily. The  illustrations  are  superb.  Its  clinical  use- 
fulness is  attested  by  the  sponsorship  of  Dr.  Law- 
rason  Brown. 


THE  PRACTICAL  MEDICINE  SERIES  OF  YEAR 
BOOKS:  Series  1936.  The  Year  Book  Publishers,  Inc., 
Chicago,  111.     $2.50  postpaid. 

PEDIATRICS,  edited  by  Isaac  A.  Abt,  D.Sc,  M.D., 
Professor  of  Pediatrics,  Northwestern  University  Medical 
School ;  Attending  Physician,  Passavant  Hospital ;  Consult- 
ing Physician,  St.  Luke's  Hospital,  Chicago ;  with  the  col- 
laboration of  Arthur  F.  Abt,  B.S.,  M.D.,  Associate  in 
Pediatrics,  Northwestern  University  Medical  School;  Asso- 
ciate Attending  Pediatrician,  Michael  Reese  Hospital;  At- 
tending Pediatrician,  Chicago  Maternity  Center;  Attending 
Physician,  Spaulding  School  for  Crippled  Children,  Chi- 
cago. 


Among  unusual  subjects  for  a  book  on  pediatrics 
are:  blood-pressure,  liver  abscess,  brain  tumors, 
Meckel's  diverticulitis,  tabes  dorsalis  and  thyroid 
carcinoma.  There  is  a  good  deal  of  interest  on 
the  raw  fruit  diets.  It  is  said  that  the  appendicitis 
mortality  in  childhood  remains  more  than  twice  as 
high  as  in  aaults.  An  excellent  article  on  the 
causes  of  death  in  diphtheria  and  their  prevention 
is  reviewed;  another  (by  W.  C.  Davison)  on 
means  of  arriving  at  a  pediatric  diagnosis.  The 
dangers  of  sulphur  therapy  in  the  nurseling  and 
of  errors  in  blood  transfusion  are  pointed  out.  An 
unusually  good  number  of  a  good  series. 


PHYSICAL  DIAGNOSIS,  by  Ralph  H.  Major,  M.D., 
Professor  of  Medicine  in  the  University  of  Kansas;  with 
427  illustrations.  W.  B.  Saunders  Co.,  Philadelphia  and 
London.     1937.     $5.00. 

This  is  what  it  claims  for  itself,  a  book  on  physi- 
cal diagnosis.  It  leaves  other  subjects  to  be  learned 
from  other  books.  The  author's  large  experience 
with  patients  qualifies  him  to  know  what  diagnostic 
measures  yield  best  returns  and  how  to  apply  these 
measures,  and  his  large  experience  with  students 
qualifies  him  to  convey  his  knowledge.  These  fac- 
tors make  the  book  one  of  practical  usefulness. 
His  willingness  to  quote  what  others  have  said  well 
increases  the  usefulness  and  the  interest,  and  his 
love  for  original  descriptions  by  the  masters  give 
the  whole  a  savor  of  rare  scholarship. 
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Justice  for  the   General   Practitioner 

Douglas  Jennings,  M.D.,  F.A.C.S.,  Bennettsville,  South  Carolina 


MINDFUL  of  the  fact  that  this  Association 
and  the  attendance  upon  its  gatherings 
are  made  up  predominately  of  genera! 
practitioners  of  medicine  with  a  liberal  mixture  of 
specialists  of  all  types,  it  is  my  desire  to  discuss  a 
subject  of  interest  to  all.  It  is  the  custom  now- 
adays for  the  president  of  a  medical  organization 
to  pull  a  long  face  and  deliver  a  doleful  talk  about 
how  we  all  are  threatened  with  becoming  salaried 
employees  of  the  State;  but  I  am  not  disposed  to 
pull  the  long  face,  I  do  not  feel  doleful,  and  I  am 
convinced  that  there  is  a  remedy  for  whatever 
little  dissatisfaction  there  is  with  the  present 
method  of  rendering  medical  service.  That  remedy 
lies  in  restoring  the  general  practitioner  to  his 
rightful  place  as  the  foundation  of  medical  prac- 
tice. 

On  one  point  only  do  I  agree  with  both  the  ma- 
jority and  the  minority  reports  of  the  deceased 
and  unlamented  million-dollar  Committee  on  the 
Costs  of  Medical  Care,  and  that  is  that  the  general 
practitioner  is  competent  to  do  and  should  do 
eights-five  per  cent,  of  the  medical  practice— diag- 
nosis and  treatment.  The  snag  is  struck  when  we 
attempt  to  determine  specifically  just  what  parts 
of  the  practice  of  medicine  should  be  done  by  the 
general  practitioner.  Whichever  way  he  looks  he 
is  apt  to  see  the  sign  "Reserved  for"  the  surgeon," 
••Reserved  for  the  obstetrician,"  "Reserved  for  the 
urologist,"  or  what  not?  The  answer  frequently 
given  by  the  specialist  to  the  query  "what  should 
the  general  practitioner  do?"  is  "whatever  he  is 
capable  of  doing."  This  does  not  answer  the  ques- 
tion: capability  is  a  relative  thing:  even  specialists 
differ  in  capability. 

Recently  I  read  an  article  written  bv  an  ophthal- 
ifaologist  instructing  his  readers  in  what  the  general 
practitioner  should  not  do  in  ophthalmology.  I 
learned  that   there  is  very  little  in   this  specialty 


anaP23Srdnted   '"  ""    r''  ^<"    Medical  As 


that  the  general  doctor  should  do  and  that  I  have 
been  trespassing  all  these  years.  It  is  to  be  feared 
that  discouraging  the  general  medical  men  from 
handling  the  vast  majority  of  their  own  cases  keeps 
a  large  number  of  them  from  developing  their  tal- 
ents to  anything  like  the  degree  they  should  be 
developed.  This  happens  in  several  ways.  Some — 
the  laziest  and  the  most  modest — are  promptly 
convinced  that  nothing  of  any  complexity  in  the 
general  bodily  system,  and  nothing  whatever  in 
certain  parts  of  the  human  anatomy,  is  within 
their  province;  and  soon  they  are  contentedly  prac- 
ticing medicine  by  asking  a  few  questions  and 
now  and  then  making  a  very  superficial  examina- 
tion, but  invariably  handing  over  a  prescription  or 
a  sample  along  with  a  few  kind  words. 

Another   large   group,    not   at   all   convinced   or 
dismayed  by  the  stay-off  signs,  undertake  to  prac- 
tice the  medicine  and    surgery    that    their    Alma 
Mater,  the  hospital  in  which  they  served,  and  their 
State  Board  of  Medical  Examiners  testify  they  are 
competent  to  practice.     These  rent  or  own  good 
offices  and  equip  their  offices  and  their  bags  with 
expensive  diagnostic  and  therapeutic  aids  and  de- 
cline  to  accept   complaisantly   the   assignment   to 
do  only  the  trivialities  of  their  profession.     Most 
of  this  group  get  on  and  up,  but  they  have  to  put 
up  with  a  good  deal.     They  can  sympathize  with 
the  small-town   merchant   who  sees  his  neighbors 
go  to  the  nearest  city  to  purchase  the  very  wares 
that  he  keeps  for  sale  and  at  a  lesser  price.    They 
are  often  riled  by  the  specialist  making  the  same 
diagnosis  as  they  have  made,  but  with  a  different 
terminology,  as  happened  just  a  few  days  ago  to  a 
friend    and    neighbor   of   mine,    whose   patient   re- 
turned from  a  nearby  internist  with  a  diagnosis  of 
"deficient  hemoglobin,  secondary  anemia  and  hypo- 
chlorhydria";   when  my  neighbor  had  told  his  pa- 
tient that  his  blood  was  a  little  below  par  and  there 
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was  deficient  acid  in  the  stomach  for  good  diges- 
tion! 

The  family  doctor  has  intimate  acquaintance 
with  the  personalities  of  his  patients  and  with  their 
idiosyncrasies;  he  knows  their  complexes,  and  he 
should  draw  on  his  medical  vocabulary  as  well  as 
his  medical  knowledge — even  put  on  airs — to  im- 
press them  if  such  handling  is  necessary.  General 
practitioners  as  a  group  have  nothing  of  which  to 
be  ashamed,  but  quite  a  number  of  them,  growing 
weary  of  having  members  of  their  families  look  a 
bit  shame-faced  when  they  own  themselves  to  be 
close  kin  to  a  general  practitioner,  pull  up  stakes 
and  specialize;  thus  lessening  the  numbers  of  a 
group  that  is  already  too  small  and  adding  to  a 
group  already  too  large.  You  have  heard  of  the 
self-possessed  country  doctor  being  asked  by  a 
bumptious  lawyer  "isn't  it  a  fact  that  you  are  a 
general  practitioner  pure  and  simple?",  taking  some 
of  the  wind  out  of  the  sails  of  the  bumptious  one 
with  the  reply,  "I  am  a  general  practitioner,  rea- 
sonably pure  and  altogether  simple." 

The  medical  schools  and  hospitals  lay  too  much 
emphasis  on  specialism  and  too  little  on  general 
practice.  The  dean  of  a  graduate  school  in  med- 
icine once  remarked  that  it  was  his  ideal  of  grad- 
uate instruction  to  take  the  young  men  fresh  from 
their  internships  and  immediately  train  them  into 
specialties.  Carried  to  its  logical  conclusion  this 
means  that  he  would  discard  the  general  medical 
course  and  start  the  beginning  medical  student  on 
otolaryngology,  gynecology,  or  some  other  branch 
of  medicine  and  let  him  devote  his  entire  time  to 
that  alone.  If  specialization  is  to  be  the  goal  in 
medicine,  why  bother  with  any  ground  work? 

Let  us  put  the  emphasis  back  where  it  belongs — 
on  the  general  practitioner.  Let  us  insist  that  no 
man  may  become  a  specialist  until  he  has  put  in  a 
sufficient  apprenticeship  as  a  general  practitioner 
so  that  he  will  have  the  understanding  to  realize 
as  a  gynecologist  that  backache  in  woman  is  not 
necessarily  or  even  usually  due  to  a  retroverted 
uterus,  or  as  an  otolaryngologist  that  a  focus  of 
infection  may  reside  in  some  part  of  the  body  other 
than  the  tonsils  or  sinuses.  The  late  Dr.  B.  C. 
Hirst  is  credited  with  having  said  that  he,  as  a 
gynecologist  and  obstetrician,  often  had  to  make 
himself  remember  that  woman  is  more  than  a 
uterus  and  a  pair  of  ovaries  walking  around  on 
two  legs.  I  would  like  to  see  a  year's  service  under 
a  general  practitioner  after  graduation  accepted  in 
lieu  of  an  internship.  Each  would  teach  the  other 
much  that  he  needs  to  know. 

So  long  as  general  practitioners  refer  patients  to 
specialists  and  specialists  do  not  refer  patients  to 


general  practitioners,  the  public  will  assume  that 
specialists  know  more  and  are  better  doctors  gener- 
ally. In  our  medical  meetings,  from  county  society 
to  the  national  organization,  too  few  of  the  presen- 
tations show  that  they  are  conceived  to  be  helpful : 
too  many  are  obviously  written  and  delivered  just 
because  the  essayist  is  particularly  interested  in 
the  subject.  There  has  been  too  much  talk  of  the 
passing  of  the  general  practitioner  in  medical  cir- 
cles and  in  professional  publications,  but  particu- 
larly in  popular  magazines  and  the  newspapers. 
Let  us  discourage  this  loose  talk;  there  are  so 
many  more  thousands  of  general  practitioners  than 
specialists,  as  should  be  and  always  will  be  the 
case. 

I  hope  to  live  to  see  the  time  when  it  will  be 
the  regular  thing  for  patients  to  be  referred  to  the 
general  practitioner  by  the  specialist  as  frequently 
as  to  the  specialist  by  the  general  practitioner; 
when  it  will  be  not  uncommon  for  a  specialist  fo 
tell  a  patient  who  has  come  direct  to  him  that  his 
family  doctor  is  fully  capable  of  handling  the 
condition  and  send  the  patient  immediately  back 
to  the  family  doctor  for  treatment;  when  specialists 
will  regard  themselves  as  having  taken  special 
training  in  order  to  qualify  themselves  for  man- 
aging cases  of  unusual  obscurity  or  complexity, 
rather  than  for  handling  all  disease  conditions  of 
certain  organs  or  certain  age  periods;  when  the 
first  thought  of  a  specialist  invited  to  address  a 
meeting  made  up  largely  of  general  practitioners 
will  be:  What  can  I  say  that  will  be  most  helpful 
to  the  general  doctor  in  the  handling  of  his  own 
cases?  I  would  even  like  to  see  our  medical  schools 
presided  over  by  deans  who  are  general  practition- 
ers and  every  general  hospital  appoint  a  general 
practitioner  as  chief-of-staff. 

The  general  practitioner,  the  family  doctor,  the 
country  doctor  (call  him  what  you  will)  is  good, 
as  he  is:  he  would  be  better  if  he  were  not  kept  so 
poor  by  his  patients  spending  their  credit  with 
him  and  their  money  with  the  specialists  that  he 
cannot  purchase  needed  equipment,  take  needed 
postgraduate  work,  or  employ  needed  office  assist- 
ants. If  he  is  encouraged  to  do  his  own  work,  and 
the  public  is  made  acquainted  with  his  ability  to 
do  it,  the  general  practitioner  will  do  eighty-five 
per  cent,  of  the  medical  practice  so  well  and  at  so 
much  less  cost  to  the  patient,  that  what  little  there 
is  of  a  State  -Medicine  shadow  will  fade,  and  Pri- 
vate Medicine  will  regain  whatever  of  favor  it  may 
have  lost  through  the  assaults  of  highly  financed 
professional  reformers  who  refuse  to  see  that  the 
changes  they  advocate  have  vastly  increased  the- 
malingering,  the  morbidity  and  the  mortality  rate 
wherever  they  have  been  tried. 
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FIFTY-TWO  years  ago  this  month  the  Wal- 
tham Medical  Club  undertook  to  provide 
better  nursing  service  for  this  community. 
The  need  for  it  was  grievous.  Volunteer  neighbor 
nursing  was  fast  disappearing.  The  few  practical 
nurses  were  hard  to  find,  even  for  families  able  to 
pay  the  moderate  wages  then  prevailing.  Poorer 
families  when  stricken  were  left  in  the  lurch.  Often 
the  sickness  of  one  caused  the  breakdown  of  other 
members  of  the  family.  Emergency  nursing  often 
had  to  be  done  by  the  doctors  themselves  or  else 
left  undone. 

The  horrible  conditions  in  the  hospitals  before 
trained  nursing  was  available  have  been  vividly 
described.  Not  so  much  has  been  told  of  the 
wretched  surroundings  of  patients  in  their  own  im- 
poverished homes.  Could  I  picture  before  you  the 
misery  I  have  seen  at  births  and  deaths  in  the 
former  slums  of  this  city,  you  would  not  wonder 
that  our  Club  in  1885  was  impelled  to  establish  the 
Waltham  Training  School  for  Nurses. 

For  the  first  year  of  the  school  the  pupil  nurses 
had  all  of  their  training  in  their  patients'  homes 
where  the  doctors  taught  them  what  they  wanted 
to  have  done.  And  the  school  ever  since  has  main- 
tained the  advantage  and  indeed  the  necessity  of 
such  training  for  nurses  who  hope  to  excel  in  home 
nursing. 

The  advantage  to  the  community  from  having 
pupil-nurse  service  available  was  immediately  ap- 
parent. The  better  care  thus  given  to  patients  in 
their  own  homes,  while  lessening,  could  not  of 
course  obviate,  the  need  of  a  local  hospital.  And 
in  fact  the  availability  of  such  service  made  feas- 
ible the  establishment  in  1886  of  a  small  hospital 
which  two  years  later  became  the  Waltham  Hos- 
pital. I  shall  not  here  attempt  to  review  its  ad- 
mirable history.  I  ask  your  attention  rather  to 
the  still  present  problem  of  adequate  nursing  for 
the  sick  and  suffering  in  their  own  homes.  This 
NMem  concerns  not  only  the  poor,  but  also  those 
slender  means  preclude  the  employment  of 
professional  nurses. 

For  many  years  the  Training  School  was  able  to 
Mpply  both  the  hospital's  need  of  nursing  service 
and  the  home  nursing  needed.  No  call  from  strick- 
en families  was  refused  so  long  as  the  supply  of 
pupil  nurses  lasted,  nor  was  payment  ever  exacted 
from  families  unable  to  pay  the  small  regular 
^harges   for   such   service.     Unfortunately   for   the 
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poor  of  Waltham  and  for  families  having  only  slen- 
der means,  the  Training  School  during  recent  years 
became  less  able  to  meet  the  home  nursing  needs. 
These  were  the  main  reasons  for  it.  The  hospital's 
requirements  for  pupil  nurses,  which  the  school 
tried  to  meet,  were  increasing  every  year  and  so, 
too,  were  the  requirements  by  the  State  for  longer 
hospital  training  of  applicants  for  registration.  Be- 
fore the  graduation  of  the  school's  last  class  of 
nurses,  now  just  a  year  ago,  the  Waltham  Hospital 
had  its  own  training  school  in  operation.  But  for 
the  home  need  of  nurses  who  can  stay  on  the  job 
till  its  finish  there  was  no  provision  until  the  Nurs- 
ing Service  Bureau  was  established  last  April. 

The  purpose  of  the  Bureau  is  to  provide  both 
adequate  nursing  service,  always  under  medical 
direction,  for  home  patients  and  also  adequate  do- 
mestic assistance  for  their  overburdened  families. 
This  means  for  our  more  complex  civilization  a 
substitution  for  the  old-time  neighbor  nursing  when 
those  who  were  well  hurried  to  the  relief  of  those 
who  were  sick  and  suffering. 

In  Bradford's  Journal  there  is  this  graphic  de- 
scription of  such  neighbor  nursing  during  the  Pil- 
grims' first  winter: 

"But  that  which  was  most  sadd  &  lamentable  was, 
that  in  2  or  3  moneths  time  balfe  of  their  company 
dyed,  espetialy  in  Jan:  &  February,  being  ye  depth 
of  Winter,  and  wanting  houses  &  other  comforts;  being 
infected  with  ye  scurvie  &  other  diseases,  which  this 
voiage  &  their  inacomodate  condition  had  brought 
upon  them;  so  as  their  dyed  some  times  2  or  3  of  a 
day,  in  ye  foresaid  time;  that  of  100  &  odd  persons 
scarce  50  remained.  And  of  these  in  time  of  most 
distress,  ther  was  but  6  or  7  sound  persons  who,  to 
their  great  comendations  be  it  spoken,  spared  no  pains, 
night  or  day,  but  with  abundance  of  toyle  and  hazard 
of  their  own  health,  fetched  them  woode,  made  them 
fires,  drest  them  meat,  made  their  beads,  washed  their 
loathsome  cloaths,  cloathed  and  uncloathed  them;  in 
a  word,  did  all  ye  homely  &  necessarie  offices  for  them 
wich  dainty  &  quesie  stomacks  cannot  endure  to  hear 
named;  and  all  this  willingly  &  cheerfully,  without 
any  grudging  in  ye  least,  shewing  herein  their  true  love 
unto  their  friends  &  brethren." 

To  modern  ears  this  description  of  nursing  in 
the  Plymouth  colony  may  seem  weird,  but  some  of 
us  can  remember  when  like  neighbor  nursing  was 
not  unknown  in  what  was  then  the  village  of  Wal- 
tham. And  it  is  not  unlikely  that  some  much 
younger,  whose  early  memories  are  of  sparsely 
settled  regions,  can  also  remember  similar  instances 
of  neighborliness.    Nor  for  such  examples  need  we 
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go  back  so  far  or  away.  Many  of  the  graduates 
of  our  Training  School  have  given  such  service  not 
only  in  distant  countries  but  also  here  in  Waltham. 
And  so,  too,  all  nurses  who  have  been  properly 
trained  for  community  service  hold  themselves 
ready  to  make  clean  and  comfortable  the  environ- 
ment of  their  patients  and  to  prepare  for  them 
suitable  nutriment  when  there  are  no  household 
workers  available  for  such  service,  upon  which  the 
patient's  recovery  often  depends.  But  only  in 
emergencies  is  there  necessity  for  such  employment 
of  the  nurse's  time  and  higher  capabilities.  Pro- 
ficient she  of  course  must  be  in  the  art  of  house- 
keeping for  the  sick  in  order  that  she  may  be  able 
to  teach  the  art  to  others — to  her  patient's  family 
or  to  household  helpers  from  the  outside. 

The  manifest  impossibility  of  reviving  old-time 
neighbor  nursing  does  not  mean  that  there  is  now 
less  kindness  and  sympathy  among  our  people  than 
there  was  when  households,  though  far  between, 
nevertheless  knew  all  about  each  other,  and  when 
the  welfare  of  each  individual  was  recognized  as 
essential  to  the  prosperity  of  the  whole  community. 
No,  not  that  there  is  less  kindness  now:  the  real 
reason  for  the  disappearance  of  this  kind  of  neigh- 
borliness  is  the  transfer  of  such  obligations  to  the 
nursing  profession.  This  is  all  right  if  the  nurses 
engaged  in  such  service  are  organized  and  support- 
ed as  they  should  be  by  the  community.  And  this 
will  always  be  the  case  where  the  doctors  who 
know  all  about  the  needs  of  home  nursing  share 
their  knowledge  with  the  more  prosperous,  and 
where  the  doctors  also  take  full  part  in  the  man- 
agement of  the  agencies  organized  for  this  service. 
As  the  success  of  the  Waltham  Nursing  Service 
Bureau  thus  depends  upon  the  cooperation  of  our 
profession,  let  us  look  into  it. 

On  the  staff  of  the  Bureau  there  are  now  six 
graduate  nurses  in  active  service.  More  will  be 
added  as  needed.  Calls  by  the  doctors  for  nursing 
service  are  being  promptly  answered  day  or  night, 
holidays  and  Sundays,  as  well  as  week  days.  If 
the  case  to  which  a  nurse  is  called  is  found  to 
need  trained  nursing,  that  will  be  furnished.  The 
nurse  first  called  will  stay  until  relieved  by  another 
trained  nurse,  and  so  on  for  so  long  as  the  case 
continues.  If,  on  the  other  hand,  untrained  nursing 
service  or  that  of  household  helpers  is  all  that  is 
needed,  the  nurse  first  called  stays  at  the  case  only 
till  the  Bureau  can  install  such  substitutes,  either 
for  whole-  or  part-time  service. 

In  the  large  majority  of  cases  continuous  trained 
nursing  is  only  a  needless  extravagance.  Less 
costly  service  fully  suffices  either  for  full  time  or 
for  shorter  portions  of  the  twenty-four  hours.  Such 
service,  it  is  true,  is  not  yet  easily  obtainable.  But 
the  Bureau  hopes  to  find  more  women  who  will  be 


glad  to  augment  their  income  by  such  service  under 
the  supervision  of  the  visiting  staff  nurses. 

It  often  happens  that  all  the  help  needed  by 
families  where  there  is  sickness  is  what  used  to  be 
given  by  night-watchers,  whose  greatest  difficulty 
sometimes  was  in  keeping  themselves  awake  while 
their  patients  slept.  But  such  watchfulness,  by 
allowing  the  family  to  sleep  soundly,  without  lis- 
tening for  the  patient's  occasional  calls  for  help, 
was  in  reality  a  great  boon.  Seldom  is  there  need 
of  trained  nurses  for  this  service.  And  the  Bureau 
therefore  hopes  to  enlist  a  special  group  of  women 
to  serve  as  night  watchers,  either  occasionally  or 
in  sequence  for  the  duration  of  the  case.  As  no 
special  skill  or  education  is  requisite  for  such  ser- 
vice it  would  seem  to  offer  an  attractive  way  of 
earning  fair  wages. 

In  placing  these  different  kinds  of  helpers  in  the 
homes  of  the  sick  the  greatest  care  will  be  taken 
for  their  safety  from  contracting  or  becoming  car- 
riers of  any  contagion.  Fortunately  the  provisions 
by  State  and  City  for  the  isolation  of  contagious 
cases,  regardless  of  their  economic  status,  greatly 
reduces  the  number  of  such  patients  needing  nurs- 
ing care  in  their  own  homes.  And  even  these  cases 
have  to  be  taken  care  of  under  the  supervision  of 
the  health  authorities,  and  by  those  properly  train- 
ed for  such  service.  The  usefulness  of  the  Bureau, 
as  its  managers  well  understand,  plainly  depends 
upon  perfect  cooperation  with  the  Boards  of  Health 
and  also  with  all  other  agencies  and  institutions 
occupied  with  the  relief  of  the  sick  and  the  preven- 
tion of  disease. 

Another  and  quite  separate  function  of  the  Bu- 
reau is  that  of  a  Nurses'  Registry  for  the  conveni- 
ence of  families  able  to  pay  for  whatever  kind  of 
nursing  service  they  want.  But  this  placing  of 
private  nurses  is  only  a  side  activity  of  the  Bureau: 
its  main  purpose,  as  has  been  stated,  is  to  provide 
adequate  nursing  for  families  unable  to  pay  the 
customary  wages  of  private  nurses,  yet  able  to  pay 
all  or  part  of  the  smaller  Bureau  charges  or  per- 
haps nothing. 

For  all  in  its  employ  the  Bureau  will  be  the 
paymaster,  collecting  from  the  families  served,  ac- 
cording to  their  means,  either  the  regular  or  dis- 
counted charges  for  the  service  rendered.  But  no 
bills  for  it  will  be  sent  to  those  manifestly  unable 
to  pay  anything.  For,  whatever  the  philanthropists 
may  say  to  the  contrary,  is  there  any  reason  for 
believing  that  the  acceptance  by  stricken  families 
of  such  gratuitous  Bureau  service  is  more  pauperiz- 
ing than  was  the  acceptance  of  neighborly  help  in 
olden  times? 

The  cost  of  supporting  such  service  must  be  met 
either  by  the  adoption  of  Richards  M.  Bradley 'j 
admirable    Brattleboro   plan    of    family    insurance 
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against  the  misfortune  of  sickness  or  accident,  or 
else  the  burden  must  be  borne  by  the  charity  of 
the  community.  It  will  be  easier  to  introduce  the  in- 
surance method  when  there  is  less  unemployment. 
Meantime  the  Training  School,  which  for  the  past 
half  century  has  been  able  to  furnish  a  large  part 
of  such  needed  service,  is  again  able  to  go  on  with 
it  through  its  Nursing  Service  Bureau.  Undoubt- 
edly when  the  benefits  of  this  agency  become  better 
known  it  will  be  easy  to  raise  all  the  money  needed 
for  its  support  from  those  who,  themselves,  are 
unable  to  give  personal  service  to  their  unfortunate 
neighbors.  Several  generous  and  unsolicited  sub- 
scriptions have  already  been  received  by  the  school 
for  this  purpose.  If  as  is  hoped  the  proposed 
course  of  training  in  home  nursing  attracts  grad- 
uate nurses  who  have  had  only  hospital  training, 
then  the  school  will  be  still  better  able  to  carry  on 
the  Bureau,  because  of  the  less  cost  of  pupil-nurse 
service.  Without  such  economic  advantage  the 
larger  expenses  of  all  public  and  semi -private  hos- 
pitals would  necessitate  increased  charges  to  pa- 
tients. And  there  seems  to  be  no  valid  reason  why 
home  patients  of  limited  means  should  not  also 
have  like  benefit  of  such  lower-cost  nursing.  Until 
pupil-nurse  service  is  again  available  the  Bureau 
will  continue  to  depend  upon  graduates  who  are 
expert  in  the  specialty  of  home  nursing. 

The  following  case  reports  taken  from  the  Bu- 
reau's files  will  illustrate  the  foregoing  description 
of  the  work  that  the  Bureau  is  doing: 
I 

In  answer  to  a  call  from  the  City  nurse,  a  Staff  nurse 
was  sent  to  take  care  of  a  dying  woman,  who  was  at  once 
removed  from  her  chair  in  the  cellar  to  a  bed  made  up  in 
the  kitchen  where  for  her  last  few  hours  she  was  made 
more  comfortable.  One  of  the  two  other  members  of  this 
family  was  a  feeble-minded  sister,  the  other  a  nephew  suf- 
fering from  a  serious  mental  breakdown. 
II 

For  a  little  girl  with  asthma  and  heart  failure,  who  for 
two  days  had  to  be  kept  in  an  oxygen  tent,  a  day  and  a 
night  nurse  were  supplied  by  the  Bureau,   free  of  charge, 
until  the  patient  was  recovering. 
Ill 

Called  by  the  Salvation  Army  for  help  in  the  care  of  a 
woman  suffering  from  cancer:  a  practical  nurse  was  in- 
stalled, and  occasional  assisting  visits  made  by  Staff  nurses 
until  her  release  by  death. 

IV 

After  several  days  of  two-hour  nursing  visits  twice  daily 
to  a  patient   who  was  being  cared  for  by   her  tired  and 
worn-out  sister,  night  nursing  service  was  then  supplied  by 
the  Bureau  for  the  patient's  last  davs. 
V 

For  all-day  service,  caring  for  a  dying  woman,  one  dollar 
was  charged — because  her  poor  husband  insisted  on  paying 
Something,  as  paying  for  the  comfort  that  had  been  given 
his  wife  wis  his  last  chance  of  doing  anvthing  for  her. 
VI 

Called  by  a  doctor  (who  asked  if  the  Bureau  could  give 
gratuitous  service)    to  a  woman   dying  after  twelve  years 


of  pernicious  anaemia,  three  days  and  four  nights  of  nurs- 
ing was  given. 

VII 

Staff  nurse  sent  to  family,  five  of  whom  were  sick  with 
grippe,  septic  throat  and  pneumonia.  One  of  the  family, 
a  four-months-old  baby  who  was  well,  was  removed  to  the 
Baby  Hospital.  A  sister  of  the  mother  had  been  doing 
night  and  day  nursing  until  she  herself  became  ill.  The 
Bureau  installed  a  practical  nurse  for  nights  and  a  graduate 
nurse  for  day  service  until  the  mother  recovered. 

In  closing  this  account  of  the  Nursing  Service 
Bureau,  I  beg  fellow  members  of  the  Medical  Club 
for  their  continued  cooperation  with  the  Training 
School  in  making  Waltham  homes  more  comfort- 
able for  both  the  advent  and  the  exit  of  our  neigh- 
bors, and  also  for  their  intermediate  periods  of 
helplessness. 


The  Diphtheria  Control  Program  for  Tennessee 


During  the  past  10-year  period,  except  for  a  few  isolated 
areas  where  perhaps  a  rather  intensive  immunization  service 
has  been  conducted  throughout  the  entire  period,  there 
has  been  no  significant  decline  in  the  case  and  death  rates 
for  the  State. 

Potent  diphtheria  antitoxin  given  early  in  the  disease, 
will  prevent  99%  of  all  deaths;  too  there  are  3  substances 
that  are  fairly  effective  as  preventives:  toxin-antitoxin, 
plain  toxoid,  and  alum-precipitated  toxoid.  Most  authori- 
ties agree  that,  if  either  is  used  as  directed,  at  least  80% 
of  all  persons  treated  will  be  protected. 

The  Schick  test  is  quite  reliable  in  the  determination  of 
susceptibility. 

Inquiry  should  be  made  about  the  immunity  status  of 
each  child  within  the  physician's  family  clientele,  under 
the  heading  of  general  family  medical  service.  If  we  pro- 
tect the  infant  group,  there  will  be  no  need  for  wholesale 
immunization  clinics  for  the  pre-school  and  school  child 
later  on. 

Unless  otherwise  contraindicated  ,all  children  between  6 
months  and  6  years  of  age,  inclusive,  who  have  never  re- 
ceived a  diphtheria  preventive,  should  be  given  the  alum- 
precipitated  toxoid  without  a  preliminary  Schick  test.  All 
children  7  years  of  age  and  older  should  be  Schick  tested, 
and  toxoid  administered  to  the  Shick  positives  only. 

All  children  should  be  chick  tested  about  3  mos.  after 
toxoid  has  been  administered,  and  the  toxoid  repeated  on 
all  Shick  positives,  unless  otherwise  contraindicated. 

A  toxoid  protein-sensitivity  test  should  be  made  on  all 
children  in  either  group  and  preliminary  to  the  toxoid  in- 
jection if  the  physician  has  any  reason  to  believe  the  child 
is  susceptible  to  the  toxoid  protein. 

The  toxoid  and  material  for  the  sensitivity  test  will  be 
forwarded  without  cost  to  every  physician  upon  request. 

Each  physician  receiving  toxoid  will  be  expected  to 
send  to  the  state  health  department  or  local  health  officer 
a  complete  record  of  each  child  immunized.  It  is  expected 
that  at  least  40  records  will  be  returned  for  each  50  c.c.  of 
toxoid  distributed. 

Blank  record  cards  will  be  included  with  each  toxoid 
shipment  and  a  return  business  envelope  requiring  no  pos- 
tage, return  to  be  made  within  6  months  or  sooner  if  addi- 
tional toxoid  is  requested. 


Prostatitis   does  not   necessarily  mean  antecedent  gon- 
orrhea. 
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Speaking  of  Mental  Hygiene* 

Beverley  R.  Tucker,  M.D.,  Richmond,  Virginia 
Professor  of  Neuropsychiatry  in  the  Medical  College  of  Virginia 


ACCORDING  to  Dr.  Stanley  North  Caro- 
lina is  becoming  acutely  interested  in  men- 
tal hygiene;  this  is  good  news  provided  she 
does  not  become  too  much  so  and  too  quickly.  It 
may  be  that  you  do  not  like  my  putting  it  this 
way,  but  let  me  warn  you  in  the  beginning  that 
there  may  be  other  things  which  I  shall  say  which 
you  may  not  like  to  hear.  What  I  say,  however, 
I  know  you  will  accredit  for  whatever  it  may  be 
worth,  as  the  honest  expression  of  my  opinion  and 
my  experience. 

One  of  the  troubles  with  the  world  is  that  we 
wish  to  institute  methods,  plans  and  reforms  with- 
out proper  deliberation,  investigation  and  knowl- 
edge. This  half-baked  way  of  foisting  out  bizarre 
schemes  on  our  fellow-citizens  applies  to  all  kinds 
of  organizations — religious,  educational  and  gov- 
ernmental as  well  as  medical.  And  when  we  have 
cooked  up  a  scheme  and  slapped  it,  willy-nilly,  on 
large  groups  of  our  population,  we  are  so  impatient 
of  results  that,  unless  people  change  their  charac- 
teristics wholly  in  the  wink-of-an-eye,  we  relegate 
our  first  scheme  to  the  limbo  of  forgotten  things, 
and  hatch  up  a  new  scheme  worse  than  the  first. 
If  you  do  not  believe  this,  witness  the  gyrations  of 
prohibition,  the  failure  and  substitutions  of  and 
for  the  N.  R.  A.  and  A.  A.  A.,  the  variations  in 
church  folks'  attitude  toward  card-playing,  the 
theatre  and  dancing:  or  listen  to  the  sweet  songs 
of  those  who  have  schemes  for  wholesale  sterili- 
zation and  birth  control,  or  to  those,  if  you  like, 
who  would  corral  us  into  nudist  colonies.  We  can 
hardly  elude  the  tendrils  of  the  scheme  octopus. 
Highly  paid  daily  columnists  not  only  tell  us 
about  how  to  run  our  government  and  our  personal 
finances,  and  what  to  think  about  Edward  and 
Wally,  but  how  to  run  our  love  life,  how  to  raise 
our  children,  how  to  correct  conduct  disturbance 
in  others,  and  whether  we  must  fight  for  our  coun- 
try or  not.  Magazines,  radios,  lecturers  and  books 
also  foist  these  schemes  upon  us.  People  who  mis- 
take mental  agitation  for  mental  ability — and  about 
ninety-nine  per  cent,  do — believe  this  propaganda, 
about  one  per  cent,  of  which  may  be  worthy  of 
some  consideration. 

Ever  since  Pandora  raised  the  lid  of  her  tragic 
box,  a  horde  of  propagandists  have  endeavored  to 
conquer  and  squelch  with  panaceas  the  devastating 
evils  she  let  loose.  If  a  panacea  were  not  effective 
one  year,  the  next  year  new  panaceas  were  brought 


forth  with  resolution  and  with  blustering  faith. 
Man  in  general  has  never  learned  the  simple  truth 
that  no  panacea  ever  conquered  anything.  What 
conquering  has  been  accomplished  has  been  done 
by  some  Harvey  or  some  Jenner,  some  Koch  or 
some  Ehrlich,  some  Pinel  or  some  Pasteur,  some 
Weir  Mitchell  or  some  Welch,  some  Walter  Reed, 
of  Virginia,  or  some  Rupert  Blue  or  Ed  Wood, 
of  North  Carolina — patiently  working,  alone  at 
first  and  then  with  a  small  convinced  group,  until 
the  world  recognized  that  one  destructive  evil  thing 
after  another  was  yielding  to  the  influence  of  the 
logical  convictions  and  honest  toil  of  these  men. 

Mental  hygiene  is  a  new  conception,  born  twenty- 
five  years  ago  in  the  mind  of  a  man,  Clifford  Beers, 
who  had  been  mentally  ill.  Beers  was  not  a 
physician,  but  his  ideas  had  so  much  back  of  them 
in  contemplation  and  patient  observation  that 
great  doctors  like  Pierce  Bailey,  Salmon  and  Frank- 
wood  Williams  practically  gave  their  lives  to  de- 
veloping these  ideas,  and  thus  the  National  Com- 
mittee of  Mental  Hygiene  w:as  formed.  But,  as 
far  as  the  public  is  concerned,  the  activities  of 
mental  hygiene  have  been  too  popularized  and,  in 
many  instances,  mental  hygiene  consciousness  has 
gone  too  far  and  too  fast — and  I  may  add,  has 
been  too  scatter-brained.  Nothing  is  more  harmful 
to  the  development  of  any  movement  than  too 
much  enthusiasm  and  too  little  contemplation. 
Just  a  few  "one-hundred-per-cent. -American"  boos- 
ters can  do  mental  hygiene  more  harm  than  a 
dozen  thinkers  can  undo  in  a  generation. 

Ever  since  Zoroaster  pointed  out  that  the  world 
may  be  divided  into  constructive  and  destructive 
forces  eternally  at  war  on  every  field,  man  has  felt 
that  he  would  have  no  difficulty  in  picking  out 
the  good  (constructive)  from  the  evil  (destructive) 
army.  But  man  in  his  ignorance  has  never  known, 
and  does  not  yet  know,  except  in  rare  instances, 
which  is  good  and  which  is  evil.  What  is  consid- 
ered good  or  constructive  in  one  country  is  con- 
sidered evil  or  destructive  in  another — Monarchy, 
Communism,  Nazism,  Fascism  and  Democracy. 
This  difference  of  opinion  is  not  confined  to  gov- 
ernmental form;  it  exists  as  to  religion,  morals, 
custom,  convention — even  crime.  In  our  country 
these  differences  obtain  in  hundreds  of  localities. 
Not  only  this,  but  different  families  look  upon 
these  things  from  different  angles  and  teach  their 
members  according  to  family  tradition.     Then  too, 
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children  of  the  same  parents  are  not  all  born  alike. 
One  may  be  tall,  another  short;  one  dark,  one 
light;  one  brilliant,  another  feebleminded;  one 
undersexed  and  another  oversexed;  one  kindheart- 
ed  and  another  sadistic.  Hence,  mental  hygiene 
is  the  art  and  science  of  adjusting  the.  individual 
so  that  he  can  live  better  with  himself  and  in  his 
community. 

Xot  only  do  ideas  of  good  and  evil  vary  in  dif- 
ferent localities  but  in  different  times.  I  well  re- 
member when  two  young  ladies  in  Richmond  were 
arrested  and  taken  to  the  police  station  for  wearing 
knickerbockers  on  the  street.  You  should  have 
seen  their  daughters  last  summer,  bathing  in  the 
city  swimming  pool,  with  a  policeman  blithely 
ogling.  So  we  shall  have  to  add  to  our  conception 
of  mental  hygiene  that  the  individual  must  be 
adjusted  according  to  his  generation,  not  the  gener- 
ation of  his  father  or  his  grandfather. 

Also  our  adjustment  of  the  individual  must  be 
in  accord  with  the  hereditary,  financial,  social  or 
religious  status  of  the  individual.  How  many 
morons  are  sent  to  college!  How  many  poor  peo- 
ple wreck  themselves  gambling  one  way  or  another 
for  riches!  How  many  falls  and  serious  injuries 
there  are  for  those  trying  to  climb  the  social  lad- 
der! How  many  people  lose  what  religion  they 
have  while  undergoing  the  operation  of  being  trans- 
fused with  somebody  else's  religion! 

Mental  hygiene  must  not  kill  the  individual  and 
thus  must  not  attempt  play,  work,  mind,  or  love 
standardization.  Over-organized  playgrounds,  mo- 
notonous mass  labor,  overstress  on  grades  in  ed- 
ucation, or  the  wide  application  of  psychoanalysis 
— all  these  are  harmful.  Social  workers,  unless 
carefully  trained  and  possessing  a  real  aptitude,  do 
infinite  damage.  Physicians  practicing  applied 
psychology,  unless  especially  qualified,  are  worse 
than  no  physicians  at  all.  The  clinic— whether 
child-guidance,  psychiatric,  or  what  not — must 
consider  the  patient  as  a  whole — mind,  body  and 
personality— if  it  is  to  be  effective.  It  cannot 
limit  itself  to  being  a  mental  clinic,  or  a  physical 
clinic,  or  an  abnormal-behavior  clinic.  There  are 
very  few  parents  who  know  how  to  understand, 
how  to  guide,  and  how  to  inspire  their  children. 
Nor  do  they  know  what  to  correct  their  children 
lor.  or  how  to  correct  them.  Punishment  is  not 
the  answer.  Punishment  grows  either  out  of  sadism 
or  out  of  frustration.  Many  teachers  and  most 
principals  of  schools  know  less  about  the  wonderful 
human  material  with  which  they  deal  than  any  of 
God's  other  laborers.  These,  and  numerous  others, 
are  the  problems  with  which  mental  hygiene  has 
to  wrestle. 

We  must  attack  these  problems  day  by  day  with 
meditation   and   patience,  feeling   that    in  doing  so 


we  draw  upon  the  experience  of  the  past  and  lay 
wise  plans  for  the  future.     Some  years  ago,  from 
the  translation  of  an  old  Sanskrit  poem,  I  wrote 
the  following  which  I  believe  illustrates  my  point: 
TODAY 
Oh !  List  Ye  to  the  lesson  of  the  Dawn, 
And  Hark  Ye  to  this  Day:  Each  Day  is  Life— 
The  exhaled  breath  of  Life  from  Ages  drawn — ■ 
And  in  Today's  brief  course  is  mirrored  all 
Of  Truth  from  darkest  Night  to  brightest  Morn, 
The  Weight  of  Tragedy, 
The  Glory  of  Being, 
The  Splendor  of  Action, 
The  Wichery  of  Love. 
Ah !  Yesterday  is  but  a  Dream,  and  gone, 
Tomorrow  is  a  Goal  we  play  for  Now, 
And  if  we  heed  each  Day  as  it  is  bom, 
Then  Yesterday  is  lived  again ;  Today 
Portends  Tomorrow's  Hope  with  every  Dawn. 
I  do  not  know  intimately  enough  the  general  set- 
up of  the  various  State  departments  of  North  Car- 
olina, but  I  should  think  that  the  Department  of 
Mental  Hygiene  should  be  closely  associated  with 
the  Department  of  Public    Health,    and    that    it 
should  have  a   Commissioner  of   Mental   Hygiene 
and  a  Board.    I  also  believe  that  it  would  be  wise 
to  have  a  Department    of    Conduct    Disturbance 
with  a  Commissioner  of  Conduct  Disturbance,  or 
Public  Welfare,  and  that  this  department  should 
have  a  board  and  be  closely  associated  with  public 
health.     In  my  opinion  the  Commissioner  of  Men- 
tal Hygiene  should  be  a  physician  and  a  psychia- 
trist, but  the  Commissioner  of  Conduct  Disturb- 
ance, or  of  Public  Welfare,  need  not  be  a  physician 
if  this  division  be  closely  associated  with  the  State 
Board  of  Health  and  the  Mental  Hygiene  Board. 
I  should  think  that  the  Boards  of  the  Depart- 
ment of  Mental  Hygiene  and  the  Department  of 
Conduct  Disturbance,  or  Public  Welfare  should  be 
small,  preferably  of  three  members,  at  least  one  on 
each  board  a  trained  psychiatrist. 

I  do  not  feel  that  I  could  go  further  into  making 
definite  suggestions  as  to  a  plan  of  this  kind. 

We  have  entirely  too  many  names  in  mental  hy- 
giene to  designate  the  same  condition,  and  this  is 
especially  true  in  neuropsychiatry.  Who  can  dif- 
ferentiate between  the  terms:  functional  conditions, 
psychoneuroses,  neuropsychoses,  psychogenic  con- 
ditions, borderline  psychoses,  personality  disinte- 
grations, psychopathological  states,  the  various 
forms  of  abnormal  psychology,  the  psychoanalytic 
school  of  Freud,  the  individualistic  of  Adler,  the 
analytic  of  Jung,  the  purposive  school  of  McDou- 
gall,  the  Gestalt  pattern  school,  the  behavioristic 
group,  the  ergasiology  and  psychobiology  of  Adolph 
Meyer,  and  the  so-called  American  school  of  psych- 
ology? 

Definitions  are  frequently  as  disturbing  as 
nomenclature.     But  few  functional  conditions  can 
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be  satisfactorily  defined.  Rather  they  have  to  be 
suspected,  studied,  pondered  and  observed  before 
they  may  be  understood.  Then,  too,  definitions 
have  to  be  changed  as  our  ideas  and  knowledge  of 
a  condition  advance.  I  have  heard  dozens  of  defi- 
nitions of  epilepsy;  scores  of  hysteria;  and  hun- 
dreds of  psychoneurosis — none  of  which  has  held 
water. 

The  causes  of  these  borderline  mental,  emotional 
and  personality  disturbances  are  equally  upsetting. 
Some  tend  to  think  all  of  them  are  of  a  hereditary 
nature,  others  that  they  are  environmental;  some 
believe  the  patients  are  toxic,  usually  from  focal 
infection;  some  have  the  idea  that  a  definite  lesion, 
anything  from  an  ingrowing  toenail  to  a  brain 
tumor,  must  be  back  of  the  conditions,  and  others 
feel  sure  they  may  be  accounted  for  by  a  body- 
chemistry  or  endocrine  disturbance. 

Back  of  it  all,  however,  is  individual  instability. 
General  Lee  once  said  that  man  was  never  given 
anything  that  he  could  not  bear,  but  he  was  re- 
ferring to  normal  people.  A  straw  may  break  one 
camel's  back,  but  an  overwhelming  load  may  only 
make  another  camel  kneel  in  resignation.  With 
man  it  is  a  question  of  biologic  fortitude.  Man  is 
pretty  much  as  he  is  born,  and  one  really  does  not 
have  a  change  of  heart,  as  it  is  called,  or  of  fun- 
damental personality  traits.  Under  certain  circum- 
stances, especially  during  adolescence,  one  may 
become  better  conditioned,  undesirable  traits  may- 
be suppressed  or  sublimated,  for  desires  and  in- 
clinations may  be  more  usefully  directed,  compen- 
sations may  be  discovered,  thoughts  may  be  better 
ordered,  and  a  better  control  may  be  gained  over 
the  emotions;  but  the  cloven  hoof  is  not  made 
whole,  all  of  the  wrinkles  are  not  taken  out  of  the 
warped  character,  weakness  is  not  turned  into 
strength.  The  courage  of  the  natural  coward  is 
artificial;  the  small  may  be  inflated,  they  can  not 
be  made  genuinely  large,  and  the  unstable  may  be 
nicely  bolstered  but  they  can  never  stand  alone. 
Still  this  patching,  substituting,  supporting,  up- 
holding, directing  and  encouraging  through  mental 
hygiene  is  well  worth  the  while,  for  but  few  of  us 
are  self-sufficient. 

There  have  been  developed  in  this  country  pre- 
natal clinics,  infant  clinics,  preschool  clinics  and 
child-guidance  clinics,  but  very  little  attention  has 
been  paid  to  that  phase  of  life  known  as  adoles- 
cence. I  have  previously  referred  to  this  as  Life's 
spring-cleaning  time.  It  is  during  adolescence  that 
crime  gets  hold  of  many  individuals,  that  dementia 
praecox,  paranoia  and  manic-depressive  insanity 
may  manifest  themselves,  that  the  psychoneuroses 
develop,  that  migraine  usually  begins,  that  chlo- 
rotic  anemia  appears,  that  puberty  is  inaugurated, 
that  pernicious  sex-  and  other  habits  intrude,  that 


hypopituitary  convulsions  occur,  and  that  person- 
ality characteristics  are  being  established.  It  is 
at  this  period  also  that  the  individual's  love  life 
becomes  a  problem,  that  higher  education  is  stress- 
ed, that  vocational  decisions  are  determined,  that 
adjustments  to  social  order  take  place,  that  alco- 
holic and  other  escape  habits  are  formed,  and  that 
religious  and  political  decisions  are  made.  Fre- 
quently the  child  enters  adolescence  as  one  kind 
of  human  being  and  comes  out  of  it  an  adult  of 
apparently  quite  another  sort.  During  adolescence 
the  skeletal  system,  the  nervous  system,  the  vascu- 
lar system,  body  chemistry,  the  emotional  status, 
the  cellular  stability,  sexual  development,  and  the 
endocrine  functions  reach  their  mature  develop- 
ment. Traditional  restraints  are  loosened,  inhibi- 
tions are  released,  emotions  are  given  play,  and 
conduct  and  personality  are  formed.  All  of  these 
tendencies  are  only  too  frequently  left  unguided 
and  uncorrected  and,  in  many  instances,  they  ase 
misunderstood  and  misguided.  Colleges,  trades 
and  professions  offer  them  opportunities,  but  often 
there  is  no  one  upon  whom  the  adolescent  may  feel 
free  to  call  for  help.  A  thorough  mental,  neurol- 
ogical, endocrine  and  physical  examination  should 
be  made  of  every  adolescent.  Those  who  have 
shown  difficulty  should  be  given  understanding 
professional  advice  as  soon  as  their  errors  are  noted. 
It  is  doubtful  that  the  child  outgrows  many  things, 
and  it  is  pretty  certain  that  the  post-adolescent 
outgrows  nothing.  We  know  that  boys  and  girls 
who  had  stolen,  lied,  cheated  and  had  beginning 
perversions;  those  who  had  attempted  suicide,  had 
failed  in  classes,  refused  to  work,  drunk  to  excess; 
or  who  had  shown  many  varieties  of  physical,  nerv- 
ous or  psychiatric  symptoms  which  tended  to  be- 
come chronic,  have  straightened  out  with  proper 
adolescent  treatment  and  guidance. 

The  National  Program  for  Better  Mental  Health, 
of  the  National  Committee  for  Mental  Hygiene, 
has  just  been  published,  and  has  the  following  nine 
aims: 

1.  Helping  to  prevent  mental  disorders  by  the 
establishment  and  development  of  mental  health 
clinics  throughout  the  country. 

2.  Helping  universities  and  medical  schools  to 
provide  sufficient  well-trained  workers  for  the  men- 
tal health  field. 

3.  Aiding  mental  hospitals  in  every  State  in 
their  efforts  to  uphold  and  improve  standards  in 
the  care  and  treatment  of  the  mentally  ill. 

4.  Sponsoring  and  stimulating  research  into  the 
causes,  treatment  and  prevention  of  mental  and 
nervous  disabilities. 

5.  Providing  fellowships  for  the  training  of 
workers  in  the  mental  health  field. 

6.  Making  studies  of  the  factors  affecting  the 
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mental  health  of  teachers  and  school  children. 

7.  Arousing  active  public  interest  in  program? 
for  the  control  and  prevention  of  mental  disorders 
through  surveys,  demonstrations  and  public  educa- 
tion. 

8.  Advising  Governmental  bureaus,  national 
agencies  and  community  organizations  on  problems 
affecting  mental  health. 

9.  Acting  as  a  national  clearing-house  for  in- 
formation and  statistics  pertaining  to  all  phases  of 
mental  hygiene. 

The  President  of  the  National  Committee  for 
Mental  Hygiene  is  Dr.  Arthur  H.  Ruggles,  and  the 
General  Director  is  Dr.  Clarence  M.  Hincks. 

This  program  is  a  genuine  challenge  to  the  med- 
ical profession  of  the  United  States.  I  am  thor- 
oughly in  accord  with  the  aims  of  this  program, 
and  the  only  article  that  might  be  misinterpreted 
as  far  as  the  medical  profession  having  control  of 
these  matters,  is  Article  7,  which  I  shall  repeat: 

"Arousing  active  public  interest  in  programs  for 
the  control  and  prevention  of  mental  disorders 
through  surveys,  demonstrations  and  public  educa- 
tion." 

There  is  no  reason  for  this  particular  article  caus- 
ing any  trouble  if  the  physicians  in  each  State  see 
that  these  surveys  and  demonstrations  and  this 
public  education  are  put  under  and  remain  under 
the  medical  profession,  and  I  sincerely  hope  that 
this  will  be  done. 

The  only  sure  and  solid  way,  in  my  opinion,  to 
develop  a  mental  hygiene  clinic  is  in  active  co- 
operation with  a  medical  college  or  a  well-organized 
hospital.  The  only  safe  and  sound  way,  in  my 
opinion,  to  develop  mental  hygiene  groups  is  in 
close  coordination  with  the  State  and  district  med- 
ical societies.  The  only  secure  and  sensible  way, 
in  my  opinion,  to  develop  lasting  and  productive 
mental  hygiene  knowledge  and  progress,  including 
psychology,  functional  neurology,  psychiatry  and 
behavioristic  disorders,  is  to  do  so  under  the  direc- 
tion of  the  medical  profession.  Unless  the  medical 
profession  has  interest  in,  gains  knowledge  con- 
cerning and  takes  charge  of  the  mental  hygiene 
movement,  the  end  result  will  be  charlatanism, 
politicalism  and  human  exploitation. 

The  day  has  passed  when  the  doctor  can  say, 
with  the  pride  of  ignorance:  I  know  nothing  of 
mental  conditions  and  do  not  care  to  know.  The 
day  has  come  when  the  doctor  must  realize  that 
twenty  per  cent,  of  all  patients  seeking  medical 
advice  have  primarily,  not  organic,  but  functional 
disorders,  and  that  over  fifty  per  cent,  of  all  med- 
ical and  surgical  patients  have  neuropsychiatric 
disorders  as  complications.  The  doctor  must  know 
that  more  patients  occupy  beds  in  mental  hospitals 
than  are  in  all  other  hospitals  put  together.     The 


doctor  must  be  cognizant  of  the  fact  that  between 
fifty  and  sixty  per  cent,  of  all  penitentiary  convicts 
are  recognizably  mentally  afflicted.  I  found  this 
true  in  examining  the  population  of  the  Virginia 
Penitentiary  when  I  was  Chairman  of  the  Gover- 
nor's Advisory  Board  on  Mental  Hygiene  for  the 
State  Penitentiary  in  1920.  Dr.  Masters  found  this 
true  when  he  left  the  secretaryship  of  the  Board 
ten  years  later,  and  Dr.  Shield,  who  has  the  secre- 
taryship now,  finds  it  true  today.  Medical  educa- 
tion has  found  out  that  the  medical  student  must 
be  educated  in  mental  hygiene.  Until  I  was  elected 
professor  in  1912,  the  old  Medical  College  of 
Virginia  had  no  chair  of  nervous  and  mental  dis- 
eases: today  we  teach  psychobiology  in  the  first 
year,  psychopathology  and  neuroanatomy  in  the 
second  year,  and  neurology  and  psychiatry  in  the 
third  and  fourth  years.  We  have  out-patient  and 
bedside  clinics  in  neurology  and  psychiatry,  we  are 
coordinated  with  the  Children's  Memorial  (Child 
Guidance)  Clinic  and  psychiatric  bed  departments 
are  being  started  in  the  Memorial  and  St.  Philip 
Hospitals.  Therefore,  with  these  things  in  view, 
no  physician,  whether  in  general  work  or  in  a  spe- 
cialty, can  afford  to  remain  ignorant  of  things  per- 
taining to  neuropsychiatry  and  mental  hygiene. 

The  world  has  had  its  renaissance,  its  period  of 
chivalry,  its  colonization  era,  its  trading  develop- 
ment, its  revolutionary  time,  its  machine  age;  now 
it  is  giving  birth  to  an  epoch  of  interest  in  the 
human  being.  There  is  nothing  in  mechanics  so 
interesting  as  the  human  body,  no  investigation 
more  fascinating  than  that  of  human  emotions,  not 
a  study  more  important  than  that  of  the  human 
mind.  It  has  been  complained  of  that  we  know 
more  of  the  heredity,  breeding  instincts  and  be- 
havior of  many  animals  than  we  do  of  the  human 
being.  But  this  is  well.  We  had  to  gain  knowl- 
edge of  the  lower  forms  of  life  before  we  could 
tackle  life's  highest  form.  Are  we  yet  prepared? 
It  took  possibly  six  thousand  years  for  man  to 
develop  from  being  able  to  make  a  spark  with  a 
stick  whirled  against  a  flint,  to  the  oil  heater  and 
the  electric  light.  It  took  as  long,  or  longer,  to 
develop  from  crude  drawings  cut  in  stone,  to  the 
typewriter.  And  about  the  same  time  was  con- 
sumed to  change  the  wooden  cart  wheel  to  the 
turbine.  Although  development  is  more  rapid  as 
time  marches  on,  still,  it  will  be  centuries  before 
what  has  been  started  in  this  generation  in  mental 
hygiene  can  reach  anywhere  near  universal  appli- 
cation. But  our  endeavors  are  more  productive 
than  were  those  of  the  first  stovemakers,  of  the 
first  quill-pen  cutters,  or  of  those  who  first  saw  the 
need  of  the  wheel  belt. 

Please  do  not  understand  by  anything  that  I 
have  said   that    I   depreciate  the  value  in   mental 
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hygiene  work  of  properly  trained  psychologists, 
social  workers  and  welfare  groups,  or  of  an  inter- 
ested general  public.  They  are  indispensable,  but 
I  feel  strongly  that  the  dominance  of  mental  hy- 
giene must  be  in  the  hands  of  the  medical  profes- 
sion. Through  its  pre-medical  preparation,  its  four 
arduous  years  of  medical  college,  through  its  hos- 
pital and  postgraduate  training  and  its  intimate 
contact  with  patients  in  the  practice  of  medicine, 
the  medical  profession  is  the  only  organization  pre- 
pared to  take  charge  of  the  vast  and  significant 
movement  of  mental  hygiene. 

The  inauguration  of  mental  hygiene  is  probably 
as  important  as  Lister's  inauguration  of  antiseptic 
surgery,  as  Pasteur's  and  Koch's  introduction  of 
the  facts  of  bacterial  infection,  as  Claude  Bernard's 
and  Brown-Sequard's  beginnings  in  endocrinology, 
or  as  Long's  first  use  of  a  general  anesthetic.  Men- 
tal hygiene  will,  if  properly  conducted,  develop  to 
be  of  far  more  use  to  the  world  than  were  the  in- 
stitution of  such  modern  things  as  the  World's 
Court,  the  Versailles  Treaty  and  the  League  of 
Nations;  but  if  not  properly  conducted  and  devel- 
oped, mental  hygiene's  potentialities  for  failure  and 
for  harm  are  far  greater  than  have  been  the  dis- 
appointments of  the  Court,  the  Treaty,  or  the 
League. 

In  Virginia  we  have  a  neuropsychiatric  associa- 
tion which  meets  every  three  months.  We  are 
forming  a  mental  hygiene  association,  the  dominant 
officials  of  which  are  physicians.  We  have  a 
State  Mental  Hygiene  Clinic  which  is  under  the 
Department  of  Public  Welfare.  We  have  a  Gen- 
eral Hospital  Board  to  look  after  the  state  hos- 
pitals. We  have  a  Governor's  Advisory  Board  on 
Mental  Hygiene  which  aids  in  this  work  in  the 
state  penal  institutions.  We  are  looking  toward 
the  establishment  of  a  sterilization  board,  of  a 
colony  for  feebleminded  Negroes,  of  more  psychia- 
tric and  child-guidance  clinics,  and  an  adolescent 
clinic;  and  toward  better  follow-up  work  in  con- 
nection with  both  the  penal  institutions  and  the 
state  hospitals.  We  also  hope  for  more  comprehen- 
sive arrangements  for  mental  examination,  before 
trial,  of  those  accused  of  crime.  But  in  all  of 
these  matters  we  have  barely  made  a  start. 

I  am  familiar  with  much  of  the  history  of  the 
great  State  of  North  Carolina.  Among  her  people 
are  many  of  my  oldest  and  most  intimate  friends. 
I  know  of  the  splendid  work  of  her  health  depart- 
ment. I  know  of  her  agricultural  and  industrial 
progress,  of  her  cultural  development  and  of  her 
magnificent  educational  system.  I  know  a  great 
deal  of  what  North  Carolina  has  done  and  is  doing 
for  medicine.  I  have  great  confidence  that  once 
North  Carolina  understands  the  purport  of  mental 
hygiene  she  will  handle  it  wisely.     My  final  ad- 


vice, if  I  may  speak  with  any  authority  at  all  in 
regard  to  this  program,  may  be  summed  up  in 
very  few  words.  Go  ahead,  but  go  ahead  cautious- 
ly, and,  as  with  matrimony — discreetly,  advisedly, 
and  in  the  fear  of  the  Lord. 


Auto-serxjm  Treatment  For  Opium.  Addicts 

(A.   W.   Woo,  Hong-  Kong,   in  Chinese   Med.   Jl.,  Jan.) 

First  clean  the  skin  of  the  patient's  chest,  or  the  inner  as- 
pect of  the  thigh,  thoroughly  with  spirit,  then  apply  as  much 
of  cantharides  plaster  as  will  cover  a  SOc  piece,  z/i  cm. 
thick,  on  a  piece  of  oiled  paper  2  in.  sq.  over  the  cleansed 
area.  Two  narrow  slips  of  adhesive  plaster  to  keep  the 
oiled  paper  in  place. 

Advise  the  patient  to  protect  the  blister;  some  use  a 
vaccination  shield  to  keep  the  blister  from  bursting.  The 
blister  usually  forms  within  12  to  24  hours,  contains  1 
to  14  c.c.  of  serum;  should  the  blister  fail  to  develop,  smear 
a  drop  or  two  of  the  Liq.  Epispasticus  on  the  plaster 
and  reapply. 

A  daily  record  of  the  amount  of  opium  and  the  amount 
of  auto-serum  injected  is  made;  24  hours  after  the  can5 
tharides  plaster  has  been  applied,  we  insert  a  fair  sized 
hypodermic  needle  on  a  10  c.c.  syringe  directly  into  the 
blister  at  its  upper  pole  to  prevent  leakage,  and  draw  out 
the  serum  and  inject  it  subcutaneously,  usually  in  the  arm, 
which  has  been  previously  cleansed  with  1%  picric  acid 
(tincture  iodine  being  a  little  more  expensive).  The  pa- 
tient is  then  told  to  rub  the  injected  area  with  a  pledget  of 
cotton  for  a  few  seconds.  The  deflated  blister  is  covered 
with  a  piece  of  lint  smeared  with  Ungt.  zinc  oxidi.  The 
blister  usually  gives  no  trouble  and  does  not  suppurate  if 
care  is  taken  not  to  tear  the  epithelium  off  the  blister. 

We  have  given  as  much  as  10  c.c.  each  time  without 
any  obvious  ill  effects.  We  have  come  across  only  2  cases 
of  serum  reaction — one  urticaria  and  the  other  vomiting 
for  12  hours.  We  usually  give  not  more  than  2  c.c.  at 
the  initial  does.  The  second  injection  is  given  on  the  3rd 
day  and  thereafter  on  alternate  days  until  discharged. 

Most  patients  f"lt  omfortable  throughout  the  course  of 
treatment.  Constipation,  insomnia,  and  spermatorrhoea 
were  fairly  common. 

After  the  first  injection  most  patients  reported  that  their 
usual  intake  of  opium  diminished  50%. 

After  a  few  treatments  most  patients  reported  a  decreas- 
ing desire  for  opium  and  that  they  could  not  take  as  much 
as  they  were  accustomed  to.  In  many  cases  the  patients 
reported  having  finally  reduced  their  consumption  to  noth- 
ing,  becoming   free  from  the  habit. 

In  the  mild  cases  of  young  persons  physically  strong, 
with  a  history  of  2  or  3  years  of  opium  habit,  cessation 
can  be  accomplished  within  4  days  or  a  week.  A  person  of 
moderately  advanced  age  and  constiutionally  weak,  with 
a  history  of  20  to  30  years,  10  injections.  Those  with  a 
high  tolerance  can  never  be  cured  unless  they  are  willing 
to  gradually  decrease  the  opium  intake. 

Of  those  completely  cured  we  find  that  the  average  num- 
ber of  injections  required  was  7  and  the  average  number 
of  c.c.  of  serum  injected  for  the  complete  course  was  18J4 
c.c. 

Whole  blood  taken  from  the  vein  and  reinjected  into 
the  patient  does  not  give  as  good  results. 


Ergotamine  tartrate  has  acted  favorably  in  a  great 
number  of  cases  of  migraine.  Care  must  be  exercised  in  its 
use  as  it  is  an  ergot  derivative  and  has  caused  gangrene. 


SOUTHERN  MEDICINE  AND  SURGERY 


Malignant  Hypertension* 

C.  T.  Smith,  A.B.,  M.D.,  F.A.C.P.,  Rocky  Mount,  North  Carolina 
Park  View  Hospital  Medical  Service 


BOYD1  divides  arterial  hypertension  into 
three  groups:  1)  nephritic,  2)  essential,  and 
3)  symptomatic.  Essential  hypertension 
may  be  again  divided  into  benign  and  malignant. 
The  cases  to  be  presented  belong  to  the  latter  of 
the  subdivisions.  Boyd  also  states  that  in  these 
two,  the  only  difference  is  in  the  tempo.  From 
observation  on  these  cases,  it  seems  we  might  add 
that  the  process  begins  much  earlier  in  life. 

Essential,  primary,  or  idiopathic  hypertension  is 
by  far  the  commonest  form.  For  this  form  no 
cause  can  be  found,  but  it  appears  to  be  a  definite 
entity,  due  to  a  single  cause,  which  has  not  yet 
been  clearly  described.  The  hypertension  is  due 
to  a  spasm  of  the  arterioles,  which  is  later  followed 
by  hypertrophy  of  the  arteriolar  muscle,  finally 
degeneration  of  that  muscle  and  fibrous  replace- 
ment. Heredity  plays  an  important  part.  Ayman- 
found  a  high  incidence  of  hypertension  in  the  rela- 
tives of  subjects  with  hypertension.  The  constitu- 
tional factor  (hyperactive  sympathetic  vasomotor 
mechanism)  may  be  acquired  or  influenced  by  en- 
vironment, as  the  aboriginal  African  Negro  does 
not  suffer  from  hypertension,  whereas  it  is  common 
in  the  first  and  second  generations  of  transplanted 
Negroes.  Also  the  native  Chinaman  does  not  have 
it,  but  may  develop  it  here  in  America.  The  or- 
gans most  affected  by  malignant  hypertension  are 
the  brain,  eyes,  bone-marrow,  heart  and  kidneys. 
The  termination  is  usually  in  uremia,  though  death 
may  occur  from  cerebral  hemorrhage  or  heart 
failure. 

The  typical  course  of  the  malignant  hypertension 
as  compared  with  the  benign  type  becoming  ma- 
lignant, is  found  in  the  youth  of  the  individual  as 
well  as  the  rapid  rate  of  progressive  symptoms.  A 
person  in  the  third  decade  of  life  is  found  to  have 
a  hypertension.  There  is  no  kidney  impairment, 
there  is  no  history  of  streptococcic  insults.  Such 
rare  forms  as  thyroid,  pituitary,  adrenal  and  caro- 
tid hypertension  being  excluded,  we  will  follow  the 
course  of  illness.  Previously,  the  patient  has  felt 
well,  had  good  appetite,  a  great  deal  of  energy, 
and  been  thought  to  be  in  the  best  of  health.  The 
first  symptom  may  have  been  headache,  this  prob- 
ably followed  by  dyspnea  and  disturbance  of  vision, 
or  sick  headaches  with  vomiting,  or  nose  bleed. 
Examination  at  this  stage  shows  a  good  state  of 
nourishment;  the  arteries  in  the  retina  are  very 
small,  or  maybe  there  is  retinal  hemorrhage  and 


papilledema;  the  heart  is  enlarged,  the  blood  pres- 
sure 180  or  more  systolic  and  110  or  more  diastolic. 
The  urine  this  early  will  show  a  high  or  normal 
specific  gravity,  with  little  or  no  albumin,  the  kid- 
ney function  and  blood  urea  and  creatinin  normal. 
Not  many  months  later  nocturia  sets  in,  more 
albumin  appears  in  the  urine,  the  specific  gravity 
becomes  lower,  and  the  blood  urea  increased.  A 
progressive  anemia  may  now  be  found.  Some  of 
the  albumin  may  be  due  to  chronic  passive  conges- 
tion secondary  to  a  failing  heart,  and  there  may 
be  some  improvement  after  digitalis.  -  -From  this 
stage  on,  the  course  is  rapidly  downward  and  ure- 
mia soon  sets  in. 

The  hemorrhagic  retinitis  is  due  to  the  hyper- 
tension and  sclerosis  of  the  arterioles,  the  papill- 
edema to  the  intracranial  pressure.  The  vomiting 
may  be  due  at  first  to  intracranial  pressure,  later 
the  uremia  is  a  factor.  The  heart  at  first  enlarges, 
then  weakens  under  the  load.  The  kidney  lesion 
is  a  sclerosis  of  the  arterioles  to  the  glomeruli  and 
tubules.  The  arteriolar  sclerosis  affecting  the  blood 
supply  to  the  bone-marrow  explains  the  anemia. 

The  following  three  cases  are  selected  from  those 
of  fifteen  patients  admitted  to  the  hospital  in  the 
last  five  years  on  whom  the  diagnosis  of  malignant 
hypertension  was  made: 

Case  1. — Negro  woman,  29,  admitted  May  14th,  1931, 
with  the  complaint  of  insomnia  of  a  year's  duration,  and 
frontal  and  occipital  headaches,  because  of  which  she  was 
unable  to  lie  with  head  down.  She  fatigued  easily,  had 
tachycardia  on  exertion,  had  considerable  loss  of  weight. 
Her  appetite  was  good,  she  had  no  frequency  of  urination 
and  gave  no  history  of  serious  illness,  or  sore-throat.  Three 
normal  pregnancies,  deliveries  and  puerperia  and  one  pre- 
mature labor  at  eight  months  made  up  this  part  of  the 
history.  Examination  disclosed  no  retinitis,  no  rales  in 
chest,  slight  enlargement  of  the  heart,  b.  p.  190/140,  urine 
of  sp.  gr.  1.024  with  no  albumin  or  casts.  Red  cell  count 
was  5,000,000,  blood  urea  25  mg.,  Wassermann  negative. 
She  remained  in  the  hospital  a  week  with  no  improvement 
and  returned  August  19th,  1931,  referred  by  another  doc- 
tor because  of  heart  disease,  complaining  of  dyspnea,  rest- 
lessness and  pain  in  the  precordium,  headaches  continuous 
since  the  last  admission  and  now  accompanied  by  nausea 
and  vomiting.  She  now  looked  anemic  and  in  respiratory 
distress.  The  eye-grounds  were  not  examined,  the  heart 
was  enlarged  2  to  3  cm.  both  to  the  right  and  left.  There 
was  a  diastolic  and  systolic  thrill,  loud  blowing  systolic 
murmurs  at  both  mitral  and  aortic  areas,  b.  p.  170/110, 
liver  enlarged. 

Impression:  mitral  regurgitation  and  stenosis,  2)  sec- 
ondary anemia,  3)  chronic  nephritis,  4)  hypertension. 
Laboratory  findings:  albumin  111  on  a  scale  of  IV,  no  blood 
or  casts,  blood  urea  165,  creatinin  6  mg.,  white  cell  count 
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45,200  with  84%  polys,  red  cell  count  2,590,000  with  hgbn. 
35%.  Cells  were  achromic,  marked  difference  in  size  and 
shape. 

The  autopsy,  in  brief,  showed  a  serofibrinous  pericarditis, 
considerable  hypertrophy,  with  no  valve  lesions.  The 
other  viscera  except  the  kidneys  showed  nothing  grossly. 
These  had  slightly  adherent  capsule,  with  finely  granular 
surface,  cortex  half  a  centimeter  thick;  the  microscopic  pic- 
ture looked  like  a  glomerular  nephritis,  but  it  was  noted 
that  the  arterioles  were  apparently  completely  occluded  and 
hyalinised. 

Case  2. — Negro  man,  27,  admitted  January  6th,  1934, 
complaining  of  headache,  vomiting  and  blindness.  He 
thought  he  was  perfectly  well  till  ten  days  before  admis- 
sion, when  his  illness  began  with  a  splitting  headache,  fol- 
lowed by  pain  in  the  epigastrium  going  through  to  the 
back,  nausea  and  vomiting.  Three  days  before  admission 
he  became  almost  totally  blind,  a  day  later  hiccuping  be- 
gan. He  gave  no  history  of  sore-throats  or  infections. 
His  father  was  dead,  cause  unknown.  He  had  diseased 
tonsils  which  may  or  may  not  have  played  a  part  in 
his  condition.  The  heart  was  enlarged,  aortic  second  sound 
accentuated,  no  murmurs,  b.  p.  250/150.  Eye-grounds 
showed  numerous  hemorrhagic  areas  with  papilledema  on 
both  sides.  The  urine  showed  a  trace  of  albumin,  sp.  gr. 
1.005,  no  casts,  or  blood.  Blood  urea  was  220  mg.,  pre- 
formed creatinin  3.8  mg. 

Case  3.— White  man,  39,  first  seen  July  29th,  1931,  with 
complaint  of  headache.  He  had  led  a  very  active  life  as  a 
lumberman  till  ten  years  previously  when  he  first  noticed 
precordial  pain  on  exertion.  He  found  then  his  blood  pres- 
sure was  180  systolic.  For  the  past  few  weeks  he  had 
had  morning  suboccipital  drawing  headaches  and  nocturia 
3  to  4.  He  had  had  appendectomy  in  1921,  and  tonsillec- 
tomy after  he  found  his  pressure  was  high.  He  could  recall 
no  other  illness.  His  father  was  incapacitated  by  high 
blood  pressure.  One  brother  two  years  younger  and  one 
two  years  older  had  died  from  high  blood  pressure.  His 
father  had  two  cousins  in  one  family  who  were  ill  with 
pressure,  one  has  died  since  then,  and  five  cousins  in  an- 
other family  who  had  died  from  the  same  cause.  On  exam- 
ination, his  tonsils  were  out;  the  eye-grounds  showed  no 
hemorrhages  or  edema  of  the  nerve  heads;  the  heart  was 
not  enlarged  to  percussion,  there  was  a  faint  systolic  mur- 
mur at  the  aortic  area  and  the  b.  p.  was  165/130;  the 
urine  had  a  specific  gravity  of  1.018,  no  albumin,  casts, 
sugar,  or  blood;  urea  of  blood  was  19  mg.,  Wassermann 
negative.  On  June  12th,  1935,  he  was  admitted  with  dysp- 
nea and  partial  blindness.  He  was  then  43  years  of  age. 
Papilledema  was  present  and  retinal  hemorrhages ;  the  heart 
was  enlarged,  murmur  louder  than  formerly;  b.  p.  was 
186/120;  there  were  rales  at  the  bases  of  both  lungs  and 
the  liver  enlarged.  The  urine  showed  albumin  1  on  a 
scale  of  IV,  sp.  gr.  1.006;  blood  urea  was  260,  preformed 
creatinin  5.5,  Wassermann  negative. 
Summary 

Malignant  hypertension  belongs  to  the  idiopathic 
group  of  hypertensions.  There  seems  to  be  a  he- 
reditary factor.  It  is  characterized  by  onset  in 
youth,  without  any  discoverable  cause,  and  by  rap- 
idly affecting  the  brain,  eye-grounds,  heart,  bone- 
marrow  and  lastly  the  kidneys,  terminating  usually 
in  uremia. 
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Treatment  of  Acute  Nasal  Suppurtation  in  Infants 
and  Young  Children 


If  allergy  is  recognized  as  an  etiological  factor  proper 
therapy  is  instituted  to  control  the  allergy.  Every  case 
should  be  examined  with  this  in  mind.  The  mucous  mem- 
brane of  the  nose  is  more  boggy  and  pale  than  in  an  in- 
fectious process. 

The  nasal  mucus  when  fresh  has  a  slight  bactericidal 
action. 

The  most  common  cause  of  the  thickening  of  the  nasal 
discharge  is  the  breathing  of  air  that  is  too  dry.  The  pres- 
ervation of  normal  humidity  of  the  air  in  rooms  is  neces- 
sary; proper  ventilation,  bed  rest,  proper  diet. 

Local  treatment  consists  in  the  use  of  vasoconstrictors, 
mild  antiseptics  and  the  toilet  of  the  nose.  Surgical  pro- 
cedures are  rarely  indicated;  even  the  washing  out  of  a 
sinus  that  does  not  drain  properly  should  be  postponed  until 
nature  has  limited  the  process.  If  some  complication — as 
orbital  cellulitis  or  infection  of  the  bones  of  the  face — 
developes,  more  energetic  measure  may  be  indicated  if  con- 
servative procedures  are  of  no  avail. 

Toilet  of  the  nose  is  of  particular  importance  in  the  in- 
fant as  he  never  blows  his  nose;  neither  does  he  aspirate 
the  purulent  material  in  the  nasopharynx  and  spit  it  out. 
Consequently  the  purulent  discharge  from  the  nasal  sinuses 
collects  in  the  nasal  chambers  and  remains  there.  The 
membrane  of  the  nose  is  one  of  the  best  absorbing  surface; 
in  the  body.  This  collection  of  pus  is  often  responsible 
for  fever  of  105  or  more. 

If  the  fever  does  not  decrease  as  it  should  following  the 
toilet  of  the  nose  by  suction  it  may  be  that  purulent  ma- 
terial remains  in  the  upper  posterior  part  of  the  nasal 
chambers  and  the  vault  of  the  nasopharynx.  This  may 
be  removed  by  irrigation  of  the  nasal  chambers,  which, 
done  properly,  has  little  or  no  danger  of  ear  complications. 
The  infant  is  wrapped  in  a  sheet  and  placed  on  the  abdomen 
with  the  chin  over  the  side  of  the  table  or  bed.  Warm 
sterile  normal  saline  is  placed  in  an  irrigator,  never  more 
than  18  inches  higher  than  the  patient's  head,  the  end  of 
the  flexible  tube  is  the  same  catheter  used  in  cleansing  the 
nase  by  suction.  Cleanse  one  side  of  the  nose  and  then 
the  other,  the  fluid  escaping  from  the  other  side  of  the 
nose  and  the  mouth. 

Cleansing  the  nose  by  suction  is  done  2  to  3  times  in  24 
hours.  If  irrigation  is  resorted  to,  it  is  usually  done  only 
once  in  that  time. 

After  cleansing  the  nose  1%  ephedrine  in  normal  saline 
solution  is  dropped  into  the  nose.  We  wait  15  minutes  until 
the  tissues  are  contracted  and  then  drop  into  each  nostril 
5%  argyrol  or  some  other  mild  antiseptic.  The  nose  drops 
are  used  with  the  patient  lying  on  his  back  with  the  head 
tilted  fax  backward  so  that  the  upper  posterior  part  of 
the  nasal  chambers  will  be  the  lowest. 


A  New  Phase  of  Intestinal  Allergy 
(M.   A.    Ehrlich,  Bainbridge,   in  Jl.    Med.   Assn.    Ga.,   Jan.) 

While  going  over  my  records  of  rectal  prolapse  I  was 
impressed  that  this  condition  so  often  occurred  in  allergic 
families  and  that  the  patients  had  allergic  symptoms  at  the 
time  of  the  examination  or  developed  them  later. 

The  results  of  investigation  tend  to  show  that  the  cause 
of  many  intestinal  disturbances  may  be  determined  by  the 
allergic  method  of  testing. 


Sigmodal,  one  of  the  newer  barbiturates,  given  by  rec- 
tum, is  said  to  provide  a  new,  simple  and  safe  way  of 
alleviating  the  pain  of  labor. 
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SOUTHERN  MEDICINE  AND  SURGERY 


Diphtheria 

Jas.  W.  Davis,  M.D.,  Statesville,  North  Carolina 
Davis  Hospital 


BACILLUS  DIPHTHER1AE  has  a  predilec- 
tion for  the  lining  of  the  throat  but  it  may 
attack  any  mucous  membrane  or  open 
wound.  Ulceration  of  epithelium  or  of  the  surface 
of  wounds  occurs,  with  the  formation  of  a  fibrinous 
membrane  and  a  toxin  which  has  a  special  affinity 
for  the  nervous  system.  The  fibrinous  exudate 
often  is  first  seen  as  small,  grayish-white  patches 
which  may  later  become  confluent.  Often  this  is 
thick  and  tough  and  when  pulled  loose  leaves  a 
raw  bleeding  surface.  The  deep  tissues  may  be 
greatly  congested  and  are  often  extremely  edema- 
tous. This  is  the  picture  usually  found  in  laryn- 
geal diphtheria. 

The  membrane  may  form  at  any  point  along  the 
air  passages;  it  may  start  above  the  larynx  and 
extend  on  down  even  into  the  smallest  bronchi.  A 
transverse  section  of  the  larynx  will  not  show  a 
round  tube  but  an  organ  of  hour-glass  shape,  the 
narrow  point  corresponding  with  the  vocal  cords, 
and  it  is  here  that  obstruction  is  most  likely  to 
occur.  The  tissues  just  below  the  glottis  are  so 
vascular  that  inflammation  or  trauma  will  cause 
great  swelling.  In  the  operation  of  intubation  gen- 
tleness is  essential  to  the  avoidance  of  injury,  and 
if  a  tracheotomy  becomes  necessary  a  site  must  be 
chosen  well  below  this  point  to  reduce  to  a  mini- 
mum the  chance  of  chronic  laryngeal  stenosis  re- 
sulting from  contraction  of  scar  tissue  occasioned 
by  primary  tissue  injury,  plus  prolonged  irritation 
by  the  tube. 

The  systemic  lesions  of  diphtheria,  especially 
toxic  degeneration  of  the  heart  muscle  and  the  nerv- 
ous system,  central  and  peripheral,  must  be  kept 
in  mind,  and  still  other  organs  may  be  involved. 

The  toxic  degeneration  of  the  heart  muscle  may 
cause  failure  of  this  organ,  and  this,  since  we  have 
antitoxin,  is  the  disease's  greatest  danger.  The 
next  most  likely  way  of  death  in  diphtheria  is  that 
of  respiratory  paralysis. 

The  common  forms  of  diphtheria  according  to 
site  are: 

1.  Nasal. 

2.  Pharyngeal. 

3.  Laryngeal. 

4.  Combinations  of  the  above. 

As  the  eye  and  vagina  may  be  affected  I  have 
often  wondered  whether  it  is  possible  for  the  antra 
to  be  involved  or  the  sphenoid  and  ethmoid  areas. 

The  disease  varies  from  a  mild  indisposition  to 
a  profound,  rapidly  fatal  intoxication.     This  fact 


must  always  be  kept  in  mind  in  treating  diphtheria 
of  any  type  and  in  any  stage.  The  degenerative 
action  of  the  toxin  on  the  various  organs  and  struc- 
tures may  produce  death  no  matter  what  treatment 
is  given. 

In  treating  diphtheria,  the  tendency  to  the  devel- 
opment of  complications  must  be  remembered  and 
these  developments  looked  for: 

1.  Otitis  media. 

2.  Cervical  lymphadenitis. 

3.  Peritonsillar  abscess. 

4.  Myocarditis. 

5.  Neuritis. 

6.  Hepatitis. 

7.  Nephritis. 

Laryngeal  diphtheria  is  the  type  to  be  discussed 
especially  in  this  paper.  This  type  occurs  alone 
in  25  per  cent,  of  all  cases,  and  there  is  more  or 
less  laryngeal  involvement  in  80  per  cent,  of  all 
cases.  Most  cases  occur  in  children  of  from  one 
to  four  years.  Colored  children  are  rarely  affected. 
The  local  pathology  consists  of  diphtheritic  inflam- 
mation of  the  laryngeal  area  with  obstruction  from 
membrane  formation,  from  edema  of  the  glottis, 
or  from  both.  There  is  usually  high  fever  and  a 
rapid  pulse  and  other  systemic  evidences. 

The  symptoms  of  laryngeal  diphtheria  are: 

1.  Increased  difficulty  in  breathing.  (This  may 
be  slight  at  first,  however  the  child  appears 
to  be  very  ill.) 

2.  Paleness  of  the  face. 

3.  Hoarseness  and  a  croupy  cough. 

Unless  the  disease  is  checked,  breathing  becomes 
more  difficult  and  the  accessory  muscles  of  respira- 
tion must  be  brought  into  play;  there  is  retraction 
above  the  sternum  and  in  the  epigastric  region, 
from  negative  pressure  from  enlargement  of  the 
chest  cavity  when  the  ribs  are  lifted  causing  the 
lungs  to  lag  behind  because  the  laryngeal  obstruc- 
tion interferes  with  the  entrance  of  air.  Cyanosis 
and  dyspnea  are  progressive  and  depend  upon  the 
degree  of  obstruction.  In  untreated  cases  death 
may  occur  in  three  to  five  days  after  the  onset. 

The  more  common  complications  of  laryngeal 
diphtheria  are: 

1.  Bronchopneumonia. 

2.  Atelectasis. 

3.  Acute  or  chronic  obstruction  of  the  larynx. 

4.  Secondary  or  coincident  streptococcic  infec- 
tion. 

5.  Other  general   complications  such  as  result 
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from  the  action  of  the  diphtheria  toxin  on 
the  various  body  structures. 

The  heart  may  fail  early  in  the  disease  or  late 
when  the  patient  appears  well  on  the  road  to  recov- 
ery, most  commonly  about  the  third  week  after  the 
onset.  Coming  suddenly  and  unexpectedly  this  is 
one  of  the  most  dreaded  features  of  the  disease 
and  this  possibility  should  cause  a  guarded  prog- 
nosis and  restriction  of  activity  for  at  least  a  month 
of  convalescence.  In  laryngeal  diphtheria  cardiac 
failure  may  be  less  frequent  than  in  other  types. 

A  cardiogram  is  of  value  in  diagnosing  the  heart 
condition  and  possibly  in  the  future  will  be  a  great 
help  in  treating  cardiac  complications.  The  various 
nervous  system  lesions  should  always  be  watched 
for.  Paralysis  of  the  soft  palate  sometimes  occurs. 
The  ciliary  muscles  of  the  eye  may  sometimes  bj 
involved,  also  the  vocal  cords. 

The  more  common  causes  of  death  from  diphthe- 
ria are: 

1.  Bronchopneumonia. 

2.  Cardiac  failure. 

3.  Respiratory  obstruction. 

4.  Respiratory  paralysis. 

5.  A  general  toxemia  and  a  general  toxic  re- 
action involving  various  organs  of  the  body. 

When  the  membrane  can  be  seen  the  clinical 
diagnosis  is  usually  easy,  but  in  those  cases  in 
which  no  membrane  is  visible  then  it  may  be  diffi- 
cult or  delayed.  When  in  doubt  about  the  diag- 
nosis it  is  safest  to  give  diphtheria  antitoxin. 

The  most  common  conditions  simulating  laryn- 
geal diphtheria  are: 

1.  Spasmodic  laryngitis  or  spasm  of  the  glottis. 

2.  Streptococcus  laryngitis. 

3.  Retropharyngeal  abscess. 

4.  Bronchopneumonia. 

5.  Foreign  bodies  in  the  air  passages. 

6.  Edema  of  the  glottis  from  some  cause  other 
than  diphtheria. 

7.  Laryngismus  stridulus. 

8.  Laryngotracheobronchitis,  acute. 

The  prognosis  in  diphtheria  generally,  without 
antitoxin,  is  50  per  cent.  In  ordinary  types  of 
diphtheria,  without  laryngeal  obstruction,  the  mor- 
tality is  approximately  five  per  cent.,  with  diph- 
theria antitoxin  administered  reasonably  early.  In 
laryngeal  diphtheria  the  mortality  depends  upon 
many  factors.  The  earlier  the  diagnosis  and  the 
institution  of  proper  treatment,  the  lower  the  mor- 
tality. The  mortality  varies  all  the  way  from  20 
to  60  per  cent.  The  most  frequent  cause  of  delay 
in  treatment  is  that  many  parents  may  notice  that 
a  child  is  not  feeling  well  but  do  not  become  alarm- 
ed until  laryngeal  obstruction  becomes  very  pro- 
nounced. By  this  time  the  toxic  action  on  the 
various  organs  of  the  body,  especially  the  heart, 


may  have  produced  irreparable  damage  and  no 
matter  what  treatment  is  given  it  may  be  impossi- 
ble to  save  the  child. 

The  mortality  in  diphtheria  occurs  principally 
in  children  under  four  years  of  age.  Approximately 
80  per  cent,  of  all  deaths  occur  in  children  in  this 
age  group.  However,  more  cases  occur  in  the 
seventh  than  in  any  other  year.  It  seems  to  be 
more  frequent  in  the  winter  months. 

.Must  children  developing  diphtheria  early  em- 
phasizes the  fact  that  immunization  should  be  done 
at  an  early  age.  Probably  the  best  age  for  im- 
munization is  six  or  eight  months.  Certainly  it 
should  be  done  before  the  child  is  a  year  old.  The 
prognosis  in  diphtheria  is  always  uncertain.  Sud- 
den death  may  occur  at  any  time.  The  prognosis, 
however,  does  depend  largely  on  the  following  fac- 
tors: 

1.  Time  of  the  diagnosis  and  administration  of 
antitoxin. 

2.  Virulence  of  infection. 

3.  Resistance  of  patient. 

4.  Location  of  the  lesion. 

5.  Complications. 

6.  Quality  of  medical  care  given  the  patient 
The  mistakes  which  are  possible  in  treating  diph 

theria  are: 

1.  Delayed  diagnosis. 

2.  Delay  in  giving  antitoxin. 

3.  Giving  an  insufficient  first  dose  of  antitoxin. 

4.  Improper  administration  of  the  antitoxin. 

5.  Incorrect  surgical  treatment. 

6.  Not  giving  the  proper  after-care. 

One  should  be  very  ready  to  suspect  diphtheria 
and,  when  the  suspicion  is  strong,  antitoxin  should 
be  given  right  away  on  a.  working  diagnosis  of 
diphtheria,  and  then  material  collected  for  mic- 
roscopic examination.  Enough  antitoxin  should  be 
given  at  the  first  dose,  in  severe  cases  intraven- 
ously. If  there  is  serious  interference  with  res- 
piration surgical  treatment  should  be  promptly  in- 
stituted. Sometimes  a  doctor  is  forced  to  treat 
these  cases  with  whatever  may  be  at  hand,  in  which 
case  everything  else  must  be  subordinated  to 
promptness  and  firmness  of  decision,  and  resource- 
fulness is  a  prime  requisite.  Every  doctor,  how- 
ever, who  treats  diphtheria  should  have  available 
at  all  times  the  proper  instruments  for  handling 
complications,  unless  he  is  in  easy  reach  of  skilled 
assistance. 

A  good  percentage  of  individuals  have  natural 
immunity  to  diphtheria  as  shown  by  the  Schick 
test.  However,  where  there  is  any  doubt,  immunity 
should  be  conferred  by  giving  diphtheria  toxin- 
antitoxin  or  toxoid.  The  toxoid  may  perhaps  be 
the  best  agent  for  producing  immunity. 

Occasionally  I  see  diphtheria  in  a  child  who  has 
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had  toxin-antitoxin  or  toxoid  within  two  years. 
Naturally,  this  raises  the  question  of  the  reliability 
of  the  methods  of  producing  immunity.  In  such 
cases,  it  is  probable  that  the  Schick  test  would 
have  been  positive,  indicating  insufficient  immun- 
ity, and  that  further  injections  of  toxin-antitoxin 
or  toxoid  would  have  been  indicated.  Another 
thing  to  be  remembered  is  that  when  using  the 
toxoid  preparation,  especially  alum-precipitated 
toxoid,  immunity  may  be  somewhat  slow  in  devel- 
oping and  the  maximum  immunity  may  not  be 
produced  until  after  30  or  even  60  days  or  longer. 
My  opinion  is  that  to  produce  the  greatest  and 
most  lasting  immunity,  considerably  more  immun- 
izing treatment  should  be  given  than  is  ordinarily 
prescribed.  Finally,  no  one  claims  perfection  for 
any  method  of  prevention  or  of  cure. 

The  treatment  of  laryngeal  diphtheria  with  ob- 
struction should  be  prompt,  immediate  and  proper. 
A  large  dose  of  antitoxin  intravenously — 20,000 
units  is  not  too  much — and  more  intramuscularly 
at  the  same  time,  is  about  all  that  does  any  good. 
Further  antitoxin  may  possibly  be  helpful  but  this 
is  extremely  doubtful.  In  the  presence  of  evidence 
of  obstruction,  examine  with  the  laryngoscope  using 
proper  precautions.  Every  necessary  instrument 
should  be  immediately  available  and  if  possible 
trained  and  experienced  assistants.  A  good  suction 
apparatus  with  proper  tubes  will  remove  large 
quantities  of  thick,  tenacious  secretions  and  even 
pieces  of  obstructing  membrane  and  often  give  im- 
mediate relief.  Aspiration  is  the  method  of  choice 
and  it  must  be  repeated  as  frequently  as  necessary 
to  keep  the  air  passages  free.  Aspiration  is  con- 
traindicated  in  subglottic  edema  with  obstruction. 
Here,  as  aspiration  increases  edema  and  makes  the 
obstruction  worse,  intubation  is  the  treatment  of 
choice. 

In  general,  intubation  should  not  be  used  until 
suction  or  aspiration  has  failed  to  relieve  the  dif- 
ficulty of  breathing.  When  there  is  persistent  ob- 
struction causing  pronounced  cyanosis — especially 
if  the  heart  shows  evidence  of  weakening  and  there 
is  subglottic  edema — intubation  should  be  done 
immediately.  Intubation,  as  a  rule,  is  contraindi- 
cated  where  there  is  supraglottic  edema  because 
of  danger  of  the  extreme  swelling  of  the  tissues 
i  above  the  glottis  folding  over  and  closing  off  the 
upper  opening  of  the  tube. 

The   difficulties  and  dangers  of   intubation  are 

numerous.    Constant  supervision  is  required.    The 

tube  may  become  obstructed  and  be  coughed  up. 

Even  when  great  care  is  exercised  in  inserting  the 

\  tube  the  larynx  may  be  injured  and  if  the  tube  is 

,  left  in  a  great  length  of  time  there  may  later  be 

|  some  stenosis  of    the    larynx.     The    indirect    or 

j  O'Dwyer  method  is  the  one  most  commonly  used 


in  this  section;  it  is  about  the  only  one  practicable 
in  a  home  unless  the  doctor  carries  along  an  un- 
usual amount  of  equipment.  The  other  method  is 
insertion  of  the  intubation  tube  under  direct  vision 
using  a  laryngoscope  for  exposure,  the  tube  being 
held  by  a  small  instrument  such  as  the  Mosher  or 
the  Lynch  forceps  and  passed  directly  into  the 
larynx. 

Skill  and  knowledge  of  the  anatomy  of  the  larynx 
are  necessary  for  intubation  by  any  method.  After 
the  tube  is  inserted  the  child  may  be  fed  by  mouth, 
or,  better,  a  small  nasal  tube  may  be  passed  well 
into  the  gullet  and  milk  or  other  liquid  food  given 
without  difficulty.  The  tube  is  usually  left  in  for 
four  to  six  days  or  until  the  temperature  has  been 
normal  for  a  few  days;  it  should  never  be  left  in 
for  more  than  two  weeks.  I  have  never  known  it 
to  be  necessary  to  leave  a  tube  in  that  long.  Pro- 
vision should  be  made  for  the  removal  of  a  tube, 
as  it  becomes  obstructed,  and  for  its  cleansing  and 
reinsertion. 

When  intubation  does  not  relieve  the  obstruction 
or  the  tube  is  frequently  coughed  up,  or  aspiration 
apparatus  and  intubation  tube  are  not  available, 
tracheotomy  may  be  necessary.  A  severe,  acute 
laryngitis  and  tracheitis  may  contraindicate  tracheo- 
tomy. 

Bronchopneumonia  is  apt  to  ensue  on  tracheo- 
tomy. However,  there  are  cases  in  which  it  is  the 
best  of  a  lot  of  poor  choices,  and  a  low  tracheo- 
tomy should  be  done.  A  tracheotomy  done  too 
high  will  almost  certainly  cause  a  stenosis  which 
may  become  chronic.  The  incision  in  the  trachea 
should  always  be  made  as  low  as  possible  and 
should  go  through  the  3rd,  4th  and  Sth  rings;  never 
through  the  1st  or  2nd  ring.  The  technique  used 
by  Chevalier  Jackson  is  one  of  the  best  and  should 
be  familiar  to  every  doctor  who  ever  expects  to  do 
a  tracheotomy. 

In  any  case  of  diphtheria  it  is  urgent  that  the 
diagnosis  be  made  promptly  and  antitoxin  given 
without  delay.  In  case  of  doubt  give  the  antitoxin 
while  awaiting  the  laboratory  report.  Where  there 
is  obstruction,  aspiration  will  usually  relieve  it  with 
least  strain  on  the  child's  heart.  Where  intubation 
is  necesary,  this  should  be  done  promptly.  If  in- 
tubation does  not  suffice  to  relieve  the  obstruction 
tracheotomy  will  likely  be  necessary,  but  fortu- 
nately it  is  rarely  ever  necessary.  It  should  be  re- 
membered that  the  mortality  from  tracheotomy  is 
extremely  high. 

Attention  to  the  complications  should  always  be 
kept  in  mind.  An  otitis  media  or  other  complicat- 
ing condition  may  be  overlooked  when  treating  a 
case  of  diphtheria,  especially  when  frequent  aspira- 
tion or  intubation  is  absorbing  the  attention  of  the 
medical  attendant. 
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IN  PRESENTING  the  subject  of  bacilluria,  I 
wish  to  first  mention  the  frequent  pathways 
of  infection.  That  infection  may  travel  by 
direct  extension  through  the  adjacent  tissues  or  be 
carried  by  the  blood  stream  to  distant  points  is 
generally  accepted  to  be  fact.  It  is  questionable 
whether  infection  travels  from  the  bladder  to  the 
kidney  through  the  lumen  of  a  normal  ureter,  there 
being  no  obstruction  below.  The  matter  of  a  lym- 
phogenous route  is  very  interesting.  Cabot,  Crab- 
tree  and  David,  and  Eisendrath  and  Rolnick  oppose 
or  state  that  the  lymphogenous  route  is  very  rare. 
However,  Raymond,  in  1895,  in  his  thesis  stated 
that  he  felt  the  bladder  could  be  infected  through 
the  lymphatic  communication  between  the  intestine 
and  the  bladder  itself.  In  1899  Von  Calcar  pro- 
posed the  theory  that  the  bladder  may  be  infected 
directly  from  the  rectum,  but  this  has  not  been 
conclusively  shown  nor  generally  accepted  and  the 
question  has  been  a  fertile  field  for  discussion.  The 
late  Dr.  J.  B.  Murphy  emphasized  the  frequent 
clinical  observation  of  urinary-tract  involvement, 
secondary  to  primary  infections  limited  to  the  rec- 
tum. He  considered  the  question,  whether  infec- 
tion was  carried  to  the  kidney  by  way  of  the  blood 
stream  and  thence  to  the  bladder,  or  by  the  lym- 
phatics to  the  kidney  and  thence  to  the  bladder 
had  not  been  definitely  determined.  He  felt  the 
latter  route  of  extension  was  more  frequent.  Wins- 
bury-White  demonstrated  a  lymphatic  pathway  be- 
tween the  cervix,  vagina,  broad  ligament  and  floor 
of  the  bladder.  He  later  showed  a  pathway  be- 
tween the  base  of  the  bladder  and  the  kidneys.  He 
thinks  the  great  majority  of  renal  infections  result 
from  ascension  of  infection  from  the  genitals,  par- 
ticularly the  cervix,  urethra  or  vesical  trigone. 

A  few  years  ago  I  endeavored  to  show  experi- 
mentally that  there  is  a  lymphatic  connection  be- 
tween the  perirectal  tissues  and  the  base  of  the 
bladder,  thence  to  the  kidneys.  I  injected  India 
ink  into  the  perirectal  tissue  of  guinea  pigs,  rabbits 
and  dogs.  The  guinea  pigs  and  rabbits  were  killed 
and  autopsied.  It  was  found  that  four  days  were 
required  for  the  ink  to  be  visible,  grossly,  in  the 
lymph  nodes  of  the  perirenal  tissue.  The  dogs 
were  opened  under  aseptic  conditions  and  lymph 
nodes  removed  for  study.  In  about  two  weeks  the 
dogs  were  killed  and  autopsied.  The  lymph  nodes 
at  the  bifurcation  of  the  aorta  and  along  the  aorta 
to  the  kidney  region  were  found  to  contain  the 
ink.    In  one  guinea  pig  a  node  containing  the  pig- 


ment was  found  adjacent  to  the  gallbladder.  A 
study  of  microscopic  sections  showed  granules  of 
the  ink  in  the  kidney  tissue  and  the  perivascular 
lymphatics.  Further  study  demonstrated  a  lym- 
phatic pathway  in  the  anterior  coat  of  the  ureter 
and  periureteral  tissues.  The  experimental  work 
showed  that  there  can  be  a  lymphatic  extension  of 
an  infection  from  a  focus  about  the  rectum  to  the 
upper  urinary  tract.  However,  it  did  not  show 
conclusively  that  there  is  a  communication  between 
the  lymphatics  of  the  lower  rectum  and  the  anus 
and  those  about  the  bladder. 

From  the  information  available  today  it  cannot 
be  said  that  an  infection  may  penetrate  directly 
from  the  rectum  to  the  bladder  through  the  inter- 
vening structures — especially  through  Denonvil- 
lier's  fascia  in  the  male — without  destruction  of 
tissue.  Franke  has  shown  a  direct  lymphatic  con- 
nection between  the  colon  and  the  right  kidney. 
The  lymphatic  pathways  have  been  purposely  em- 
phasized for  so  often  the  rectum,  prostate,  cervix 
and  urethra  are  overlooked  as  being  the  foci  of 
infection  in  a  case  of  chronic  bacilluria. 

The  therapeusis  of  bacilluria  has  long  been  a 
matter  of  trial  and  error.  In  1917  Shope  and  Jan- 
ney  showed  the  value  of  acidification  in  destroying 
the  common  bacilli  of  the  urinary-tract  infections. 
Alternating  periods  of  alkalinization  and  acidifica- 
tion with  and  without  urotropin  have  been  used. 
The  medical  profession  has  been  urged  to  use: 
methylene  blue,  resorcinol,  picochrome,  serenium 
and  pyridium — none  of  which  has  proved  to  be  the 
long-sought  remedy.  The  use  of  dilute  hydrochlo- 
ric acid  and  nitro-hydrochloric  acid  intravenously 
has  not  been  so  gratifying. 

The  development  and  application  of  the  keto- 
genic  diet  was  the  beginning  of  a  new  era  in  the 
treatment  of  bacillary  infections  of  the  urinary 
tract.  In  1921  Geyelin,  a  neurologist,  observed 
that  epileptic  patients  who  were  fasting  had  fewer 
attacks  than  when  they  were  on  normal  diet.  The 
ketogenic  diet  was  soon  used  in  the  treatment  of 
epileptics.  In  1931  Helmholz  made  the  chance 
observation  that  a  specimen  of  urine  from  an  epi- 
leptic patient  who  was  on  a  ketogenic  diet  remained 
clear  and  unspoiled  after  standing  in  a  room  for 
one  week.  This  observation  led  Helmholz  and 
Clark  to  their  investigations  which  resulted  in  the 
use  of  a  ketogenic  diet  in  the  treatment  of  bacil- 
luria. 

Ketosis  and  acidosis    are    frequently    confused. 
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Acidosis  is  the  result  of  either  an  increase  in  the 
hydrogen-ion  concentration  of  the  plasma  (a  de- 
crease in  pH)  or  a  diminution  of  the  bicarbonate 
<>f  the  blood  resulting  from  an  accumulation  of  acid 
or  a  loss  of  base.  Ketosis,  on  the  other  hand,  is 
compatible  with  a  normal  serum  pH  and  normal 
bicarbonate  reserve.  It  is  very  frequently  found 
in  starvation  and  diabetes  mellitus.  You  are  fa- 
miliar with  the  phrase,  "The  fats  burn  in  the  fire 
of  the  carbohydrates."  With  the  ketogenic  diet 
carbohydrate  is  restricted  to  10  to  15  grams,  the 
protein  to  minimum  body  requirements,  and  the 
calories  are  supplied  with  fats.  Ketosis  is  the  re- 
sult of  an  incomplete  Beta-oxydation  of  butyric 
acid  with  an  abnormal  production  of  Beta-oxy- 
butyric  acid,  aceto-acetic  acid  and  acetone. 

Fuller  demonstrated  that  the  bactericidal  agent 
in  the  urine  of  patients  on  a  ketogenic  diet  was  the 
Beta-oxybutyric  acid  and  this  was  confirmed  by 
Helmholz  and  Osterberg.  They  also  determined 
that  to  produce  bacteriolysis  the  pH  of  the  urine 
must  be  5.5  or  less  and  the  concentration  of  Beta- 
oxybutyric  acid  must  be  0.5  per  cent,  or  greater. 
Helmholz  states  that  the  diet  has  given  satisfactory 
results  in  cases  in  which  the  offending  organisms 
were: 

Escherichia  coll,  Aerobacter  aerogenes,  Proteus 
vulgaris,  Staphylococcus,  Streptococcus  arad  Pseu- 
domonas. 

The  colon  bacillus  is  found  most  frequently  and 
the  results  in  these  cases  are  the  most  gratifying. 

Cook  reports  a  series  of  54  cases  in  which 
good  results  were  obtained  in  70.4  per  cent.  More 
than  one  variety  of  offending  organism  was  found 
in  11  of  these  cases.  Braasch  and  Cook  report  a 
series  of  150  cases  in  which  all  were  improved  and 
57  per  cent,  were  cured.  The  lower  percentage 
of  cures  is  attributed  to  complications  which  were 
present  in  65  of  the  cases.  There  were  35  casei 
with  prostatitis — 20  were  cured  and  the  remainder 
were  improved.  In  nine  cases  with  suppurative 
pyelonephritis  it  was  possible  to  produce  ketosis 
in  6  only,  and  4  of  these  were  cured.  In  instances 
of  marked  renal  lesions  the  infected  kidney  does 
not  excrete  a  urine  of  low  pH  and  the  excretion  of 
acetone  bodies  is  interfered  with.  There  were  14 
cases  with  calculi — 7  improved  but  none  cured. 
The  cases  having  prostatic  hypertrophy  received 
symptomatic  relief.  A  few  cases  having  a  second- 
ary bacillary  infection  with  tuberculosis  of  the 
urinary  tract  were  treated.  In  all  of  these  instances 
the  secondary  organisms  were  eradicated  but  the 
patients  experienced  a  definite  increase  in  vesical 
symptoms. 

!n  most  of  the  reported  series  of  cases  the  pa- 
tients were  institutionalized  and  received  a  diet  cal- 
culated according  to  age,  height  and   weight.     A 


general  formula  as  suggested  by  Clark  is: 

Carbohydrate  IS  grams 

Protein  0.6  gram  per  kilogram  (3.03  gram  per  pound) 

of  normal  body  weight 
Fat  to  meet  caloric  requirements — 225  to  275  grams. 

This  method  is  of  course  ideal  but  entails  a  con- 
siderable expense.  The  result  was  that  many  hesi- 
tated to  prescribe  the  ketogenic  diet.  However, 
Clark  and  Keltz  two  years  ago  and  Nesbit  and 
McDonnell  last  year  have  formulated  simplified 
diets  with  which  they  have  reported  good  results. 
We  have  used  that  of  Clark  and  Keltz  with  excel- 
lent results  except  in  two  instances.  One  patient 
was  unable  to  tolerate  the  diet  and  with  the  other 
the  infection  has  not  cleared  up  even  though  the 
state  of  ketosis  has  been  produced  and  maintained 
for  12  days.  Most  of  our  patients  have  been  am- 
bulatory. References  to  the  simplified  diets  for 
any  who  may  be  interested  are:  Journal  of  the  A. 
M.  A.,  Oct.  12th,  1936,  and  The  Cyclopaedia  of 
Medicine,  vol.  13,  1936. 

There  are  a  few  points  which  should  be  mention- 
ed that  are  necessary  to  obtain  good  results.  In 
the  first  place  the  patient  must  be  cooperative  and 
adhere  strictly  to  the  diet  as  prescribed.  His  fluids 
should  be  restricted  to  the  least  amount  compati- 
ble with  comfort.  He  should  be  forewarned  that 
he  may  experience  some  anorexia  and  nausea  but 
that  it  is  usually  overcome  in  a  few  days.  It  is 
essential  that  his  urine  be  examined  at  frequent 
intervals  (1  to  3  days)  to  see  that  he  is  maintain- 
ing an  optimum  pH.  If  the  pH  remains  above  5.5 
an  acidifying  drug  such  as  ammonium  chloride 
should  be  prescribed.  When  the  desired  pH  is 
obtained  it  should  be  continued  until  three  exam- 
inations of  the  urine  are  negative  for  pus  cells  and 
bacteria.  If  this  is  not  accomplished  within  two 
weeks  the  patient  should  resume  his  normal  diet 
for  a  short  period  of  time  and  then  repeat  the  keto- 
genic regimen. 

While  the  ketogenic  diet  is  undeniably  effective 
it  is  sometimes  poorly  tolerated.  It  is  contraindi- 
cated  in  diabetes  mellitus  cases  in  which  there  is 
marked  dehydration,  in  arteriosclerotic  heart  dis- 
ease, impending  cardiac  decompensation,  gout  and 
duodenal  ulcer. 

Since  Helmholz  and  Osterberg  determined  that 
the  levorotatory  Beta-oxybutyric  acid  in  the  urine 
was  the  bactericidal  agent,  numerous  observers  have 
sought  for  a  hydroxy-acid  similar  to  the  one  just 
mentioned,  that  might  be  given  by  mouth,  would 
be  excreted  by  the  kidneys  unchanged  and  would 
not  be  too  irritating.  The  credit  for  the  discovery 
of  such  an  acid  goes  to  Rosenheim,  who  was  the 
first  to  use  mandelic  acid  (C0H5CHOH.  COOH) 
about  18  months  ago  at  which  time  he  first  report- 
ed a  series  of  29  cases.     It  was  found  that  sodium 
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mandelate  was  simpler  to  use  and  it  was  tried  with 
good  results.  Early  this  year  Holling  and  Piatt 
reported  a  series  of  IS  cases  in  which  they  used 
the  ammonium  salt  of  mandelic  acid.  This  sub- 
stance was  the  easiest  to  use  for  in  only  one  case 
was  an  additional  acidifying  drug  required.  This 
month  Rosenheim  reported  another  series  of  88  un- 
selected  cases  which  were  treated  with  ammonium 
mandelate.  In  the  original  work  a  neutralized  so- 
lution of  mandelic  acid  and  ammonium  chloride 
was  administered.  The  combined  series  shows  a 
cure  in  71  per  cent.  Of  the  37  failures,  21  had 
urinary  stasis  or  obstruction;  satisfactory  acidifica- 
tion was  not  obtained  in  2  cases.  Two  failed  to 
complete  the  treatment  and  the  treatment  was 
abandoned  because  of  renal  irritation  in  2  instances. 
In  the  remaining  10  cases,  no  cause  for  failure  was 
determined. 

The  present  method  of  treatment  is  to  give  45 
grains  of  mandelic  acid  in  the  form  of  a  syrup  of 
ammonium  mandelate  four  times  a  day  after  meals. 
The  fluid  intake  is  limited  to  a  quart  a  day.  It  is 
essential  that  the  urine  become  sufficiently  acid  for 
satisfactory  results. 

Helmholz  and  Osterberg  showed  that  in  a  urine 
with  a  pH  of  5.0  a  solution  of  mandelic  acid  of 
0.2S  per  cent,  is  bactericidal,  whereas  with  a  pH 
of  5.7  it  is  necessary  to  have  a  1-per  cent,  concen- 
tration of  mandelic  acid. 

The  three  apparent  causes  for  the  urine  not  be- 
coming sufficiently  acid  are: 

1.  Insufficient  intake  of  acidifying  salts.  Cook 
and  Buchtel  found  that  1  out  of  15  cases  required 
an  additional  acidifying  drug. 

2.  Renal  insufficiency. 

3.  Infectio  nof  urine  with  a  urea-splitting  or- 
ganism such  as  B.  proteus. 

Mandelic  acid  therapeusis  is  not  limited  to  the 
cases  of  adults.  Newns  and  Wilson  just  recently 
reported  a  series  of  36  cases  of  pyelitis  in  children 
under  12  years  of  age.  From  30  to  120  grains  of 
ammonium  mandelate — according  to  age  of  the 
these  there  were  urinary-tract  abnormalities — the 
which  there  were  urinary-tract  abnormalities — the 
urine  became  sterile  within  a  week  after  treatment 
was  instituted. 

The  only  important  contraindication  to  the  use 
of  mandelic-acid  therapy  is  the  presence  of  renal 
insufficiency  as  evidenced  by  an  elevated  blood 
urea.  The  casts  and  red  blood  cells  which  were 
found  in  the  urine  when  the  neutralized  mandelic 
acid  together  with  ammonium  chloride  was  used 
have  been  attributed  to  the  massive  doses  of  am- 
monium salts.  They  are  not  found  so  frequently 
when  ammonium  mandelate  is  used,  and  they 
quickly  disappear  when  treatment  is  discontinued. 
No  evidence  has  been  presented  that  mandelic  acid 


produces  any  permanent  renal  damage. 

None  of  these  methods  of  handling  bacillary  in- 
fections of  the  urinary  tract  will  produce  satisfac- 
tory results  in  the  presence  of  urinary  stasis.  The 
results  will  be  disappointing  unless  all  foci  of  in- 
fection are  eradicated.  The  presence  of  calculi 
greatly  reduces  the  promise  of  cures. 

In  summary,  I  have  presented: 

1.  The  common  pathways  of  infection. 

2.  A  known  effective    method    of    treatment — 
the  ketogenic  diet. 

3.  The  present  status  of  the  use  of  mandelic 
acid  which  will  probably  be  used  in  75  per  cent,  of 
cases  that  heretofore  would  receive  the  ketogenic 
diet. 
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Smallfox  Inoculation  and  Vaccination 
(Extracts  from  The  Doctor  in  History,  by  H.  W.  Haggard) 

Among  the  bitterest  opponents  of  inoculation  were  the 
Franklin  brothers,  James  and  Benjamin,  who  in  August 
of  1721  had  established  a  paper  called  the  New  England 
Courant.  The  editorials  in  the  journal  were  sensational  for 
those  days,  and  the  denunciation  of  inoculation  was  par- 
ticularly unsparing.  Benjamin  was  then  only  16  years  of 
age;  as  he  grew  older  his  views  about  inoculation  changed. 
He  had  a  son  of  his  own  who  died  of  smallpox  in  1736. 
In  his  famous  Autobiography  Franklin  wrote:  "A  fine 
boy  of  4  years  old,  dead  by  the  smallpox  taken  in  the 
common  way.  I  long  regretted  bitterly,  and  still  regret  I 
had  not  given  it  to  him  by  inoculation.  This  I  mention 
for  the  sake  of  parents  who  omit  that  operation,  on  the 
supposition  that  they  should  never  forgive  themselves,  if  a 
child  died  under  it,  my  example  showing  that  the  regret 
may  be  the  same  either  way,  and  therefore  that  the  safer 
should  be  chosen." 

In  Connecticut,  especially,  judging  from  the  advertise- 
ments in  the  papers,  danger  of  infection  was  avoided  by 
establishing  "inoculation  farms''  out  in  the  country,  where 
"Ladies  and  Gentlemen  who  wish  to  have  the  smallpox 
by  this  safe  and  easy  method  may  be  boarded  and  have 
faithful  attendance  paid  thm." 

George  Washington  was  a  strong  advocate  of  inocula- 
tion and  during  the  Revolutionary  War  ordered  that  all 
recruits  to  the  Continental  Army  who  had  not  already 
had  smallpox  should  be  inoculated.  Martha  Washington 
took  the  disease  in  this  manner. 

In  1796  cowpox  broke  out  on  a  farm  in  Gloucestershire; 
a  dairy  maid  named  Sarah  Nelmes  contracted  the  disease; 
Jenner  took  from  her  sores  a  tiny  drop  of  pus  and  put  it 
in  a  scratch  on  the  arm  of  an  8-year-old  boy  named  James 
Phipps.  Soon  a  small  sore  appeared  on  the  boy's  arm; 
he  had  the  mark  of  cowpox  only  in  that  one  place;  it 
healed  and  left  a  tiny  scar.  Jenner  waited.  A  month 
went  by  and  then  he  again  made  a  small  scratch  on  the 
boy's  arm;  this  time  he  rubbed  over  it  the  pus  from  the 
sores  of  a  man  with  smallpox — he  inoculated  the  boy. 
James  did  not  become  ill.  Again  a  few  months  later  Jen- 
ner inoculated  him  and  still  he  did  not  take  the  smallpox. 
The  tradition  was  true ;  cowpox  protected  against  small- 
pox. Jenner  wrote  an  account  of  his  experiment  and  sent 
it  to  the  Royal  Society  for  publication  in  the  Transactions. 
His  letter  was  returned  unpublished. 

Later  from  all  over  the  world  people  paid  tribute  to 
Jenner.  The  American  Indians  sent  a  deputation  to  thank 
him  personally  and  to  bring  him  gifts.  The  Dowager  Em- 
pres?  of  Russia  sent  him  a  ring  and  gave  the  name  Vac- 
cinoff  to  the  first  child  vaccinated  in  Russia.  Napoleon 
ordered  all  the  men  of  his  great  army  vaccinated. 

In  1805,  7  years  after  Jenner's  announcement  of  his 
method  for  safely  preventing  smallpox,  a  ship  set  sail 
from  Spain  to  the  Spanish  possessions  in  the  New  World. 
Its  cargo  was  children.  Each  week  2  of  the  children  were 
vaccinated  from  the  sores  on  the  arms  of  the  2  who  had 
been  vaccinated  the  week  before.  These  children  were  the 
living  bearers  of  vaccine  virus  to  the  lands  where,  nearly 
300  years  before,  the  Spanish  explorers  had  introduced 
the  smallpux  from  Europe.  Millions  of  people  in  the  New 
World  had  died  of  the  disease;  millions  of  them  are  saved 
each  year  by  the  medical  contribution  of  the  18th-century 
country  doctor — Edward  Jenner. 


Urological   Helps   in   Daily 
Practice 

A   Column   Conducted   by 

The  Crowell  Clinic  Staff 
Charlotte,  N.  C. 


Posterior  urethritis,  acute  or  chronic,  is  due 
to  infection  posterior  to  the  compressor  urethrae 
muscle.  The  management  of  these  two  stages  is 
quite  different  and  the  treatment  markedly  changed 
from  that  of  anterior  urethral  gonorrheal  infection. 
The  compressor  muscle  keeps  the  membranous 
urethra  closed  and  acts  as  a  barrier  to  extension 
of  infection  to  the  posterior  urethra.  In  fact,  such 
extension  is  usually  due  to  want  of  cooperation  on 
the  part  of  the  patient,  trauma  from  forcing  strong 
or  even  weak  solutions  into  the  posterior  urethra, 
or  passing  a  catheter  or  other  foreign  body  into 
the  posterior  urethra.  When  it  occurs,  the  infec- 
ttion  is  in  structures  which  resent  interference  while 
acutely  inflamed  and  all  urethral  medication  should 
be  stopped.  Certainly  all  bladder  irrigations  should 
be  withheld  until  the  acute  inflammation  subsides 
and  the  patient  is  comfortable.  It  is  quite  desir- 
able to  make  daily  three-glass  tests  of  the  urine 
during  an  anterior  gonorrheal  infection  to  ascertain 
promptly  when  the  posterior  infection  occurs  and 
take  measures  to  prevent  further  complications. 
As  a  rule,  when  the  patient  has  not  voided  in  two 
to  three  hours,  if  the  first  flow  is  cloudy,  the  second 
and  third  clear,  the  infection  is  still  in  the  anterior 
urethra;  but  if  all  three  glasses  are  cloudy,  the 
infection  has  extended  into  the  posterior  urethra, 
certainly  in  the  absence  of  previous  bladder  or  kid- 
ney infection. 

In  addition  to  avoiding  all  urethral  medication, 
as  soon  as  the  posterior  urethra  becomes  infected 
it  is  essential  that  we  have  the  hearty  cooperation 
of  the  patient.  He  should  go  to  bed,  abstain  from 
sexual  excitement  and  leave  off  all  alcoholics.  And 
generally  it  is  advisable  to  administer  a  mild  ano- 
dyne and  instruct  the  patient  not  to  retain  his 
urine  unduly  long  and  to  drink  water  freely,  but 
this  latter  is  not  so  important  as  when  the  infection 
is  limited  to  the  anterior  urethra. 

When  the  vesical  symptoms  have  subsided,  blad- 
der irrigations  of  1  to  8,000  potassium  perman- 
ganate solution  may  be  started,  using  every  pre- 
caution  to  prevent  trauma.  The  container  should 
be  so  low  that  no  pain  is  produced.  The  patient 
soon  acquires  the  ability  to  relax  and  allow  the 
solution  to  pass  into  the  bladder  without  pain. 
Frequently  it  is  wise  to  use  a  urethral  anesthetic 
to  relax  the  cut-off  muscle  before  attempting  the 
irrigation  and  to  gently  force  some  of  the  anesthetic 
solution  into  the  posterior  urethra.  Injection  of 
the  anesthetic  solution  and  of  the  irrigating  solu- 
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tion  should  be  made  first  with  the  patient  in  the  re- 
cumbent position;  later  the  patient  should  be 
taught  to  irrigate  his  own  bladder  standing.  He 
should  immediately  remove  the  nozzle  from  the 
meatus  on  the  occurrence  of  the  slightest  pain. 
These  irrigations  should  be  repeated  once  daily  in 
the  beginning  and  twice  daily  when  the  condition 
becomes  subacute  or  chronic.  It  is  doubtful  if 
twice-daily  irrigations  are  to  be  advised  in  sub- 
acute cases,  and  in  only  the  minority  of  the  chronic 
cases.  When  the  urethral  discharge  has  largely 
ceased  and  the  second  glass  of  urine  is  clear,  some 
of  the  permanganate  solution  should  be  left  in  the 
bladder,  and  very  gentle  digital  pressure  made  on 
the  lateral  lobes  of  the  prostate.  This  may  be  re- 
peated in  three  or  four  days  should  no  reaction 
follow,  and  gradually  increased,  avoiding  trauma- 
tizing the  urethra,  until  regular  massage  is  substi- 
tuted. The  strokes  should  be  made  from  above 
downward,  avoiding  the  median  lines  until  real 
massage  is  proved  safe. 

When  the  urine  becomes  clear  and  free  from 
shreds,  the  irrigations  should  be  stopped  in  order 
to  give  the  mucous  membrane  opportunity  to  re- 
cover from  the  repeated  chemical  insults.  Over- 
treatment  is  of  frequent  occurrence  and  its  results 
detrimental.  If  a  large  amount  of  pus  persists  in 
the  prostatic  secretions  after  a  reasonable  amount 
of  massage,  attention  should  be  turned  to  teeth  and 
tonsil  infection  as  possible  sources  of  persistent  in- 
fection. If  there  is  no  evidence  of  such  infection, 
massage  should  be  discontinued  at  the  end  of  three 
months,  to  be  resumed  later  if  the  infection  per- 
sists. About  75  per  cent,  of  nonspecific  urethral 
discharges  are  due  to  prostatic  focal  infection  and 
become  manifest  in  a  day  or  so  after  coitus  or  alco- 
holic indulgence. 

The  usual  case  of  gonorrhea,  anterior  or  pos- 
terior, lends  itself  to  a  uniform  plan  of  treatment 
in  cooperative  patients,  yet  we  frequently  encounter 
cases  in  which  the  disease  persists  regardless  of 
such  cooperation.  Such  cases  may  be  due  to  one 
or  more  of  several  causes  and  do  not  persist  because 
of  more  virulent  gonococci  but  because  of  a  better 
cultural  environment  and  less  power  to  engender 
immunity.  In  the  absence  of  alcoholic  indulgence 
and  sexual  excitement,  long  automobile  trips  may 
keep  up  a  persistent  urethral  discharge.  Occasion- 
ally these  persistent  cases  respond  to  three  or  four 
small  doses  of  gonococcus  vaccine  (10  to  SO  million 
organisms)  given  from  three  to  five  days  apart. 
Occasionally  these  cases  are  greatly  benefited  by 
irrigations  with  a  1  to  10,000  silver  nitrate  solution 
every  24  to  48  hours.  The  seminal  vesicles  may  be 
infected  and  act  as  feeders  of  infection.  In  such 
cases  the  vesicles  should  be  stripped  gently  every 
second  or  third  day. 


Persistent  cases  have  been  given  small  doses  of 
gonococcus  vaccine  in  the  early  stages  of  the  dis- 
ease and  in  this  way  their  immunity  responses  have 
been  retarded.  For  this  reason  we  would  strongly 
advise  against  the  use  of  any  kind  of  filtrate  in  the 
early  stages  of  gonorrhea,  anterior  or  posterior. 

Urethral  stricture  is  a  frequent  cause  of  the  pro- 
longation of  the  infection.  In  its  management  great 
care  should  be  taken  to  prevent  trauma,  by  instru- 
ments or  chemicals,  to  a  mucous  membrane  already 
devitalized  and  sorely  tried  by  infection.  We  must 
rely  largely  upon  the  infected  membrane  itself  for 
a  cure.  About  75  per  cent,  of  the  complications — 
epididymitis,  cowperitis,  lymphangitis,  acute  pros- 
tatitis or  prostatic  abscess,  arthritis,  follicular  ab- 
scess, etc. — result  from  poorly  behaved  and  trau- 
matically  treated  patients.  All  efforts  should  b? 
directed  toward  building  up  tissue  resistance.  This 
can  best  be  accomplished  by  gentle  treatment  after 
gaining,  and  then  retaining,  the  hearty  cooperation  ' 
of  the  patient. 


Remarks  on  the  Safety  of  Ether 

(R.    F.    Sheldon,    B'oston,    in    Anesthesia    and    Analgesia. 
Jan. -Feb.) 

In  spite  of  the  introduction  of  new  anesthetic  agents, 
whose  proponents  enthusiastically  fill  the  literature,  each 
year  there  is  some  writer,  like  myself,  who  proclaims  the 
virtues  and  safety  of  ether. 

Even  in  the  smaller  communities  younger  men  are  trying 
to  become  proficient,  that  they  may  be  the  choice  for  the 
anesthetic  work  at  their  local  hospitals.  Anesthesia  is  a  part 
of  the  practice  of  medicine,  and  as  such  should  be  carried 
out  by  doctors. 

I  have  no  quarrel  with  nurses  on  account  of  the  fact  that 
most  of  them  are  women;  but  most  medical  schools  today 
welcome  the  ''gentler  sex"  as  students;  and  those 
of  us  who  have  children  growing  up  must  explain  to  them 
the  fundamentals  of  the  medical  and  nursing  professions; 
that  by  its  very  nature  the  nursing  must  be  ancillary  to  the 
medical. 

With  the  advent  of  the  closed  system,  the  leakage  of 
fumes  ceased  to  be  a  menace  to  the  administrator  of  vola- 
tile anesthetics.  To  Morgan  and  Waters  is  due  all  prais; 
for  making  ether,  already  the  safest  anesthetic  for  the  pa- 
tient, harmless  and  odorless  to  its  administrator. 


Diethylene  Glycol:  Irritating  and  Toxic  Properties  of 
Cigaret  Smoke 
(H.   B.   Haag.  Richmond,  in  Jl.   Lab.  &  Clin.   Med.,  Jan. 
When  aqueous  smoke  solutions,  obtained  from  di-ethylene 
glycol-treated   and   glycerin-treated   cigarets,   were   instilled 
into  the  conjunctival  sac  of  rabbits,  no  differences  in  the 
irritating  properties  of  the  two  types  of  cigarets  were  ob- 
served, as  judged  by  the  hyperemia,  edema,  blepharospasm 
and  the  objection  of  the  animal.    Likewise,  smoke  solutions 
prepared   from   the   two   types  of  cigarets  were   found   to 
have  the  same  toxicity  upon  white  mice  by  intraperitoneal 
injection. 


Multiple  Sclerosis  (Chinese  Med.  Jl.,  Nov.,  '36)  ap- 
parently does  not  occur  among  the  Chinese  or  the  Jap- 
anese. 
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Surgical    Observations 

A  Column  Conducted  by 

The  Staff  of  the  Davis  Hospital 
Statesville,  N.  C. 


The  Heart  and  Its  Relation  to  Surgery 

It  is  a  commonplace  observation  that  examination 
cf  any  surgical  patient  should  always  include  a 
careful  examination  of  the  heart.  Of  course  dis- 
ease of  the  heart  will  be  found  oftenest  among 
those  of  advancing  years.  Even  among  younger 
people  the  heart  may  be  found  to  be  diseased 
when  neither  the  patient's  complaint,  the  history  nor 
an  ordinary  routine  examination  would  lead  to  such 
suspicion. 

In  individuals  who  have  an  impairment  of  the 
cardiovascular  system,  the  hazards  of  surgery  aro 
certainly  greater.  These  hazards,  however,  can  b? 
greatly  reduced  by  an  accurate  diagnosis  of  the 
patient's  condition  and  the  proper  treatment  pre- 
paratory to  operation. 

A  careful  history  will  often  elicit  certain  infor- 
mation about  the  heart  which  patients  will  neglect 
to  tell  unless  they  are  asked  about  it.  A  proper 
x-ray  examination  of  the  chest — a  fluoroscopic  ex- 
amination is  usually  sufficient — will  show  the  out- 
lines of  the  heart  and  will  reveal  any  unusual  en- 
largements, elongation  or  flattening.  An  aneurysm 
will  usually  be  detected. 

An  electrocardiogram  is  of  great  help.  Without 
it  certain  heart  conditions  are  very  difficult  to  de- 
tect and  to  properly  evaluate. 

Along  with  the  heart  examination,  an  investiga- 
tion of  the  kidney  function  is  often  of  invaluable 
aid.  Kidneys  which  function  barely  well  enough 
to  keep  the  patient  going  in  what  he  takes  to  b?  a 
fair  state  of  health  may  be  on  the  verge  of  a  break- 
down, and  such  breakdown  ensue  immediately  on 
any  additional  demand  being  made  on  these  organs. 
This  is  often  the  explanation  when,  following  an 
operation  which  would  not  tax  the  average  indi- 
vidual's strength  in  the  least,  disaster  or  near- 
disaster  follows  immediately. 

A  gradually  developing  cardiorenal  condition, 
which  the  body  is  continually  trying  to  offset  by 
compensatory  measures,  may  develop  so  easily  and 
gradually  that  the  patient  is  unaware  of  it  and  a 
routine  examination  may  not  disclose  this  unless  it 
is  especially  looked  for.  The  tendency  of  patients 
of  advanced  years  to  develop  heart  symptoms  or 
uremia  after  a  slight  injury  is  always  worth  bearing 
in  mind. 

In  many  cases  of  cardiorenal  impairment,  the 
proper  treatment  before  operation  may  enable  the 
patient  to  withstand  the  effects  of  the  operation 
without  much  difficulty.  In  certain  cases  where 
'h<-  patient  just  can  not  make  it  without  adequate 


preliminary  treatment,  and  in  the  cases  of  those 
who  will  die  however  thoughtfully  and  resource- 
fully they  may  have  been  managed,  it  is  well  to  be 
able  to  recall  that  nothing  was  left  undone. 

In  this  type  of  case  the  greatest  care  should  be 
used.  After  an  accurate  diagnosis  is  made,  treat- 
ment should  be  started  immediately.  Often  rest  in 
bed  is  a  great  factor.  Sedatives  may  be  indicated. 
The  heart  is  rested  insofar  as  it  is  possible  to  do 
so.  Extra  fluids  may  be  given  but  not  to  the  point 
of  putting  an  uncomfortable  load  on  the  heart,  the 
diet  changed,  elimination  improved  and  appropri- 
ate drugs  for  the  heart  and  kidneys  may  aid  great- 
ly. Physiotherapeutic  measures  may  be  helpful  and 
diathermy  over  the  liver  may  aid  in  relieving  toxe- 
mia. 

Patients  who  are  accustomed  to  living  in  houses 
in  which  there  are  extremes  of  heat  and  cold,  espe- 
cially cold,  will  often  improve  rapidly  if  kept  in  a 
room  where  the  temperature  is  even. 

Surgery  in  the  aged  presents  many  possibilities 
for  complications  and  trouble  generally,  but  many 
of  these  can  be  prevented  by  the  proper  preliminary 
preparation  carried  out  over  a  sufficient  length  of 
time. 


Anesthesia  in  Heart  Conditions 

Where  surgical  conditions  are  complicated  by 
some  disease  of  the  heart,  the  problem  of  anesthesia 
may  become  very  complicated. 

General  anesthesia,  such  as  ether  or  gas,  causes 
some  additional  strain  upon  the  heart — at  least 
during  the  beginning  of  the  anesthesia.  Then,  the 
after-effects  with  the  possibility  of  nausea  and 
vomiting  are  an  additional  strain  upon  the  circula- 
tory apparatus.  The  formation  of  gas  in  the  intes- 
tines and  stomach,  which  is  more  likely  to  follow  a 
general  anesthesia,  is  extremely  hard  upon  the  heart 
and  should  always  be  given  consideration. 

Spinal  anesthesia  is  administered  with  little  diffi- 
culty and  little  strain  upon  the  patient.  It  causes 
very  little,  if  any,  general  disturbance  and  does 
not  make  any  additional  demand  upon  the  heart. 
It  tends  to  prevent  circulatory  disturbance  by 
slightly  lowering  the  blood  pressure  and,  in  fact, 
eases  up  the  strain  on  the  heart  to  some  extent. 

Likelihood  of  cardiorenal  disturbance,  pulmonary 
involvement  or  tympanites  is  distinctly  less  after 
spinal  than  after  general  anesthesia.  Taking  every- 
thing into  consideration  with  regard  to  most  heart 
diseases,  spinal  anesthesia  is  the  safest  and  best 
anesthetic  we  have. 

There  has  been  a  marked  reduction  in  mortality 
in  surgery  in  cardiac  conditions  where  spinal  anes- 
thesia is  used  routinely.  Our  experience  over  a 
period  of  years  with  many  thousands  of  cases  has 
convinced  us  that  spinal  anesthesia  is  by  far  the 
safest  anesthesia  for  the  majority  of  patients  with 


126 


SOUTHERN  MEDICINE  AND  SURGERY 


March.  1037 


diseased  hearts  who  need  major  surgery. 

While  the  complications  from  anesthesia  induced 
in  other  ways  may  be  slight,  yet  in  heart  cases 
every  little  thing  sometimes  counts  tremendously. 
Patients  who  are  bad  risks  are  always  a  source  of 
much  anxiety.  They  certainly  deserve  our  most 
sympathetic  interest  and  care.  Such  patients  should 
go  through  an  operation  with  the  least  possible 
chance  of  complications  afterwards.  The  anesthetic 
used  may  have  a  very  important  bearing  on  the 
outcome  of  the  operation. 


DEPARTMENTS 


Some  Appendectomy  Incisions  With  Description  of  an 
Additional  One 


Temelius,  in  1567,  described  what  seems  to  be  the  first 
reported  case  of  appendicitis,  though  the  appendix  was  not 
recognized  as  the  cause.  In  1735  is  found  the  first  authentic 
reference  to  removal  of  the  appendix  in  a  human  being 
during  life.  Claudius  Amyand,  while  operating  on  a  boy 
aged  11  years  for  the  cure  of  an  irreducible  scrotal  hernia 
with  a  discharging  sinus  from  the  thigh,  discovered  the 
appendix  lying  in  the  hernial  sac,  perforated  by  the  point 
of  a  pin,  the  head  remaining  within  the  appendix.  No 
good  could  be  seen  for  the  appendix  so  a  ligature  was 
passed  about  it  and  it  was  amputated.  The  boy  recovered 
from  the  operation.  Heisler,  in  1753,  published  the  details 
of  an  autopsy  in  which  the  vermiform  appendix  was  gan- 
grenous and  was  found  lying  in  a  pool  of  pus.  In  1759, 
Mestiver  (French)  was  the  first  to  operate  for  appendiceal 
abscess,  but  no  attempt  was  made  to  remove  the  appendix 
In  1812,  Parkinson  of  England  reported  two  deaths  due 
to  perforation  of  the  appendix  as  proved  by  autopsy.  In 
1815  Prescot  was  the  first  surgeon  in  America  to  report  a 
death  from  perforation  of  the  appendix  which  had  been 
demonstrated  by  postmortem  examination.  In  1824,  Viller- 
may,  a  French  surgeon,  reported  three  deaths  due  to  per- 
foration of  the  appendix  as  proved  by  autopsy.  Willard 
Parker,  as  early  as  1843,  advocated  and  practiced  early  in- 
cision for  appendiceal  abscess. 

In  1884,  Kronlein,  a  Zurich  surgeon,  was  the  first  to 
operate  for  appendicitis  and  remove  the  appendix.  The 
patient  died  three  days  later.  In  January,  1885,  W.  W. 
Grant  of  Denver  was  the  first  American  surgeon  to  deliber- 
ately open  the  abdomen  for  removal  of  the  appendix. 
Robert  J.  Hall  of  New  York,  the  next  American  operator, 
removed  an  appendix  at  the  Roosevelt  Hospital  on  Max 
8th,  1886.  On  February  16th,  1887,  Sir  Frederick  Treves, 
then  34  years  old,  for  the  first  time  in  England  deliberately 
opened  the  abdomen  for  the  cure  of  appendicitis.  The 
appendix  was  found  kinked  at  an  acute  angle  by  dense 
adhesions.  The  adhesions  were  severed,  the  appendix  was 
straightened  out  50  that  it  could  drain  freely  and  the 
patient  made  a  satisfactory  recovery. 

The  new  incision  described  allows  all  of  the  exposure  of 
the  right-rectus  incision  and  the  closure  is  just  as  strong  as 
the  ordinary  muscle-splitting  incision. 

(Write  the  author  for  reprint.) 


Ampules  (most)  may  be  rapidly  opened  by  slipping  a 
small  ring  of  a  key  over  its  tip  and  using  a  little  leverage. 

Wonder  how  many  cases  called  ether  pneumonia  were 
cases  of  pneumonia  before  the  ether  was  administered. 

Diabetes  or  advanced  arteriosclerosis — A  man  who  has 
either  should  not  work  outside  in  freezing  weather. 


GENERAL  PRACTICE 

Wingati  M.  Johnson,  M.D.,  Editor,  Winston-Salem,  N.  C. 


"Watchman,  What  of  the  Night?" 

I  have  much  respect  for  my  good  friend  North- 
ington's  judgment,  and  I  know  he  is  a  keen  student 
of  medical  affairs.  I  hope  that  he  is  correct  in 
thinking  that  the  ghost  of  compulsory  health  insur- 
ance has  been  laid;  but — possibly  because  I,  too, 
have  received  much  of  the  same  kind  of  literature 
he  refers  to, — -I  confess  I  am  not  sure  that  the  fight 
is  over  yet.  On  January  ISth  Senator  Capper  in- 
troduced in  the  Senate  of  the  United  States  "A  Bill 
to  aid  in  alleviating  the  loss  caused  by  sickness," 
which  was  referred  to  the  Committee  on  Finance. 
It  provides  for  "A  State  System  of  Health  Insur- 
ance," to  apply  to  all  employees  making  $60  a  week 
or  less,  to  be  financed  as  follows:  "The  fund  out 
of  which  benefits  are  paid  is  created  and  maintained 
by  regular  contributions  thereto  equal  to  at  least 
6  per  centum  of  the  total  of  all  wages  periodically 
paid  by  employers  to  employees.  Not  less  than  one- 
quarter  of  such  contributions  shall  be  made  by  the 
State  out  of  its  treasury.  The  other  three-quarters 
may  be  divided  between  employers  and  employees." 
In  order  that  the  Federal  government  shall  have 
oversight  it  is  provided  that  "a  State  system  of 
health  insurance  shall  be  approved  only  when  the 
(Federal  Health  Insurance)  Board  finds  that  it 
complies  with  the  conditions,  standards  and  pro- 
visions contained  in  this  section." 

Bureaucratic  lay  control  is  assured  by  the  pro- 
vision that  "The  system  shall  be  administered  by  a 
central  State  department,  commission  or  other 
agency  or  officer  through  a  system  of  local  public 
boards,  bureaus,  officers,  or  other  agencies." 

I  sincerely  trust  that  the  bill  will  go  no  further 
than  the  finance  committee;  but  at  least  it  is  doc- 
umentary evidence  that  the  question  of  state  medi- 
cine is  not  dead,  nor  even  sleeping  soundly.  I, 
for  one,  am  certainly  not  willing  to  accept  the  de- 
featist attitude  that  it  is  inevitable,  and  that  we 
may  as  well  surrender.  The  individual  doctor  can 
do  at  least  two  things  to  fight  it:  First,  he  can  write 
to  his  representative  and  his  State's  senators  in 
Congress  protesting  against  the  adoption  of  any 
form  of  compulsory  health  insurance;  Second,  he 
can  talk  to  his  patients  and  friends  the  evils  of  the 
system,  get  them  to  tell  others,  and  to  protest  to 
their  representatives  in  Congress. 

For  those  wishing  to  familiarize  themselves  with 
the  arguments  for  and  against  compulsory  health 
insurance  the  most  compact  and  clearest  booklet  I 
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know  of  "On  the  Witness  Stand,"  by  J.  Weston 
Walch.  It  may  be  obtained  for  ten  cents  (or  less 
in  larger  quantities)  from  the  Public  Relations 
Bureau  of  the  Medical  Society  of  New  York,  2  East 
103d  St.,  New  York. 

Here  is  a  bit  of  first-hand  testimony:  — 

A  few  days  ago  I  was  called  to  see  a  middle-aged 
maiden  lady,  who  had  come  over  from  England  for 
a  visit  to  a  younger  married  sister  now  living  here 
The  married  sister  is  the  wife  of  a  butler  in  a 
prominent  family;  the  visitor  has  spent  most  of  her 
life  as  a  housekeeper  or  the  matron  of  a  boarding 
school  in  England.  They  come  from  the  very  stra- 
tum of  society  supposed  to  profit  most  by  socialized 
medicine;  hence  I  was  struck  by  curiosity  when  the 
younger  sister,  in  giving  a  brief  history  of  the  oth- 
er's illness,  said  "She  doesn't  have  any  faith  in  the 
doctors  at  home"  (meaning  England).  I  could  not 
resist  the  temptation  to  quiz  the  patient  about  her 
attitude  toward  the  panel  doctors.  Our  dialogue 
ran  somewhat  as  follows: 

"You  have  compulsory  health  insurance  in  Eng- 
land, don't  you?" 

Yes." 

"How  do  you  like  it?" 

"I  don't  like  it,"  very  emphatically. 

"Why  don't  you  like  it?" 

"The  doctors  are  not  interested  in  you.  They 
try  to  get  through  with  their  patients  as  fast  as 
they  can.  It  does  something  to  one's  self-respect. 
It  breaks  down  the  morale  of  the  people." 

"Do  you  think  the  doctors  are  satisfied?" 

"I  don't  think  they  are.  Our  old  family  doctor 
never  did  like  it  but  said  he  had  to  fall  into  the 
system  to  make  a  living.  Our  school  doctor  didn't 
like  it,  either." 

I  only  wish  every  member  of  Congress  could 
have  heard  this  interview. 


Insulin  Shock  Therapy  of  Schizophrenia  (Dementia 
Praecox) 
(H.  H.  Reese,  Madison,  in  Wise.  Med.  J  I.,  Feb.) 
I  hope  that  this  article  will  stimulate  therapy  in  early 
cases.  The  fasting  blood  sugar  is  determined  and  20  units 
of  insulin  given  early  in  the  morning,  and  the  patient  ob- 
served for  4  hours  (signs  and  blood-sugar  levels);  the 
amount  of  insulin  is  increased  by  10  to  20  units  daily  with 
accurate  recordings  of  symptoms,  signs  and  blood-sugar 
levels.  The  amount  of  insulin  necessary  varies  greatly  be- 
fore a  definite  hypoglycemia  is  obtained.  After  6  to  14 
days  a  hypoglycemic  status  is  established  and  this  is  main- 
tained as  long  as  mental  manifestations  necessitate  shocks 
induced  by  the  same  amount  of  insulin  originally  deter- 
mined. 

The  insulin  shock,  ushered  in  usually  by  profuse  per- 
spiration with  fatigue,  progressing  to  somnolence,  stupor 
and  coma  is  the  desired  "wet  shock."  Sometimes  patients 
become  restless  and  agitated  during  the  early  stages  of 
phase  II   because   of  extreme  hunger  and   thirst,   or  of  a 


feeling  of  impending  death.  The  patient  can  be  aroused 
while  somnolent,  and  presents  no  abnormal  clinical  findings 
except  for  an  increase  in  the  pulse  rate.  The  various 
depths  of  coma  are  accompanied  by  hyporeflexia,  arefiexia, 
sometimes  pathological  pyramidal  signs;  by  atonia,  hyper  - 
tonicity  of  the  muscles,  with  tremors  and  twitchings;  by 
alteration  in  pulse  (bradycardia),  respiration  (slow  to 
Cheyne-Stokes'  type),  low  systolic  b.  p.,  and  by  marked 
salivation. 

Instead  of  the  common  "wet  shock,"  some  react  with  a 
"rin  shock."  Clammy  skin,  pallor,  stupor  and  tonic 
stretch  phenomena  predict  with  regularity  an  imminent  epi- 
leptic convulsions.  Convulsions  may  occur  after  a  pro- 
longed wet  shock,  but  they  are  rare.  The  phase  II  is 
terminated  promptly  (wet  shock  after  several  hours,  dry- 
shock  immediately)  by  intravenous  glucose  followed  by 
sugar  and  water  administration  by  mouth  as  soon  as  the 
patient  is  awake.  Inductions  of  prehypoglycemia  with 
smaller  amounts  of  insulin  to  taper  off  the  treatment  make 
up  the  remaining  phases. 

Insulin  therapy  necessitates  close  and  careful  supervision 
by  a  physician. 

No  complications  have  been  observed  by  us  in  10  cases 
who  have  been  under  treatment  now  for  3  months. 

Two-thirds  of  the  early  European  cases  resuming  work 
now  over  periods  lasting  from  one-half  to  2  years.  One- 
third  of  the  more  advances  cases  have  been  restored  suffi- 
ciently to  earn  a  livelihood. 

From  Wisconsin  Psychiatric  Institute  three  cases  of 
hebephrenic  type  of  schizophrenia  have  been  discharged 
after  2  months  of  insulin  therapy. 


Five- Year  Cure  of  Mammary  Carcinoma  With 

Multiple  Metastases  to  Bone 

(W.   Clarkson   and  A.   Barker,  Petersburg,  Va.,   in  Am.  Jl. 

Roent.   <£.    Rad.   Ther.,   Nov.) 

A  report  is  given  of  a  case  of  mammary  carcinoma,  with 
multiple  osteolytic  metastases  to  bone,  in  which  the  patient 
has  remained  clinically  well  following  irradiation  for  a 
period  of  five  years  and  the  involved  bones  have  returned 
to  practically  normal  bone  texture.  Two  other  cases  re- 
ported received  the  same  treatment  five  years  ago  and  are 
clinically  well:  one  a  case  of  lymphosarcoma  chiefly  of 
the  superficial  lymph  nodes,  the  other  carcinoma  of  the 
breast  recurring  in  lymph  nodes  following  radical  amputa- 
tion. 

Treatment  consisted  of  exposing  the  gonads  to  steriliza- 
tion irradiation,  irradiating  intensely  all  known  areas  of 
malignancy,  and  subsequently  irradiating  the  entire  body 
at  frequent  intervals  over  a  period  of  months. 


HOSPITALS 

R    B    Davis.  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C 


Report    of    the    Sectional    Meeting    of    the 

American  College  of  Surgeons  Held  in 

Atlanta 

Hospital  owners,  administrators  or  superintend- 
ents who  did  not  attend  the  Hospital  Conference 
of  the  Sectional  Meeting  of  the  American  College 
of  Surgeons  held  in  Atlanta,  February  3rd,  4th  and 
Sth,  missed  a  real  treat. 

The  diversified  opinions  on  hospital  questions, 
both  large  and  small,  were  exceedingly  interesting. 
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No  one  who  heard  the  discussions  could  fail  to  see 
thes  need  of  such  meetings.  Every  essayist  was 
genuinely  sincere  in  his  or  her  opinion,  but  it  was 
obvious  that  some  opinions  received  pretty  severe 
jolts  before  the  discussions  were  finished. 

Dr.  Malcolm  T.  MacEachern,  in  surveying  the 
hospital  standardization  progress,  gave  us  all  en- 
thusiasm for  continued  success  of  this  wonderful 
work.  In  the  opinion  of  the  writer  the  standardi- 
zation of  hospitals  has  done  more  to  elevate  sur- 
geons and  surgery  than  any  other  one  program. 
We  should  all  put  our  shoulders  behind  the  wheel 
and  support  him  and  his  staff. 

Dr.  Charles  L.  Scudder,  whom  we  all  know  so 
well  for  his  fracture  work,  gave  a  worthwhile  pro- 
gram in  the  form  of  fracture  commissions  of  the 
United  States  and  Canada.  If  we  will  but  yield 
to  his  appeals  fracture  work  will  certainly  receive 
a  great  stimulation  and  much  better  orthopedic  sur- 
gery will  be  practiced. 

Dr.  E.  L.  Bishop  of  Atlanta,  a  zealous  patholo- 
gist, described  in  no  uncertain  terms  how  he  felt 
about  the  hospital  laboratories  confining  their  work 
to  hospital  patients,  and  emphatically  stated  that 
no  hospital  should  make  any  profits  on  its  labora- 
tory work.  Considerable  issue  was  taken  with  his 
view,  and  it  was  pointed  out  that  the  medical  pro- 
fession demanded  outside  work  of  the  hospital  lab- 
oratory in  many  instances,  and  further,  that  the 
laboratory  constitutes  one  of  the  sources  of  profit 
in  the  connection  with  the  operation  of  the  hospital. 
It  seemed  to  be  the  consensus  of  opinion  that 
some  departments  of  necessity  could  not  be  oper- 
ated at  a  profit  and  that  the  profits  made  in  the 
laboratory  went  to  counterbalance  the  deficits  of 
other  departments. 

Much  discussion  and  thought  was  given  to  hos- 
pital records,  and  it  is  to  be  hoped  that  more  inter- 
est can  be  stimulated  in  the  staff  members  in  re- 
gard to  their  records.  Every  hospital  administrator 
has  three  nightmares:  1st,  finances;  2nd,  records; 
and  3rd,  internal  strife  of  the  nursing  staff. 

No  hospital  conference  is  ever  complete  without 
the  presence  of  our  good  friend,  Mr.  Robert  Jolly 
of  Houston,  Texas.  As  usual  he  presided  over  the 
round-table  discussions  and  brought  out  many  val- 
uable points  of  hospital  administration.  He  has 
the  ability  to  express  what  the  person  who  is  dis- 
cussing a  subject  wants  to  say,  and  if  he  dilly- 
dallies Mr.  Jolly  will  explain  so  that  the  whole 
audience  gets  a  clear  understanding  of  the  subject. 
The  author  wishes  to  urge  attendance  on  all 
such  hospital  conferences.  Great  good  and  no  harm 
can  ever  come  out  of  hearing  the  other  fellow's  side 

of  the  story. 

s.  m.  &  a. 

Giixes  de  Rajs  as  a  young  man  inherited  wide  lands  in 
Brittany.     When  Joan  of  Arc  led  the  army  to  victory,  he 


rode  at  her  side  and  for  his  bravery  was  made  a  marshal 
of  France.  The  war  over,  Gilles  returned  to  Brittany  and 
lived  there  in  the  most  amazing  splendor,  lavishing  his 
money  on  public  feasts  and  entertainments  for  the  people 
of  the  countryside.  When  his  fortune  was  nearly  exhaust- 
ed, he  called  to  his  aid  the  greatest  alchemists  and  sorcerers 
of  the  day.  Mysterious  rites  were  performed  in  secret  at 
his  castle  for  the  purpose  of  obtaining  the  philosophers' 
stone. 

At  the  same  time,  in  the  country  for  miles  around  boys 
and  girls  of  4  and  5  and  6  and  7,  left  their  homes  to  carry 
lunch  to  their  fathers  or  to  go  on  errands  to  neighboring 
farms  and  never  returned.  When  the  number  rose  to 
dozens,  scores,  and  even  hundreds,  sorrow  gave  way  to 
excitement  and  horror. 

People  noticed  whenever  a  disappearance  occurred,  there 
had  passed  through  the  neighborhood  at  the  time  the 
mounted  men  of  the  Baron  of  Rais.  The  Baron  was 
arrested.  The  bodies  of  some  of  the  missing  children,  hor- 
ribly mutilated,  were  discovered.  Like  savages,  Gilles  and 
his  magicians  had  held  blood  orgies. 

Led  to  the  gibbet,  he  climbed  on  a  high  stool;  a  rope 
was  passed  around  his  neck;  the  stool  was  pushed  away 
The  faggots  about  his  feet  were  lighted.  The  flames 
mounted  over  him  and  burned  the  rope.  His  body  fell 
into  the  fire.  At  this  sight  the  sentiment  of  the  people, 
even  of  those  who  had  lost  their  children,  suddenly  changed. 
Women  from  the  crowd  of  spectators  ran  forward  and 
rescued  the  body.  It  was  given  Christian  burial.  On  the 
spot  where  Gilles  died  a  shrine  was  erected.  In  time  a 
legend  grew  about  it;  it  was  said  to  possess  miraculous 
powers.  Women  flocked  there  to  pray  for  abundance  of 
milk  that  they  might  nurse  their  babies  well  I — H.  W. 
Haggard. 


CLINICAL  PSYCHIATRY 

Claude  A.  Boseman,  M.D.,  Editor,  Pinebluff,  N.  C. 


Some  Mental  Mechanisms  in  Depression 
Having  discussed  the  depressions  in  some  detail, 
with  several  case  histories,  we  will  observe  some 
of  the  mental  mechanisms  which  seem  universally 
to  be  at  play  in  depression.  It  is  characteristic 
of  all  depressions  to  show  such  uniformity  in  men- 
tal mechanism  that  one  is  at  once  impressed  by 
this.  These  mechanisms  are  noticeable  even  on 
casual  inspection  of  depressions.  In  large  state 
hospitals  where  a  large  number  of  depressions  are 
being  treated  at  the  same  time,  this  uniformity  in 
mental  mechanisms  is  evident  even  to  the  passing  | 
psychiatrist.  When  patients  suffering  with  depres- 
sion are  under  treatment  for  a  long  period  the  oc- 
currence of  certain  symptoms  is  so  strikingly  evi- 
dent that  one  must  of  necessity  inquire  into  under- 
lying mechanisms. 

The  mechanism  most  striking  and  the  most  over- 
whelming to  the  patient  is  that  evidenced  in  the 
sense  of  guilt.  All  depressed  patients  feel  an 
almost  overwhelming  sense  of  guilt.  The  guilt  is  con- 
sciously attached  oftentimes  to  very  trivial  events. 
For  instance,  one  patient  feels  guilty  because  she 
on  some  occasion  spoke  harshly  to  her  son,  another 
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because  he  has  not  done  his  work  as  efficiently  as 
he  might  have.  Always,  it  is  notable  that  the 
sense  of  guilt  is  consciously  attached  to  something 
that  people  ordinarily  consider  trivial  and  pass 
over  without  further  thought.  It  is  evident  that 
the  depressed  patient  feels  a  sense  of  guilt  as  if  it 
were  a  free-floating  thing  and  endeavors  to  attach 
it  to  some  past  event,  either  the  omission  or  com- 
mission of  some  apparently  insignificant  act. 
Oftentimes,  this  sense  of  guilt  is  attached  to  some- 
thing of  sexual  significance.  A  single  infidelity, 
even  in  thought,  to  one's  mate  is  often  given  by 
the  patient  as  a  reason  for  this  sense  of  guilt.  Often 
some  masturbatory  activity  is  given  as  a  cause. 
When  the  depression  is  very  severe  and  overwhelm- 
ing, the  patient  often  says  that  he  has  committed 
the  "unpardonable  sin."  It  is  nearly  always  diffi- 
cult if  not  impossible  to  find  out  what  the  patient 
believes  the  unpardonable  sin  to  be. 

Depressed  patients  always  accuse  themselves  of 
everything.  They  have  never  done  anything  right. 
They  have  always  done  everything  wrong.  They 
feel  themselves  to  be  low,  unworthy,  despicable 
creatures.  The  harshness  of  their  judgment  of 
themselves  is  often  appalling.  They  use  no  such 
severe  critique  in  their  estimation  of  other  people. 
All  of  their  impulses  of  aggression  and  of  sadism 
are  turned  upon  themselves.  They  judge  every- 
body else  to  be  all  right  except  themselves.  Their 
indulgence  towards  other  people  is  especially  strik- 
ing as  contrasted  with  their  severity  in  regard  to 
themselves.  It  has  been  noted  by  various  writers 
that  all  the  aggressive  impulses,  instead  of  being 
directed  out  towards  other  persons,  are  directed 
entirely  upon  themselves. 

Feeling  that  they  are  guilty,  they  feel  that  they 
should  be  punished  and  proceed  to  do  this  to 
themselves  as  fully  and  as  completely  as  is  possi- 
ble. They  nearly  always  say  they  don't  deserve 
to  be  in  the  hospital  even  if  it  be  a  poor  one,  the 
accommodation,  the  food — everything — is  better 
than  they  deserve.  If  they  are  in  a  private  hos- 
pital, they  ask  to  be  sent  to  a  State  hospital  because 
they  are  unworthy  of  treatment  in  a  private  hos- 
pital. If  they  are  in  a  State  hospital,  they  say 
that  they  do  not  deserve  the  kind  and  efficient 
treatment  that  they  are  receiving,  but  that  they 
should  be  turned  out  and  possibly  be  allowed  to 
starve.  They  are  unwilling  to  allow  themselves 
pleasures  of  any  sort,  even  such  limited  ones  as 
hospitals  can  offer,  because  they  must  be  punished. 
This  sense  of  guilt  and  need  for  punishment  is  one 
of  the  most  difficult  things  the  psychiatrist  has  to 
deal  with  in  treating  a  depression.  These  patients 
have  always  been  the  kind  who  are  very  strict  and 
very  severe  in  their  judgment  of  themselves.  They 
have  been  over-conscientious,  meticulous  and  rigid 


in  their  sense  of  duty,  of  morals  and  of  obligations. 
They  have  always  been  efficient,  capable  and  much 
admired  for  their  ability.  This  severe  conscience 
is  not,  of  course,  something  that  develops  just  prior 
to  the  depression,  it  has  been  operative  since  early 
childhood. 

The  small  child  is  essentially  an  unmoral  person. 
Early  in  life,  he  accepts  the  standards  of  his  pa- 
rents, later  of  his  school  teachers  and  Sunday  School 
teachers,  later  of  friends  whom  he  admires  and 
seeks  to  emulate.  Thus,  is  the  conscience  built  up, 
and  if  the  parents  are  strict,  over-conscientious  and 
highly  moral,  then  the  child  is  apt  to  develop  early 
a  very  severe  conscience  which  acts  as  a  harsh 
judge  throughout  his  life  and  which  later  he  may 
give  way  to  entirely  in  the  depression.  The  over- 
strict  conscience  then  exerts  itself  on  the  patient 
in  an  untrammeled  way  and,  in  the  depression,  he 
accepts  wholeheartedly  the  idea  that  he  is  un- 
worthy, vile  and  disreputable. 

Often,  it  is  noticed  in  the  depression  that  the 
patient  is  imitating  some  beloved  member  of  his 
family.  One  patient  who,  during  a  depression, 
talked  about  his  sickness,  his  inability  to  do  things, 
his  utter  futility  in  regard  to  life,  realized  after 
several  months  of  treatment  that  the  things  which 
he  applied  to  himself  could  also  be  applied  to  his 
mother  who  had  been  a  chronic  invalid  throughout 
his  early  life.  He  had,  in  a  sense,  identified  him- 
self with  his  mother  and  taken  on  her  suffering  as 
invalidism.  Practically  always  this  is  true.  The 
patient  apparently  identified  himself  with  her  and, 
in  a  sense,  incorporated  her  in  himself,  and  pro- 
ceeded to  punish  both  her  and  himself  at  the  same 
time.  He,  as  a  child,  had  felt  that  since  his  mother 
was  an  invalid  he  was  deprived  of  much  of  the 
affection  and  attention  and  love  which  he  desired 
from  her.  This  resentment,  of  course,  was  sup- 
pressed as  an  unworthy  feeling  toward  one's  mother 
and  this  suppressed  resentment  is  later  evidenced 
in  the  depression  by  the  patient's  resentment  to- 
ward himself. 

This  brings  us  to  another  mental  mechanism, 
always  observed  in  a  depression  which  results  in 
strong  ambivalence  of  emotion.  The  patient  loves 
and  at  the  same  time  hates  the  same  person.  This 
is  true  of  all  the  patient's  emotional  relationships. 
These  feelings  towards  the  psychiatrist  are  very 
early  in  evidence  in  the  course  of  treatment.  The 
patient  generally  becomes  attached  to  the  psychia- 
trist, feels  dependent  upon  him  and  feels  that  the 
whole  future  depends  upon  him.  At  the  same  time, 
he  is  often  bitterly  resentful  of  various  and  sundry 
things  in  regard  to  the  psychiatrist,  and  unless 
these  negative  feelings  are  expressed  and  thorough- 
ly gone  into,  they  finally  exert  so  strong  an  effect 
on  the  patient  that  treatment  will  be  discontinued. 
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This  ambivalence  is  also  in  evidence  in  the  patient's 
attitude  toward  his  various  relatives  and  friends. 
One  patient  expressed  very  positive  and  rather  ex- 
aggerated feelings  of  devotion  in  regard  to  his  wife, 
while  at  the  same  time,  expressing  various  resent- 
ful feelings  which  he  had  towards  her.  While  he 
reiterated  over  and  over  his  very  strong  affection 
for  her,  at  the  same  time,  he  showed  his  resentment 
of  her  because  he  felt  that  she  was  superior,  was 
a  more  capable  person,  and  less  dependent  upon 
him  for  devotion  than  he  was  upon  her. 

There  is  found  another  mechanism  at  work  which 
makes  the  patient  ask  for,  at  times  demand,  much 
attention,  affection,  consolation  and  reassurance. 
It  seems  that  the  patient  places  himself  and  all  his 
future  in  the  hands  of  the  psychiatrist  and  asks 
him.  to  take  care  of  him,  to  protect  him  just  as  his 
mother  did  in  his  very  early  childhood.  This  feel- 
ing has  been  expressed  by  various  psychiatrists  as 
denoting  a  strong  desire  for  receiving,  which  is  ex- 
pressed by  the  infant  during  his  nursing  period. 
During  this  period,  the  child  receives  not  only  food 
in  the  form  of  milk  from  his  mother,  but  also  con- 
siderable warmth,  protection  and  love.  Apparent- 
ly, the  desire  for  something  approaching  this  early- 
feeling  of  security  acts  unconsciously  in  the  patient 
to  make  him  demand  a  repetition  of  the  same  re- 
lationship. The  demand  for  reassurance,  for  care 
and  for  love  is  so  strong  in  a  depression  that  it  is 
wellnigh  impossible  for  the  patient  to  be  treated 
at  home  with  his  family.  The  family  makes  an 
effort  to  supply  this  need  on  the  part  of  the  patient 
and,  of  course,  finds  it  impossible.  The  need  grows 
by  what  it  feeds  on.  The  more  reassurance,  pro- 
tection and  care  that  the  patient  receives,  the  more 
he  demands.  The  demand  is  limitless.  Only  by 
an  understanding  of  this  mechanism  is  the  patient 
enabled  to  free  himself  from  it. 

These  mechanisms  are  some  of  the  most  striking 
mental  phenomena  that  one  sees  in  the  depres- 
sions. There  are  others,  but  none  so  striking,  so 
uniform,  so  overwhelming  to  the  patient  as  these. 
These  mental  mechanisms  are  for  the  most  part 
unconscious  on  the  patient's  part  and  only  by  long- 
continued  treatment  is  he  able  to  see  what  has  been 
taking  place  in  himself  and  to  rid  himself  of  this 

handicap. 

a.  m.  *  s. 

RADIOLOGY 

Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Radiation  Treatment  of  Cancer  of  the  Corpus 

Uteri 

Roentgen  irradiation  as  the  first  act,  followed 

immediately  by  prolonged  radium  therapy,  has  been 

firmly  established  as  the  proper  procedure  in  can- 


cer of  the  cervix,  but  surgery  plays  a  major  part 
in  the  treatment  of  cancer  of  the  body  of  the  uterus. 
The  percentage  of  five-year  cures  from  surgery 
alone  has  been  greater  than  from  irradiation  alone; 
however,  statistics  clearly  show  that  the  greatest 
percentage  of  cures  has  been  obtained  by  combin- 
ing irradiation  with  surgery.1  Roentgen  irradia- 
tion should  always  precede  the  hysterectomy  and 
it  is  equally  as  important  for  roentgen  irradiation 
to  be  given  prior  to  the  use  of  radium  in  the  uterus, 
because  cancer  cells  that  have  received  adequate 
roentgen  irradiation  prior  to  the  operation  will  not 
metastasize  at  the  time  of  the  operation. 

There  can  be  no  doubt  about  the  fact  that  plac- 
ing radium  in  the  uterus  acts  like  a  piston2  and 
thus  cancer  cells  are  frequently  forced  through  the 
fallopian  tubes  into  the  peritoneal  cavity,  where 
they  become  widely  disseminated  and  ultimately 
cause  the  death  of  the  patient. 

In  patients  thirty-five  years  old  or  more,  with 
clinical  signs  of  cancer  of  the  body  of  the  uterus, 
roentgen  irradiation  should  be  administered  daily 
for  one  week  prior  to  the  curettage,  because  any 
operative  procedure  in  the  presence  of  cancer  which 
has  not  been  properly  irradiated  is  prone  to  cause 
metastases  by  forcing  malignant  cells  into  the  cir- 
culation. This  fact  is  well  substantiated  by  statis- 
tics which  show  a  higher  percentage  of  cures  from 
preoperative  irradiation  than  from  irradiation  ad- 
ministered after  the  uterus  has  been  removed.3 

Hysterectomy  alone  is  certainly  not  an  adequate 
treatment  for  the  high-grade  (grades  III  and  IV) 
cancers  of  the  body  of  the  uterus,  for  follow-up 
records  have  clearly  demonstrated  that  surgery 
rarely  cures  these  cases  even  when  the  hysterec- 
tomy is  performed  at  a  very  early  stage. 

It  is  also  true  that  in  a  large  percentage  of  cases 
the  cancer  cells  have  extended  far  beyond  the  uterus 
by  the  time  the  condition  is  discovered.  Further- 
more, it  is  impossible  to  prove  that  the  malignancy 
has  not  metastasized  in  any  given  patient.  There- 
fore, it  is  logical  to  give  irradiation  in  every  case. 
The  irradiation  should  consist  of  extensive  roent- 
gen therapy  of  the  Coutard  type  followed  at  once 
by  prolonged  radium  therapy.  The  operation 
should  be  postponed  until  the  reaction  has  subsided, 
which  takes  from  six  to  eight  weeks  after  the  irra- 
diation has  been  discontinued. 

Schmidt4  has  devised  a  Y-shaped  intrauterine 
applicator  which  insures  radium  being  held  prop- 
erly in  each  horn  of  the  uterus  as  well  as  in  the 
main  cavity  of  the  uterus  and  in  the  cervix.  This 
is  a  great  improvement  over  the  old  method  of 
placing  the  radium  blindly  into  the  cavity. 

A  filter  of  not  less  than  2  mm.  of  platinum  should 
always  be  used  about  the  radium  instead  of  the 
relatively  poor  filter  of  brass  used  by  many  in  the 
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past.  By  using  proper  filter  and  by  giving  the 
roentgen  irradiation  first,  the  radium  can  be  applied 
over  a  much  longer  period  of  time,  which  is  an 
essential  factor,  because  more  cancer  cells  are  thus 
radiated  during  the  stage  of  mitosis,  at  which  period 
they  are  far  more  sensitive  to  the  treatment. 

If  properly  applied,  at  least  7,000  mg.-h.  of  ra- 
dium may  be  given  safely  in  cases  of  cancer  of  the 
uterus  in  addition  to  the  massive  doses  of  roentgen 
irradiation. 

One  of  the  chief  causes  of  the  present  high  mor- 
tality rate  from  cancer  of  the  body  of  the  uterus  is 
delay  in  making  the  correct  diagnosis.  The  con- 
dition is  often  accompanied  by  myomata  of  the 
uterus  and  the  malignancy  in  these  cases  is  fre- 
quently overlooked.  Schmidt5  is  a  very  careful  ob- 
server and  he  says  "twenty  per  cent,  of  our  fundal 
carcinomas  were  not  positively  recognized  prior  to 
operation.  Of  these,  75  per  cent,  were  associated 
with  uterine  myomas."  This  emphasizes  the  fact 
that  the  presence  of  uterine  fibroids  should  not 
curtail  one's  search  for  cancer  in  women  with  irreg- 
ular uterine  bleeding. 

It  is  likewise  true  that  youth  does  not  exclude 
cancer  of  the  uterus,  for  many  cases  have  been  re- 
ported in  women  under  thirty  years  of  age  and 
recently  Dr.  Philip  Jacobson  of  Petersburg,  Va., 
sent  to  us,  for  preoperative  irradiation,  a  case  of 
cancer  of  the  body  of  the  uterus  in  a  woman  only 
twenty  years  of  age. 

The  most  constant  sign  of  cancer  of  the  body  of 
the  uterus,  or  of  the  cervix,  is  irregular  bleeding, 
and  this  always  calls  for  a  thorough  investigation. 
The  family  physician  is  usually  the  first  one  con- 
sulted, and  if  we  can  obtain  proper  cooperation 
between  the  physician,  the  surgeon  and  the  radiolo- 
gist in  dealing  with  cases  suspected  of  being  can- 
cer of  the  uterus,  many  patients  will  be  cured  that 
would  otherwise  succumb  to  the  disease. 
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INTERNAL  MEDICINE 

Paul  H.  Ringer,  A.B.,  M.D.,  F.A.C.P.,  Editor 
Asheville,  N.  C. 


S.   M.    &   B.- 


Acute  osteomyelitis  of  vertebraz  has  been  caused  by 
gonococci. 


Roentgen  Therapy  for  Bronchiectasis 

In  the  Journal  of  the  American  Medical  Associa- 
tion for  February  13th,  Drs.  Maurice  Berck  and 
William  Harris,  of  New  York,  contribute  a  brilliant 
addition  to  our  therapeutic  prowess  in  bronchiecta- 
sis. Procedures  of  all  sorts  have  been  recommend- 
ed for  the  treatment  of  this  distressing  condition, 
ranging  from  one  extreme  of  mild  inhalants  to  the 
other  extreme  of  lobectomy. 

Treatment  by  large  doses  of  deep  x-rays,  if  ef- 
ficient, would  certainly  be  a  boon  to  sufferers,  the 
procedure  itself  being  absolutely  painless,  although 
certain  uncomfortable  reactions  may,  and  do,  oc- 
cur. Drs.  Berck  and  Harris  report  thirty  cases  of 
bronchiectasis  treated  with  roentgen  therapy  with 
very  gratifying  results.  They  divided  their  cases 
into  three  classifications: 

1.  Bronchiectasis  secondary  to  chronic  (operat- 
ed-on)  anaerobic  lung  abscess,  14  cases.  Greatly 
improved,  7  or  50%;  moderately  improved,  2  or 
14%;  unimproved,  4  or  28%;  deaths,  1  or  7%. 

2.  Odorless  Bronchiectasis,  3  cases.  Greatly 
improved,  1  or  33  1/3%;  moderately  improved,  1 
or  33  1/3%;  unimproved,  1  or  33  1/3%. 

3.  Foul  Bronchiectasis,  13  cases.  Greatly  im- 
proved, 7  or  53%;  moderately  improved,  1  or  7%; 
unimproved,  3  or  23%;  deaths,  2  or  14%. 

Drs.  Berck  and  Harris  stress  the  point  that  the 
term  bronchiectasis  means  a  state  of  .the  .bronchi 
and  not  a  disease  in  the  strict  sense  of  the  word. 
They  demand  bronchography  in  every  case  before 
diagnosis  of  bronchiectasis  is  accepted  and  they 
state  that  the  bronchogram  should  be  bilateral  and 
that  a  thorough  lung  map  should  be  done.  They 
also  state  that  a  bronchoscopy  should  be  done  to 
rule  out  the  presence  of  a  foreign  body  or  a  new 
growth  and  to  permit  observation  of  which  bronchi 
are  discharging  and  which,  therefore,  are  the  sources 
of  the  expectoration.  None  of  their  cases  was 
acute  or  of  recent  onset.  All  had  been  observed 
for  many  months  and  at  the  time  the  roentgen 
therapy  was  started  every  other  form  of  treatment 
was  stopped. 

The  reasons  for  trying  roentgen-ray  therapy  are 
summarized  in  the  following  paragraph,  which  is 
quoted  verbatim: 

"The  early  investigators  of  the  action  of  roentgen  rays 
on  various  organs  reported  that  the  lungs  were  relatively 
invulnerable  to  the  action  of  the  rays.  However,  the  recent 
introduction  of  apparatus  capable  of  delivering  shorter 
wave-lengths  and  larger  depth  doses  has  demonstrated  that, 
within  certain  limits,  definite  tissue  reactions  can  be  pro- 
duced in  the  lungs.  It  was  the  thought  that  an  analogy 
might  be  drawn  between  the  salivary  glands  and  the  bron- 
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chial  mucous  glands  in  their  reactions  to  roentgen  rays  that 
led  initially  to  this  work  on  their  use  in  bronchiectasis. 
Exposure  of  the  salivary  glands  to  roentgen  rays  bring 
about  a  diminution  verging  on  abolition  of  secretion.  It  was 
thought  that  if  a  comparable  reaction  could  be  induced  in 
the  bronchial  mucosa  of  bronchiectatic  areas  a  comparable 
diminution  of  the  secretion,  and  hence  expectoration,  might 
be  expected.  However,  that  such  an  effect  can  be  produced 
in  the  bronchial  mucosa  of  human  beings,  although  sup- 
ported by  some  experimental  work  on  animals,  is  problem- 
atical and  perhaps  unlikely.  It  is  perhaps  more  logical  to 
assume  that  the  results  which  have  been  obtained  in  chronic 
bronchiectasis,  as  far  as  our  present  knowledge  of  the 
known  reaction  of  tissues  to  roentgen  rays  can  teach  us, 
are  due  to  the  action  of  the  rays  on  chronic  inflammatory 
processes." 

The  authors  insist  that  by  this  method  of  treat- 
ment they  are  not  trying  to  cure  the  condition  of 
bronchiectasis  because  they  do  not  believe  that  that 
is  possible;  that  what  they  are  trying  to  do  is  to 
obtain  a  relief  of  symptoms  on  the  part  of  the  pa- 
tient and  to  convert  a  wet  bronchiectasis  into  a 
dry  bronchiectasis.  If  the  patient  can  be  freed 
from  his  or  her  distressing  cough  and  profuse  ex- 
pectoration, it  matters  very  little  whether  or  not 
the  bronchi  are  dilated.  Their  patients  were  treat- 
ed ambulatorily  and  large  dosage  of  roentgen  ther- 
apy was  given  over  a  period  of  approximately  three 
months, 

"all  the  diseased  and  secreting  lobes  (as  revealed  by  thor- 
ough bronchography  and  bronchoscopy)  being  'cross-fired' 
through  anterior,  lateral  and  posterior  fields.  From  three 
to  seven  fields  were  utilized  as  indicated.  The  average  total 
dose  used  was  approximately  1,200  roentgens  through  each 
of  the  anterior,  lateral  and  posterior  fields. 

The  physical  factors  of  the  technique  are  as  follows: 
180  to  200  kilovolts;  focal  skin  distance,  50  cm.;  current 
volume,  4  milliamperes ;  filter,  0.5  mm.  of  copper  and  1 
mm.  of  aluminum;  size  of  field,  10  by  15  cm.  Each  treat- 
ment consisted  of  75  roentgens,  measured  in  air,  to  two  or 
three  fields." 

Treatments  were  usually  given  two  or  three  times 
a  week.  The  authors  point  out  that  in  the  course 
of  treatment  there  may  be  exacerbation  of  symp- 
toms and  that  improvement  in  the  condition  is  not 
to  be  looked  for  until  toward  the  end  of  the  course 
of  treatments.  Hemoptyses  occurred  but  only  in 
patients  who  had  bled  before.  "Radiation  sick- 
ness" may  occur,  requiring  symptomatic  treatment, 
as  may  secondary  anemia,  which  should  be  corn- 
batted  with  large  doses  of  iron. 

We  see,  therefore,  that  out  of  30  cases  carefully 
selected,  there  resulted  adequate  improvement  in 
15,  or  50%;  moderate  improvement  in  4,  or  13%; 
unimprovement  in  8,  or  27%;  and  3  deaths,  or 
10%. 

The  authors  are  very  frank  to  admit  that  their 
series  of  30  cases  is  too  short  to  warrant  drawing 
any  final  conclusions,  but  they  are  hopeful  that  a 
continuance  of  the  method  will  justify  its  applica- 
bility; and  they  point  out  that  during  the  two-year 
follow-up  period  of  the  cases  under  their  care  there 


have  been  no  recrudescences. 

This  paper  strikes  the  editor  as  one  of  the  best 
that  he  has  seen  recently  along  therapeutic  lines. 
Essentially  clinical  in  its  scope,  it  is  well  worked 
up,  soundly  grounded,  and  adequately  carried 
through.  It  is  a  distinct  advance  in  an  attempt  to 
treat  a  very  distressing  and  obstinate  condition 
and  deserves  the  searching  attention  of  every  man 
coming  in  contact  with  this  class  of  cases  and  who 
wishes  to  do  the  best  medicine  possible. 


Fundamentals  or  Electrocardiography  and  the  Normal 

Electrocardiogram 

(K.    S.    Kleinman,   Chicago,   in    III.    Med.   Jl.,   Feb.) 

The  current  generated  by  the  action  of  the  heart  is 
small.  To  detect  it  we  must  employ  a  sensitive  galvan- 
ometer. The  Einthoven  galvanometer  employs  a  quartz 
string  so  delicate  that  even  the  heart's  tiny  current  causes 
it  to  vibrate  while  passing  through  it.  The  shadows  of 
these  string  vibrations  are  magnified  and  photographed 
giving  us  a  permanent  record,  an  electrocardiogram. 

L.  I. — Electrodes  are  applied  to  both  forearms  to  inves- 
tigate the  transverse  bundles. 

L.  II. — Electrodes  are  applied  to  the  right  forearm  and 
left  leg  to  investigate  the  diagonal  bundles.  This  is  most* 
important  lead,  as  it  corresponds  to  the  anatomical  axis  of 
the  heart. 

L.  III. — The  electrodes  are  applied  to  the  left  forearm 
and  the  leg  to  investigate  the  longitudinal  bundles. 

When  the  cardiac  impulse  is  traveling  from  the  base  of 
the  heart  to  its  apex  the  resulting  wave  is  directed  upward 
and  is  called  positive.  When  the  impulse  travels  from  the 
apex  to  the  base,  the  resulting  wave  is  directed  downward 
and  is  called  negative. 

The  sino-auricular  node  is  first  to  become  active  and 
from  it  the  impulse  spreads  over  the  auricular  muscula- 
ture in  concentric  waves,  similar  to  the  effect  produced  by 
throwing  a  stone  in  a  quiet  pond.  The  direction  down- 
ward exceeds  the  sum  total  of  all  other  directions,  resulting 
therefore,  in  a  positive  wave  named  P — produced  by  the 
contraction  of  the  auricles.  If  both  auricles  contract  simul- 
taneously the  P  wave  has  the  appearance  of  a  smooth  slope. 
Normally  it  is  positive  in  all  leads,  but  may  be  negative  in 
L  III  in  hypertrophy  of  one  of  the  auricles,  as  in  mitral 
stenosis,  the  P  wave  is  higher  than  3  mm.  becomes  peaked 
and  slurred. 

For  the  next  fraction  of  a  second  all  parts  of  the  auricles 
are  equally  contracted  and  no  current  flows.  Period  known 
as  PQ  or  PR  isoelectric  interval.  During  this  time  the 
impulse  passes  over  the  AV  node  and  the  bundle  of  His 
up  to  its  bifurcation. 

As  soon  as  the  impulse  begins  to  spread  over  the  right 
and  left  branches  of  the  bundle  of  His  the  interventricular 
septum  and  the  attached  papillary  muscles  become  active, 
resulting  in  the  negative  Q  wave.  A  relatively  unimportant 
wave  and  quite  often  absent. 

The  excitation  continues  to  spread  downward  producing 
the  most  prominent  positive  peak  R — should  be  most  prom- 
inent in  L  II,  should  not  exceed  0.03  sec.  in  duration,  and 
should  be  not  less  than  5  mm.  in  one  of  the  leads.  It 
must  appear  as  a  smooth  sudden  rise  and  an  equally  smooth 
and  sudden  descent  to  or  below  the  base  line. 

From  the  apex  the  excitation  spreads  upward  to  the  base, 
producing  a  negative  wave  5,  also  relatively  unimportant. 
Within  the  next  fraction  of  a  second  both  ventricles  are  in 
a  state  of  systole  and  there  is  no  difference  in  potential 
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between  any  2  points.  The  second  isoelectric  period  known 
as  the  SY  interval  corresponds  to  the  systole  of  the  ventri- 
cles. 

Within  the  next  fraction  of  a  second  activity  at  the  apex 
begins  to  subside,  but  still  persists  at  the  base.  The  cur- 
rent now  flows  from  the  base  down  to  the  apex  resulting  in 
a  positive  wave  T  important  and  prominent  in  young  adults, 
less  conspicuous  with  the  advance  in  age.  It  is  prominent 
in  thyrotoxic  states.  When  the  ventricular  myocardium  is 
damaged  or  replaced  by  fibrous  tissue,  the  T  wave,  partic- 
ularly in  Lead  I  and  II,  becomes  negative.  Digitalis  has  a 
tendency  to  invert  the  T  wave. 

Now  activity  begins  to  subside  also  at  the  base.  The 
ventricles  are  in  diastole.  The  string  galvanometer  remains 
immobile,  resulting  in  the  3rd  isoelectric  line — until  a  new 
impulse  arises  at  the  s.-a.  node  and  the  whole  cycle  repeats 
itself. 

The  second  isoelectric  period  corresponds  to  ventricular 
systole.  While  having  no  definite  duration,  it  is  very  im- 
portant. Elevation  or  depression  of  this  isoelectric  period 
above  or  below  the  base  line  is  undisputed  evidence  of 
disturbed  coronary  circulation. 


SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


The  Closure  of  Contaminated  Wounds 

Wounds  are  closed  to  promote  healing  and  to  re- 
store the  integrity  of  the  parts.  That  wounds  made 
under  aseptic  conditions  in  sterile  tissues  heal  with- 
out suppuration  and  with  minimum  scar  is  demon- 
strated every  day  in  any  good  modern  hospital. 
The  ability  to  so  control  conditions  as  to  practically 
assure  such  ideal  results  has  made  possible  the  great 
development  of  modern  surgery.  Now,  with  proper 
technique,  any  region  of  the  body  may  be  entered 
with  comparative  safety.  However,  technique  can 
neither  remove  nor  overcome  infection  that  is  al- 
ready present  in  the  patient's  tissues.  Indeed, 
many  of  the  most  seriously  ill  patients  come  for  the 
cure  of  deep-seated  abscess  or  of  infection  that  de- 
mands surgical  treatment,  and  in  the  treatment  of 
these  more  experience  and  better  judgment  are 
needed  than  in  clean  cases. 

It  is  fundamental  that  the  presence  of  infection 
in  the  tissues  is  no  excuse  for  careless  technique. 
Care  should  be  taken  that  the  infection  be  not 
spread  by  the  surgeon.  As  the  infecting  organisms 
reproduce  the  tissues  develop  a  tolerance  to  the 
toxin  and  so  resistance  is  acquired.  When  second- 
ary organisms  are  introduced  into  the  tissues  by 
contamination  a  new  resistance  must  be  built  up 
if  the  patient  is  to  survive.  It  has  been  said  that 
most  patients  with  tuberculosis,  and  even  with  can- 
cer, die  of  secondary  infection. 

An  unimpaired  blood  supply  is  essential  to  good 
wound  healing.  In  wound  closure  sutures  should 
be  just  tight  enough  for  accurate  approximation; 
most  wounds  are  closed  too  tightly.  In  tieing  su- 
tures due  allowance  should  be  made  for  the  edema 


and  swelling  which  follow  trauma.  In  infected 
wounds  the  sutures  should  be  placed  far  apart  and 
the  tissues  only  loosely  approximated  to  permit 
the  escape  of  serum  between  the  sutures.  Strangu- 
lated tissue  in  an  infected  wound  always  means 
suppuration  and  delayed  union  by  granulation. 

Infected  wounds  are  best  closed  by  interrupted 
unabsorbable  sutures  of  no  capillarity,  if  these  can 
be  placed  through  the  skin  so  that  they  may  be 
removed  after  the  wound  has  healed.  Silkworm 
gut,  in  our  experience,  is  the  ideal  suture.  Infected 
wounds  with  buried  sutures  of  linen  or  silk  will 
not  heal  until  after  suppuration  and  the  discharge 
of  the  sutures.  Catgut  has  to  be  absorbed  and  when 
used  in  superficial  contaminated  wounds  is  followed 
by  suppuration. 

It  is  our  practice,  when  linen  or  silk  has  to  be 
buried  in  infected  tissue — as  in  the  closure  of  hernia 
after  strangulation — to  irrigate  the  wound  with 
Dakin's  solution  for  two  weeks.  In  massive  hernia, 
where  many  such  sutures  must  be  used  and  there 
must  be  tension  of  the  tissues  in  closure,  Dakin's 
solution  will  insure  healing  without  suppuration. 
We  are  sure  that  there  are  many  indications  for  the 
use  of  this  solution  in  civil  surgery. 

In  closing  contaminated  incisions  in  the  abdom- 
inal wall,  we  close  the  peritoneum  and  the  muscle 
with  catgut,  the  skin  and  fascia  with  interrupted 
figure-of-eight  silkworm  gut  sutures.  If  a  folded 
strip  of  rubber  dam  be  placed  under  the  fascia  and 
brought  out  dependently  through  a  stab  wound 
through  the  fascia  and  skin,  accumulation  of  in- 
fected exudate  under  the  fascia  will  be  prevented 
and  the  incision  will  heal  without  suppuration. 
Since  draining  the  abdominal  wall  in  this  way  we 
have  not  had  a  single  case  of  fascia  slough,  not  an 
infrequent  complication  after  operations  for  sup- 
purative appendicitis. 

Contaminated  wounds  of  the  face  often  heal  with 
better  cosmetic  effect  if  left  open  or  with  partial 
closure.  Suppuration  or  sloughing  is  always  fol- 
lowed by  disfiguring  scar  and  should  be  prevented 
by  adequate  drainage  and  by  avoiding  tension. 

In  injuries  of  the  fingers  and  hand  living  tissues 
should  not  be  sacrificed  for  pretty  wound  closure. 
Approximation  should  be  loose  and  imperfect.  Max- 
imum function  should  be  the  surgeon's  goal.  Strong 
antiseptic  solutions  should  not  be  used  on  injured 
tissue.  Their  devitilizing  influence  more  than 
offsets  the  good  they  do. 


Abdominal  Pregnancy  With  Delivery  of  Chh.i> 
at  Term 

(Eula    Eno   and    Agnes    E.    Towers,    Shanghai,    in    Chinese 

Med.  Jl.,  Jan.) 

One  case  was  observed  during  the  latter  five  months  of 

gestation,  the  second  discovered  on  the  day  of  operation. 

The  first  patient  suffered   from  vomiting  during  the  early 
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months,  and  frequent  increasingly  severe  bouts  of  abdominal 
pain  during  the  latter  part,  with  abnormally  easy  palpa- 
bility of  the  fetal  parts  from  the  6th  month.  In  the  second 
case,  the  history  was  that  of  almost  continuous  abdominal 
pain,  for  many  months.  The  fetal  parts  found  immed- 
iately under  the  abdominal  wall  were  the  means  by  which 
the  dagnosis  was  made. 

Abdominal  section  was  done  in  both  cases,  and  live  chil- 
dren delivered.  The  placenta  was  left  in  situ  in  each  case, 
but  packing  because  of  hemorrhage  was  necessary  in  the 
first  case. 

The  first  patient  had  severe  hemorrhage  from  the  pla- 
cental site,  on  the  5th  day.  and  on  the  14th  day  tetanus 
which  caused  her  death.  The  puerperium  of  the  second 
patient  was  uneventful  and  afebrile. 

The  first  child  survived  and  has  been  thriving.  The 
second  died  in   6  hours. 


A  Case  of  Perforated  Gastric  Ulcer  and  Meckel's 
Diverticulum 


A  schoolgirl,  17,  had  slight  indigestion  on  October  31, 
1936.  Her  appetite  was  fair;  complaint  was  only  of  slight 
belching  after  meals,  bowels  functioning  normally  and  she 
continued  as  usual  both  at  home  and  school.  On  Novem- 
ber 3rd,-  immediately  after  lunch  she  had  sudden  sharp 
pain  over  the  entire  abdomen,  more  marked  in  the  lower 
right;  at  12:30  t.  was  97.4,  p.  116,  r.  24,  pallor  but  no 
sign  of  collapse  lasting  20  minutes.  There  was  definite 
pain,  tenderness  and  rigidity  on  the  entire  r.  side,  more  so 
from  the  navel  downward.  The  urine  examination  and 
the  blood  counts  were  normal;  operation  was  delayed  until 
the  parents  could  be  notified  and  consent  obtained.  At 
2:30  morphine  sulphate  1/6  and  atropine  sulphate  1/150, 
were  given  but  within  30  minutes  she  had  another  attack 
similar  10  minutes. 

At  3:00  p.  m.  the  abdomen  was  opened,  slight  amt. 
watery  fluid  escape,  some  flocculent  material,  cecum  con- 
gested posteriorly,  with  some  fibinous  exudate.  Appendix 
slightly  injected.  Twelve  inches  from  the  ileocecal  junc- 
tion was  found  a  Meckel's  diverticulum  4x1  inch ; 
proximal  half  was  closed  with  the  peritoneal  serosa  thick- 
ened and  papillary.  Further  search  revealed  a  perforation 
Yi  inch  in  diameter  on  the  anterior  surface  of  the  stomach 
near  the  pylorus.     Rapid  and  uneventful  recovery. 


UROLOGY 

For  this  issue,  P.  Emery  Huth,  M.D.,  Sumter,  S.  C. 


Prostatic  Hypertrophy  Complicated  by*  Solitary  Kidney- 
Cyst 

Report  of  a  Case  with  a  Fatal  Issue 
When  a  patient  presents  himself  for  treatment 
of  prostatic  hypertrophy  one  should  be  prepared 
to  find  any  of  the  multiple  lesions  resulting  from 
obstructive  uropathies,  and  he  may  find  congenital 
and  acquired  abnormalities  of  the  urological  tract 
of  protean  types.  Chronic  nephritis  and  the  ac- 
companying retention  cortical  cysts  occupy  a  prom- 
inent position  among  the  complications  of  this  dis- 
ease. It  is  unusual  to  find  additional  cystic  disease 
of  congenital  origin  also  associated  with  it. 


Quinby  and  Bright  have  used  the  term  "Solitary 
cyst  of  the  Kidney"  or  ''Large  serous  cyst  of  the 
Kidney"  to  name  this  condition,  to  differentiate  it 
from  the  multiple  cystic  disease  of  chronic  nephritis 
and  from  the  congenital,  usually  bilateral,  progres- 
sive polycystic  kidney  disease. 

These  large  single  cysts  are  of  four  varieties:  1) 
that  simple,  thin-walled  cyst  which  has  formed  at 
the  expense  of  renal  paranchyma  and  contains  a 
serous  fluid  but  bears  no  relation  to  the  renal  pelvis 
or  any  calyx;  2)  another  group  of  cysts  which 
have  the  same  displacing  effect  on  the  parenchyma 
but  deeper  origin  and  connect  with  the  pelvis  by 
one  or  more  small  openings:  3)  this  group  lying 
outside  the  kidney  proper  but  communicating  with 
the  pelvis,  though  not  a  true  dilation  of  it:  4)  a 
group  of  large  cysts  containing  blood  and  so-called 
hemorrhagic  cysts. 

The  case  to  be  reported  is  of  both  the  second 
and  third  variety.  It  belongs  in  the  second  group 
because  it  did  encroach  on  the  renal  parenchyma 
and  did  pass  through  this  structure  to  the  pelvis. 
The  opening  of  this  cyst  is  in  direct  communica-, 
tion  with  the  renal  pelvis,  by  a  large  opening, 
through  the  lower  calyx  which  is  truly  dilated  as 
in  a  localized  hydronephrosis.  This  would  place 
it  in  the  group,  especially  as  it  is  outside  the  kidney 
proper. 

About  the  embryology  of  these  cysts  authorities 
offer  widely  divergent  theories.  Clinical  and  ex- 
perimental data  soon  disproved  Virchow's  theory 
of  inflammatory  occlusion  and  sclerosis  of  papillary 
ducts.  The  same  fate  befell  the  theory  that  they 
arise  from  embryonic  rests.  Hildebrant  proposed 
the  theory,  based  on  the  dual  origin  of  the  adult 
kidney  from  the  Wolffian  duct  and  the  metanephro- 
;Tenic  blastema,  that  the  source  is  secretory  activity 
in  coiled  tubules  which  have,  from  an  undetermined 
cause,  failed  to  unite  properly.  This  theory  is  still 
very  widely  held  by  many  pathologists  and  em- 
bryologists.  It  does  apply  more  aptly  to  polycystic 
kidneys  than  to  solitary  cyst  formation,  yet  it  can 
be  adapted  to  this  condition  also.  Kampmeir  has 
established  an  embryological  sequence  in  the  gen- 
eration of  development  of  uriniferous  tubules  be- 
fore the  final  organ  is  elaborated.  Those  vestigial, 
discarded  formations  usually  last  some  time  and 
pass  through  some  cystic  stage  before  they  dis- 
appear. For  reasons  as  yet  undetermined,  in  some 
of  those  discarded,  growth  continues  at  the  evpense 
of  the  parenchyma  and  the  result  is  a  large  solitary 
cyst.  Heppler  experimented  further  and  establish- 
ed the  fact  that  continuation  of  growth  alone  did 
not  result  in  cyst  formation  until  the  local  blood 
supply  had  been  interfered  with.  This  explains 
the  many  cardio-vascular-renal  diseases  which  are 
associated  with   the  pale   kidney   on   which   cysts 
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are  found.     It  was  also  found  in  the  instant  case. 

Unless  the  solitary  cyst  of  the  lower  pole  of  the 
kidney  is  large  enough  to  be  felt  or  to  cause  some 
embarrassment  of  renal  physiology,  nothing  will 
cause  its  presence  to  be  known.  It  is  not,  alone. 
the  cause  of  failing  renal  function  unless  it  compli- 
cates kidney  action  in  another  manner,  as  by  pres- 
sure on  the  vessels,  or  when  it  accompanies  chronic 
nephritis. 

Braasch  found  cystic  disease  of  the  kidney  in  3 
to  5  per  cent,  of  autopsies  at  the  Mayo  Clinic,  yet 
they  are  uncommon  as  a  clinical  finding.  Young, 
at  the  Brady  Urological  Institute  reported  none 
observed  in  12,500  clinical  cases.  Stevens  showed 
only  2  in  58,228  consecutive  admissions  to  the  San 
Francisco  County  Hospital.  McKay  found  only 
256  cases  reported  in  the  literature  up  to  1932. 
Most  of  these  were  not  found  preoperatively  or 
antemortem. 

Though  these  solitary  cysts  are  most  common  on 
the  lower  pole  of  the  kidney,  they  appear  on  the 
upper  pole  also.  Quinby  and  Bright,  in  a  series 
of  seven  cases,  had  four  cases  of  cystic  disease  of 
the  upper  pole  of  the  right  kidney.  In  this  position 
they  do  give  symptoms  which  should  direct  us  to 
the  consideration  of  the  kidney  when  there  is  pain 
in  the  upper  right  quadrant  of  the  abdomen,  after 
ruling  out  gallbladder  and  other  conditions  suspect- 
ed in  this  area.  These  men  analyzed  the  symp- 
tomatology' of  their  cases  and  of  32  other  reported 
ones  found  in  the  literature.  The  largest  group  had 
pain  in  the  upper  right  quadrant  under  the  ribs 
without  any  radiation  of  the  pain.  A  smaller  group 
complained  of  upper  right-sided  pain  which  radi- 
ated anteriorly.  Fewer  still  had  fever  and  chills 
and  a  small  number  had  hematuria.  Over  half  the 
patients  did  not  have  a  palpable  tumor  mass. 

Preoperative  diagnosis  is  rare,  in  a  series  of 
four  one  was  diagnosed  preoperatively,  five  in  an- 
other series  of  30. 

The  treatment  of  solitary  cyst  of  the  kidney  is 
surgical.  Removal  may  be  accomplished  by  any 
of  the  several  techniques  which  are  described  else- 
where. O'Connor  has  contributed  a  new  technique 
in  which  he  utilizes  ribbon  gut  for  anchorage  of 
a  muscle  splint  to  control  hemorrhage  and  urinary 
leakage. 

Case  Report 

A  Negro  farmer,  married,  aged  70,  complaining  of  in- 
ability to  pass  urine,  admitted  Sept.  25th,  1936. 

Past  history  negative,  except  for  mild  stroke  of  paralysis 
a  few  years  ago.  He  has  had  increasing  difficulty  in  void- 
ing for  a  long  time,  but  was  always  able  to  pass  his  urine 
except  once,  in  August  of  1935,  when  he  had  complete 
retention.  Catheterization  gave  complete  relief  of  symp- 
tomps  until  the  day  before  admission  to  the  Tuomey  Hos- 
pital. At  this  time  he  again  found  himself  unable  to  void. 
He  was  catheterized  by  the  orderly  and  reported  at  my 
office  again  next  morning  in  complete  retention.  Then  he 
was  admitted  to  the  hospital  for  treatment. 


There  were  no  gross  abnormalities  in  the  head  except 
those  of  senility,  no  lung  abnormalities,  heart  enlarged  in 
all  directions,  no  murmurs  heard.  The  blood  vessels  were 
very  sclerotic,  b.  p.  140  95.  By  rectum  a  very  large  pros- 
tate was  felt  which  suggested  considerable  intravesical  pro- 
trusion of  the  lobes. 

The  bladder  was  quite  distended  to  three  fingers-breadth 
above  the  pubes. 

Red  cells  were  4,810,000,  white  cells  6,000 — differential 
count  normal,  hgbn.  82%,  Wassermann  negative,  malaria 
positive,  blood  urea  nitrogen  12.5  mgm.  per  100  c.c,  psp. 
test  52%  1st  hour. 

Oct.   18th — blood  urea  nitrogen   20.9  mgm.  per   100  c.c. 

On  admission,  an  indwelling  urethral  catheter  was  in- 
serted and  considerable  difficulty  was  experienced  in  getting 
it  to  drain  properly.  After  it  was  functioning  satisfactorily 
and  surgery  was  being  considered  when  (October  8th) 
epididymitis  developed,  and  at  the  same  time  an  attack  of 
malaria  which  was  controlled  by  quinine.  The  epididymitis 
was  treated  by  ice  bags  and  elevation  and  subsided,  until 
October  21st  when  a  suprapubic  cystotomy  was  done  and 
a  de  Pezzar  catheter  placed  into  the  bladder  for  drainage. 
The  convalescence  from  then  on  was  uneventful  and  the 
patient  was  discharged  on  November  1st  to  go  home  till 
he  recuperated  enough  for  a  second-stage  prostatectomy. 

The  prostate  was  found  to  be  very  large  intravesically 
with  both  lateral  lobes  sharing  in  the  encroachment  upon 
the  bladder  neck. 

After  two  weeks  at  home  during  which  he  reported 
every  third  day  for  dressing,  he  began  to  have  symptoms 
of  cystitis.  The  catheter  was  changed  but  this  did  not 
relieve  the  symptoms. 

He  was  readmitted  to  the  hospital  on  November  27th 
with  considerable  purulent  drainage  from  around  the  supra- 
pubic tube  and  very  much  discomfort  upon  manipulation 
of  it.  He  was  dressed  every  day  while  being  kept  in  bed 
continuously.  Metaphen  1:10,000  was  used  as  a  wet  dress- 
ing on  the  sinus  and  instilled  into  the  bladder  twice  daily. 
On  this  regimen  the  urine  became  much  clearer  and  the 
purulent  drainage  stopped. 

Four  weeks  after  changing  the  catheter  it  was  decided 
(Dec.  11th)  to  remove  and  clean  it  again.  Due  to  his 
very  painful  bladder,  chloroform  was  given  for  10  minutes 
during  which  time  the  tube  was  removed,  the  sinus  cleaned 
with  metaphen,  1:10,000,  and  a  sterile  tube  reinserted. 
Following  this  the  patient  vomited  and  was  nauseated  all 
the  time  for  two  days,  when  it  was  decided  to  force  glucose 
solution  by  mouth.  He  vomited  this  and  on  December 
14th  it  was  decided  to  give  1,000  c.c.  of  5-per  cent,  glucose 
intravenously.  Great  difficulty  was  experienced  in  gaining 
entrance  into  otherwise  easily  entered  veins.  The  next 
morning  he  seemed  to  be  a  little  better  and  more  rational, 
but  by  evening  he  was  cematose  and  died  next  morning 
at  3:00. 

Blood  urea  nitrogen  was  85.6  mgm.  per  100  c.c.  on  De- 
cember 13th  before  the  glucose  solution  was  given.  On 
this  admission  the  urine  was  cloudy,  acid,  albumin  four- 
plus,  and  contained  rare  pus  cells  and  an  occasional  blood 
cell.  Two  days  before  death  it  was  the  same  with  addi- 
tional findings  of  four-plus  pus  and  one-plus  blood  cells. 
Postmortem  Examination 

An  old  colored  man  fairly  well  developed  and  nourished. 
A  mid-line  suprapubic  incision.  The  genitalia  are  normal 
and  there  is  a  scar  on  both  sides  from  a  former  operation. 

The  abdominal  cavity  was  opened,  care  being  taken  not 
to  enter  the  bladder.  The  intestines  were  distended,  other- 
wise normal,  liver  smooth,  no  nodules  or  adhesions  found, 
s;allbladder  normal  except  for  some  adhesions  about  it, 
spleen  normal.    The  pancreas  was  unusually  hard  especially 
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on  the  splenic  end.  The  I.  ureter  was  traced  throughout 
its  course  and  found  to  be  normal.  The  1.  kidney  was 
one-half  larger  than  usually  seen;  there  were  several  small 
cysts  on  the  cortex  which  did  not  extend  into  the  pelvis, 
capsule  stripped  easily.  The  entire  organ  was  very  pale 
and  the  cut  surface  gave  the  impression  of  being  quite 
firm,  the  markings  on  the  cut  surface  were  not  distinct, 
the  pelvis  was  normal. 

The  right  ureter  was  found  and  followed  throughout  its 
course  and  found  to  be  of  normal  size.  There  was  a 
suggestion  of  firmness  at  the  vesical  end.  The  right  kidney 
was  in  the  normal  position,  larger  than  normal  and  there 
was  a  soft  enlargement  palpable  on  the  lower  pole.  Re- 
moved from  the  renal  fossa  without  rupturing,  the  soft 
structure  was  found  to  be  a  cyst  the  size  of  a  hen's  egg 
extending  well  outside  the  kidney  proper.  This  kidney 
was  also  pale  and  firm,  the  capsule  stripped  easily  and 
there  were  many  cortical  small  cysts  on  this  kidney,  none 
of  which  extended  into  the  renal  pelvis.  The  markings 
of  the  cut  surface  of  this  kidney  also  were  indistinct.  On 
cutting  into  the  renal  substance  on  the  side  of  the  large 
cyst  the  renal  pelvis  was  opened.  As  it  was  opened  a  large 
amount  of  urinous  fluid  escaped  and  the  cyst  collapsed.  It 
was  refilled  with  water  and  found  to  connect  with  the 
lower  pole  of  the  kidney  anteriorly  through  the  lower 
calyx.  The  opening  into  the  lower  calyx  was  as  large  as 
the  diameter  of  the  cyst — VA  inches.  There  were  no  valves 
between  the  cyst  and  the  pelvis  of  the  kidney  nor  were 
any  of  the  other  calyces  dilated.  The  mucosa  of  the  renal 
pelvis  appeared  normal.  The  wall  of  the  cyst  was  very 
thin. 

The  bladder  was  opened  and  found  to  have  an  enor- 
mously thickened  wall  and  a  small  abscess  in  the  anterior 
portion.  The  prostate,  enormously  enlarged  intravesically, 
was  shelled  out  in  one  mass  and  found  to  be  huge  lateral- 
lobe  enlargement  with  a  little  middle-lobe  hypertrophy. 

Comment 

This  man  seems  to  have  succumbed  following  an 
anesthetic  which  may  have  hastened  his  death. 
However,  it  seems  interesting  that  he  had  gone 
through  life  with  this  renal  condition  and  without 
having  had  any  signs  of  failure  of  renal  function. 
He  withstood  the  first  anesthetic  but  the  last  was 
more  than  his  kidneys  could  bear  up  under. 

It  is  also  interesting  to  note  that,  in  spite  of 
the  advanced  renal  pathology  he  still  had  normal 
renal  functioning  and  blood  nitrogen  values  until 
near  the  end  of  his  life. 

Additional  interest  can  be  attached  to  the  lack 
of  renal  dilation  in  the  face  of  finding  such  gross 
dilation  of  the  lower  end  of  one  calyx,  without  any 
demonstrated  obstruction. 

Death  evidently  came  as  a  result  of  cardio-renal- 
vascular  disease  of  long  standing. 

Intravenous  urography  might  have  forestalled  the 
end  in  this  case  a  little  as  it  would  have  demon- 
strated the  existence  of  upper  urinary  tract  disease 
which  would  have  made  recovery  from  operative 
endeavors  more  remote. 


PEDIATRICS 

G.  W.  Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


A  case  of  anuria  lasting  six  days,  followed  by  recovery', 
has  been  reported  recently. 


Herpetic  Urethritis 

Within  the  past  few  years  a  rather  troublesome 
urinary  condition  has  been  observed  in  circum- 
cised boys  of  12  to  24  months  of  age.  Griffith 
and  Mitchell's  Textbook  on  Pediatrics  is  the  sole 
available  source  of  information  on  the  subject  and 
even  there  only  bare  mention  of  the  trouble  is 
made.  The  title  Herpetic  Urethritis  has  been  cho- 
sen because  the  condition  found  at  the  external 
urinary  meatus  is  inflammatory  and  in  appearance 
suggests  herpetic  (cold  sore)  lesion.  It  has  not 
been  observed  in  the  uncircumcised.  Possibly  it 
is  a  penalty  for  circumcision. 

In  none  of  the  cases  observed  has  there  been  any 
preceding  illness  which  could  be  indicted  for  caus- 
ing the  condition.  Dietary  indiscretions  seem  to 
have  played  no  part,  masturbation  has  not  been 
practiced,  lack  of  ordinary  cleanliness  hardly  seems 
responsible,  drugs  have  not  been  given  these  boys, 
none  of  them  has  been  eczematous,  and  no  urinary 
disease  has  preceded  or  been  seen  concomitantly. 
Gonorrheal  urethritis  has  never  been  the  cause. 
Smears  have  been  made  from  all  lesions  with  the 
routine  finding  of  either  no  organisms  or  occasion- 
ally a  gram-positive  coccus  or/and  a  gram-negative 
bacillus.  A  urethral  discharge  has  never  accompa- 
nied or  followed  the  lesion. 

Some  likely  positive  factors  as  to  the  cause  of 
this  condition  (all  purely  conjectural  as  none  has 
been  proven)  include:  a  local  manifestation  of 
allergy,  trauma  with  subsequent  low-grade  infec- 
tion, virus  disease  such  as  is  responsible  for  all 
herpetic  lesions,  caustic  laundry  soap,  detergents, 
antiseptics  and  bleaching  solutions  for  diaper  laun- 
dry. Possibly  friction  from  the  diaper,  as  these 
children  are  all  walking,  may  be  the  original  cause 
of  the  trouble  and  the  infection  follows. 

Symptoms  vary  widely.  The  lesion  itself  seldom 
extends  far  beyond  the  external  urinary  meatus. 
It  seems  to  completely  seal  the  urethral  orifice  but 
difficulty  in  starting  the  stream  is  seldom  a  com- 
plaint. In  some  instances  pain  before,  during,  or 
following  urination  is  troublesome.  The  lesion  does 
not  seem  to  be  acutely  tender. 

Treatment  on  the  first  visit  consists  of  soaking 
off  the  encrustation  with  a  hot  compress  and  apply- 
ing zinc  oxide  ointment  to  the  widely  separated 
lips  of  the  meatus  and  the  urethra.  The  mother 
is  instructed  to  carry  out  this  procedure  following 
each  voiding.  When  this  plan  fails,  as  it  occasion- 
ally does,  dilatation  of  the  meatus  and  anterior 
portion  of  the  urethra  is  indicated.  This  dilatation 
must  be  liberal  in  order  to  include  stretching  of 
the  fossa  navicularis.    The  infection  frequently  re- 
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sides  in  this  fossa  and  persists  until  the  fossa  is 
dilated.  Usually  a  sinsle  vide  dilatation  will  suf- 
fice. An  alkaline  urinary  sedative  may  soothe  the 
irritated  mucous  membranes  involved. 


HUMAN  BEHAVIOR 

.1  ami s  K.  Hall,  M.D.,  Editar.  Richmond,  Ya. 


"Acute  Gastric  Catarrh" 
The  years  had  been  many  and  the  years  had 
been  long  and  his  arteries  had  lost  much  of  their 
elasticity  and  their  tubes  had  become  smaller  and 
smaller,  Upon  the  assumption  that  his  brain  cells 
especially  were  receiving  inadequate  nourishment 
we  said  somewhat  learnedly  and  condescendingly, 
perhaps,  that  Dr.  Barham  was  slowly  journeying 
out  of  life  along  that  avenue  referred  to  as  senile 
dementia.  He  no  longer  permitted  himself  to  be- 
come overwrought  by  a  presidential  election,  by  a 
foreign  war,  by  the  report  of  a  disastrous  drought 
or  a  destructive  flood.  He  was  no  more  troubled 
by  doubt  about  the  improbability  of  free  will  or 
by  the  impersonality  of  predeterminism.  His  con- 
tacts with  his  immediate  environment  were  appar- 
ently pleasant,  and  his  incursions  into  the  past 
along  that  long  pathway  provided  by  memory  were 
wholly  delightful.  He  was  a  large,  old  man;  he 
was  ruddy,  his  head  was  massive,  his  clean-shaven 
face  was  impressive,  and  he  carried  easily  and  nat- 
urally the  courtly  graces  of  the  family  doctor  of  the 
long  ago. 

At  least  twice  daily  as  I  passed  through  his 
ward  in  an  insane  asylum  he  greeted  me  cheerily 
but  always  with  dignity  from  his  seat  in  the  bay- 
window.  Once  upon  my  return  from  a  visit  to 
Philadelphia  he  spoke  of  the  changes  that  must 
have  taken  place  in  that  city  since  he  had  been 
graduated  from  Jefferson  in  1SS8.  And  with  a 
merry  twinkle  in  each  eye  he  remarked  that  I 
probably  did  not  see  the  sweetheart  of  his  student 
clays — and  then  he  added  with  a  far-away  look  and 
a  note  of  sadness  that  he  himself  had  not  seen  her 
for  forty-eight  years.  And  he  told  me,  too,  how  he 
hid  aside  all  dignity  and  made  discretion  a  mo- 
mentary substitute  for  valour  when  a  Yankee 
(avalryman  once  pressed  him  hotly  down  the  James 
below  Richmond. 

When  I  remarked  to  him  one  dreary  winter's  day 
[hat  1  scarcely  believed  it  would  be  possible  fur 
and  doctor  with  such  a  VYebsterian  head  and  such 
a  Jovian  countenance  to  experience  difficulty  in 
making  a  diagnosis  he  assumed  still  more  impres- 
sive dignity.  "Doctor,"  1  asked,  "did  you  ever  in 
your  professional  life  find  it  difficult  to  offer  a 
diagnosis?"    His   instant   reply  was:    "Never,   not, 


for  a  moment.  The  comforting  and  the  successful 
physician  makes  an  instantaneous  diagnosis,  and 
expresses  it,  if  not  to  the  patient,  certainly  to  the 
anxious  members  of  the  family." 

"But  how  was  it  possible  for  you  to  know  always 
what  was  the  matter?" 

"Why,  bless  you,  my  boy,  knowing  what  the 
disease  is  and  offering  an  emphatic  diagnostic  opin- 
ion are  wholly  unrelated  mental  states.  Not  in- 
frequently I  did  not  know  what  the  morbid 
condition  was.  That  was  one  thing.  But  formulating 
a  diagnostic  statement  in  polysyllabic  and  ponder- 
ous and  incomprehensible  and  emphatic  verbiage  to 
the  patient  and  to  anxious  relatives  was  a  wholly 
different  matter.  The  latter  I  did  always,  promptly, 
powerfully,  and  impressively.  Ignorance  of  the 
causative  pathologic  predicament  did  not  delay  me 
for  a  moment  in  expressing  my  opinion  both  about 
the  nature  of  the  morbid  condition  and  about  the 
prognostic  possibility." 

"But  did  you  never  make  mistakes,  diagnostic 
errors?" 

"Never,  save  quietly,  and  unspokenly,  to  be  sure, 
to  myself.  In  voicing  a  formulated  opinion  to 
another  there  was  never  in  the  tone  of  my  voice 
even  the  suggestion  of  the  possibility  of  doubt  of 
my  own  medical  omniscience.  A  physician  must 
never  doubt;  he  must  always  know;  and  he  must 
assert  the  certainty  of  his  diagnostic  conviction 
with  impressive  dignity  and  solemnity — in  word 
and  in  manner.  One  of  the  chief  functions  of  the 
good  physician  is  to  rout  fear  from  the  human 
heart — of  the  sick  and  of  all  other  members  of  the 
Household.  And  fear  takes  flight  When  the  physician 
exhibits  implicit  confidence  in  himself." 

"I  realize  that  I  am  young  and  inexperienced, 
and  that  you  are  wise  and  that  you  have  seen  much 
sickness,  but  I  experience  difficulty  in  understand- 
ing how  you  could  always  know  what  was  wrong. 
In  some  obscure  condition,  for  instance " 

"Why,  my  dear  doctor,  you  misinterpreted  my 
remark.  Frequently  I  did  not  comprehend  the 
nature  of  the  morbid  predicament,  but  that  did 
not  cause  me  to  delay  in  expressing  a  diagnostic 
opinion.  The  less  certain  I  felt,  the  more  impres 
five  I  looked,  I  am  sure,  and  the  more  omnisciently 
and  emphatically  I  spoke.  Amongst  my  facilities 
I  carried  not  only  a  few  instruments  and  drugs, 
but  always  an  emergency  diagnosis.  Every  capable 
physician  has  a  few  such  diagnostic  aids  in  his 
armamentarium.  Oh.  what  a  many-syllabled  word, 
and  how  impressive  and  how  comforting! 

"Tim  Plunkett  possessed  more  energy  and  char- 
acter and  probity  than  intelligence.  But,  by  his 
diligence  and  stinginess  he  had  become  a  sub- 
stantial  farmer,  and   for   many  years  I   had   been 
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his  family  physician.  When  his  boy,  Henry,  came 
galloping  up  to  my  office  one  day,  wide-eyed  with 
fear,  I  surmised  that  his  mother  was  again  in  the 
clutches  of  one  of  her  spells.  I  deemed  it  highly 
inadvisable,  however,  to  add  to  the  perturbation 
of  the  household  by  an  exhibition  of  alarm.  Con- 
sequently, it  doubtless  seemed  to  the  family  that 
I  was  tardy  in  responding  to  the  call.  The  entire 
family,  save  Mrs.  Plunkett  herself,  awaited  on  the 
porch  the  arrival  of  my  comforting  and  impressive 
presence.  I  did  not  tell  Tim  that  the  thermometer 
indicated  that  his  wife  was  feverless;  nor  that  her 
pulse  was  normal  in  rate.  Nor  did  I  inform  him 
that  auscultatory  investigation  of  her  chest  re- 
vealed within  it  no  evidences  of  disease.  I  surveyed 
long  and  solemnly  her  far-protuded  tongue.  I  in- 
quired what  her  last  diet  had  been  and  when  she 
had  ingested  it.  Then  I  went  to  a  small  table,  and 
not  unmindful  of  the  gaze  of  the  assembled  family 
upon  me,  I  took  from  my  medicine  kit  two  small 
bottles,  and  from  the  one  I  removed  upon  a  knife 
blade  a  portion  of  white  powder,  and  from  the 
other  bottle  a  portion  of  powder  that  was  not 
white.  The  two  powders  I  slowly  rubbed  together 
in  an  admixture,  and  this  conglomerate  mass  T 
placed  far  back  upon  Mrs.  Plunkett's  tongue,  and 
with  a  glass  of  water  she  gulped  it  down,  looking 
lip  at  me  imploringly  all  the  while.  Calomel  and 
lhubarb,  my  dear  doctor,  are  perhaps  not  so  pop- 
ular as  they  once  were.  I  walked  out  upon  the 
porch.  Then,  with  my  hands,  both  of  them,  under 
the  tail  of  my  long  Prince  Albert  coat — and  i 
physician  should  wear  no  other — I  slowly  and 
solemnly  walked  back  and  forth.  When  Tim  spoke 
the  first  word  of  an  anxious  interrogatory  I  sternly 
rebuked  him  for  interrupting  my  meditation.  A 
little  later  I  turned  my  piercing  and  condemning 
eyes  upon  him  and  asked  why  he  had  delayed  until 
all  but  too  late  to  send  for  me.  But  I  heartlessly 
asserted  that  if  the  affliction  eventuated  fatally  the 
blame  would  be  upon  his  soul  and  not  upon  mine. 
And  when  he  implored  me  to'  tell  him  from  what 
cause  she  was  dying  I  fetched  forth  my  emergency 
diagnosis  for  that  day  and  riveting  my  eyes  upon 
bis  terror-stricken  countenance,  I  announced,  acute 
gastric  catarrh.'  But  for  a  near-by  chair,  he  would 
have  fallen  to  the  floor.  I  reentered  the  sick  room. 
So  did  all  the  other  members  of  the  family.  Again 
I  looked  upon  Mrs.  Plunkett's  protuded  tongue; 
again  I  palpated  her  pulse:  again  I  placed  an  ear 
against  her  chest.  Again  I  walked  back  and  forth 
upon  the  porch,  shaking  my  head  all  the  while  and 
muttering  to  myself.  I  reentered  the  sick-room. 
From  another  bottle  T  poured  two  tablespoonsful 
of  a  crystalline  substance  into  a  cup.  and  this  I 
told  Tim  to  give  his  wife  the  following  morning 


before  breakfast.  Magnesium  sulphate  is  unpalat- 
able, my  dear  doctor,  but  it  is  not  without  efficacy. 
Again  I  walked  upon  the  porch.  As  I  made  to  go 
Tim  inquired  the  amount  of  my  bill.  I  rebuked  hir.i 
sternly  for  speaking  of  money  in  the  probable  pres- 
ence of  death.  He  professed  the  profound  con- 
viction that  if  our  God  intended  for  her  to  live  I 
could  save  her.  Just  as  I  placed  my  hat  upon  my 
head  I  replied  belatedly  to  Tim's  inquiry  that  he 
owed  me  twenty-five  dollars  for  that  long  ride  and 
that  difficult  diagnosis.  I  pocketed  the  money,  as- 
sured Tim  that  I  would  call  the  next  afternoon, 
and  as  I  mounted  my  horse  my  egotism  was  not 
diminished  by  Tim's  audible  wonder  addressed  to 
himself  that  it  didn't  seem  quite  right  for  one  man, 
even  a  doctor,  to  know  mighty  nigh  as  much  as 
God.  .  .  When  I  called  the  next  afternoon  I  found, 
not  to  my  surprise,  Mrs.  Plunkett  seated  beneath 
a  mighty  oak  in  the  back  yard  engaged  in  picking 
the  geese.  She  assured  me  that  she  had  never 
before  token  such  powerful  liver  medicine.  And 
Tim,  now  that  his  terror  had  been  relieved,  seemed 
to  me  to  part  with  the  fifteen  dollars  that  I  col- 
lected from  him  for  the  second  visit  somewhat 
reluctantly.  Your  youth  and  relative  inexperience 
allow  me  to  presume  to  advise  you  to  make  your 
collections,  my  dear  doctor,  while  the  family  are  in 
a  state  of  terror,  and  when  their  minds  are  fixed 
upon  death  rather  than  upon  money.  You  will  ex- 
perience the  discomfort  of  discovering,  as  you  grow 
older,  that  that  type  of  gratitude  that  I  might 
designate  medical  is  frequently  exceedingly  short- 
lived. And  I  know,  my  young  friend,  that  you  will 
pardon  an  old  physician  for  emphasizing  the  im- 
portance of  an  instant  diagnosis.  The  more  obscure 
the  condition  is  the  more  promptly  the  diagnosis 
should  be  asserted.  And  throughout  the  years  T 
have  found  'acute  gastric  catarrh'  to  be  a  satis- 
factory malady.  The  therapy  is  simple  but  effective, 
the  prognosis  is  favourable,  and  the  sonorousness 
of  the  words,  if  slowly  and  ponderously  spoken 
tend  to  give  one  a  reputation  for  learning  and  skill. 
Did  I  hear  you  refer  to  truth,  my  young  friend ? 
The  physician  must  exercise  discretion  in  the  uptil- 
ization  of  that  divine  attribute.  He  can  seldom 
use  it  in  undiluted  form.  Like  pearls,  it  should 
not  be  thrown  about  recklessly. 

"I  fear,  my  young  doctor,  that  I  have  detained 
you  by  an  old  man's  reminiscences.  But  you  will 
discover,  if  you  have  not  already  done  so,  that  the 
physician  practises  his  profession  with  all  of  his 
being  and  all  of  his  attributes.  He  must  never  be 
surprised;  never  be  perturbed;  never  be  uncertain 
— but  always  omniscient  and  omnipotent.  'Acute 
gastric  catarrh'  is  an  excellent  diagnosis.  I  had 
other   emergency   diagnoses,   but   the   one   I    used 


March,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


upon  Mrs.  Plunkett  was  my  favorite." 

Long  ago  the  old  doctor  went  to  that  land  from 
which  disease  and  death  are  debarred.  But  his 
reputation  still  lives  in  a  county  in  North  Carolina, 
where  he  always  lessened  or  routed  fear,  even  when 
he  could  not  always  cure  the  disease. 

And  which  one  of  us  goes  about  without  his 
synonym  for  the  old  doctor's  'acute  gastric  catarrh?' 
And  what  a  multitude  of  synonyms  there  are!  — 
chronic  appendicitis,  avitaminosis,  glandular  dy- 
scrasia,  delayed  menopausis.  psychoneurosis,  ocular 
imbalance,  spastic  colon,  inferiority  complex,  hy- 
pochlorhydria,  cyclothmia.  coronary  sclerosis, 
obesity,-  emaciation,  arterial  hypertension,  uterine 
oisplacement,  allergy.  But  few  of  us  can  make 
such  powerful  use  of  the  synonyms  as  the  old 
doctor  made  of  'acute  gastric  catarrh.'  Because  he- 
looked  like  Daniel  Webster,  and  because  he  under- 
stood how  to  dramatize  his  soma  as  well  as  his 
psyche  in  dealing  with  those  diseased  and  those 
ethers  in  the  grip  of  fear,  he  was  able  to  exercise 
>n  high  degree  the  influence  of  mind  over  matter. 


PUBLIC  HEALTH 

N.  Thos.  Ennett,  M.D.,  Editor,  Greenville,  N.  C. 
Pitt  County  Health  Officer 


The  Changing  Order  Ahead 

The  writer  is  convinced  we  are  in  the  midst  of  a 
changing  order  as  related  to  the  practice  of  medi- 
cine. He  is  also  of  the  opinion  that  many  physi- 
cians, even  some  who  are  widely  read,  do  not  agree 
with  this  view. 

The  matter  has  been  so  ably  presented  by  Dr. 
J.  Morrison  Hutcheson,  President  of  the  Medical 
Society  of  Virginia  (Virginia  Medical  Monthly  for 
January)  that  I  will  briefly  quote  from  his  article. 

Dr.  Hutcheson  is  ultra-conservative,  not  one  who 
expresses  an  opinion  without  carefully  investigating 
the  subject  and  carefully  weighing  the  meaning  of 
his  words.  After  noting  the  recent  varied  activities 
of  the  Medical  Society  of  Virginia  and  noting  the 
broadening  of  its  scope  as  compared  with  that  of 
only  a  few  years  back.  Dr.  Hutcheson  says: 

"Tins  trend  is  both  proper  and  necessary.  Xo  Jonner 
is  the  function  of  a  .Medical  Society  solely  that  of  a  forum 
for  the  exchange  of  views  concerning  I  he  diagnosis  and 
treatment  of  disease;  many  other  matters  pertaining  to 
health  must  be  dealt  with. 

We  are  witnessing  profound  changes  in  our  social  struc- 
ture and  it  i-  difficult  to  predict  to  what  extent  our  ac- 
tivities  as  physicians  will  ultimately  be  affected.  Though  we 
may.  as  individuals,  object  to  what  we  consider  fanciful 
innovations  or  unwarranted  intrusions  upon  our  special 
fields,  we  are  obliged  to  admit  that  present-day  endeavoi 
to  improve  man'-  social  status  spring,  in  the  main,  from 
humanitarian  motive.  It  behooves  us,  then  to 
attitude  of  tolerance  and  cooperation,  insofar  as  our  prin- 
ciple-  will   permit,   rather  than   one  of  unyielding  opposi- 


tion. Thus  we  may  expect  to  achieve  a  positive  role  in 
shaping  mutations  that  appear  inevitable;  and  we  may- 
hope,  in  the  changing  order  ahead,  to  establish  and  preserve 
whatever  of  good  exists  in  the  present  order." 

I  also  quote,  briefly,  from  an  address  made  by 
Dr.  Thomas  Parran,  Surgeon  General,  before  the 
Annual  Conference  of  Secretaries  of  the  Constituent 
State  Medical  Associations,  Chicago,  Nov.  16th, 
1936:  .  .  . 

"Then,  too  (and  I  now  get  outside  the  field  of  present 
health  effort),  the  general  medical  care  of  the  indigent  is 
a  troublesome  problem  which  needs  to  be  worked  out.  In 
doing  this  we  must  recognize  that  society  is  going  to  demand 
that  the  dependent  and  indigent  groups  of  the  population 
receive  better  medical  care  than  they  have  had  up  to  now. 
I  hope  that  this  problem  will  be  one  of  particular  concern 
to  the  medical  profession  in  the  several  states  and  localities." 

"Much  has  been  said  about  the  socialization  of  medicine 
in  recent  years.  I  can  tell  you  that  I  do  not  favor  at  this 
time  any  national  scheme  of  health  insurance.  Nor  do  I 
favor  any  other  national  scheme  for  the  socialization  of  gen- 
eral medical  practice  in  this  country. 

Having  told  you  what  I  do  not  favor,  I  may  tell  you 
in  summary  what  I  do  favor  and  advocate:  first,  the  most 
complete  application  of  our  knowledge  for  the  prevention 
of  disease  and  death  by  joint  community  and  professional 
effort  against  those  diseases  and  conditions  which  are 
clearly  recognized  as  within  the  sphere  of  public  health 
service;  second,  the  use  of  community  resources  to  put 
better  tools  in  the  hands  of  the  medical  profession  and 
thereby  benefit  the  public  health  (pneumonia  control  work 
being  one  of  the  many  examples  which  might  be  cited), 
and  third,  the  continued  and  more  general  use  of  tax  funds 
to  provide  general  and  reasonably  complete  medical  care 
for  the  dependent  groups  of  the  population." 

Unquestionably  the  old  order  changeth. 

Private  practice  and  public  health  can  and  will 
get  together  in  the  interest  of  the  public  if  there  is 
no  meddling  by  Foundations  and  other  lay  organiza- 
tions. 


THERAPEUTICS 

J.  F.  Nash.  M.D.,  Editor,  Saint  Pauls,  N.  C. 


Encouraging  the  General  Practitioner  to 
Treat  His  Own  Patients 

The  address  the  president  of  the  Tri-State  Medi- 
cal Association  gave  us  at  Norfolk  contains  more  to 
encourage  the  general  practitioner  of  medicine  than 
has  come  out  in  a  long  time.  He  did  not.  confine 
himself  to  patting  us  on  the  back  and  saying  we  are 
pretty  good  fellows;  he  said  we  are  capable  of  doing 
most  of  our  own  work  and  that  specialists  should 
It'll  the  public  so. 

This  does  not  mean  that  we  should  undertake  to 
do  everything  needful  for  our  patients,  but  that 
specialists  are,  to  quote  him  exactly — for  he  states 
the  case  exactly — "for  managing  cases  of  unusual 
obscurity  or  complexity,  rather  than  for  handling 
all  disease  conditions  of  certain  organs  or  certain 
age  periods." 
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It  was  fine,  too,  to  see  the  way  he  brought  out  the 
fact  that  proper  enlargement  of  the  general  prac- 
titioner would  reduce  the  cost  of  medical  care  with- 
out detriment  to  the  patient,  and  that  as  encourage- 
ment is  given  and  patients  get  more  and  more  of 
their  care  from  their  own  doctors,  their  own  doctors 
will  become  better  and  better  doctors;  and  that  all 
this  would  make  people  better  and  better  satisfied 
with  the  present  method  of  giving  medical  care. 

Certainly  it  encouraged  me  to  determine  to  make 
the  small  investment  necessary  for  the  purchase  of 
a  few  instruments  essential  for  doing  some  things 
that  I  have  always  felt  capable  of  doing  but  which 
were  not  undertaken  because,  even  as  far  back  as 
my  entrance  on  the  practice  of  medicine,  those 
things  had  been  taken  over  by  the  specialists  and 
the  general  practitioner  shooe.d  away. 

The  specialists  are  my  friends  and  my  helps  in 
time  of  trouble;  but  even  good  friends  can  some- 
times make  too  much  of  themselves  and  then  they 
require  to  be  kept  in  bounds. 

One  does  not  have  to  be  an  expert  mechanic  to 
know  a  screwdriver  from  a  monkey-wrench,  or  how 
to  use  these  tools. 


A  Standard  Treatment  of  Syphilis 

(S.  W.   Litzenberger,  Anderson,  in  J  I.   Indiana  State   Med. 

Asso.,    Mar.) 

Continuous  treatment  is  indicated,  modified  only  by  the 
patient's  general  physical  condition  or  intolerance  to  the 
drugs  used.  Sero-negative  primary  syphilis  should  have 
a  minimum  of  one  year's  treatment ;  sero-positive  primary 
syphilis,  of  18  months'  treatment;  secondary  syphilis,  of 
2  years'  treatment. 

Treatment  of  latent  or  asymptomatic  syphilis  should 
have  at  least  6  weeks  of  one  of  the  heavy  metals  before 
any  arsenic  is  administered.  Arsenic  should  be  used  spar- 
ingly in  the  aged,  if  at  all.  Three  years  of  continuous  treat- 
ment is  advisable  if  tolerated. 

Some  patients  will  require  more,  and  this  is  usually 
shown  only  by  the  blood  and  spinal-fluid  Wassermann 
reactions. 

A  spinal  puncture  and  complete  examination  of  the  fluid 
should  be  done  in  every  case  some  time  during  the  first  year 
of  treatment.  If  your  first  physical  examination  suggests 
the  possibility  of  neurosyphilis,  spinal  puncture  should  be 
done  immediately. 

Use  a  few  drugs  and  use  them  well.  Valuable  time  is 
often  wasted  in  trying  some  unproved  drug. 

Neoarsphenamine — Varied  to  suit  extremes  of  weight  in 
either  sex.  Arsphenamine  is  slightly  more  efficient,  but 
this  advantage  is  offset  by  its  higher  toxicity  and  more 
exacting  technic  of  administration. 

Mercury— For  intramuscular  injection  I  use  salicylate, 
one  grain  weekly. 

Bismuth— Weekly  to  the  average  adult — a  solution  in  oil 
which  allows  slow,  continuous  absorption. 

Sodium  iodide  and  potassium  iodide  per  os  are  equally 
efficacious,  the  sodium  salt  a  little  better  tolerated— 10  to 
20  grains  in  a  suitable  vehicle,  t.i.d.,  before  meals. 

All  intravenous  medication  is  given  very  slowly.  Intra- 
muscular injections  are  made  in  the  gluteus  maximus,  the 
needle  being  inserted  at  the  angle  of  the  upper  and  outer 


quadrant  and  inclining  inward  and  downward.  Aspiration 
should  always  be  done  before  the  injection  is  begun  to 
guard  against  depositing  the  drug  within  a  vessel.  Follow- 
ing injection,  vigorous  massage  of  the  area  will  prevent 
much  pain  and  soreness. 

Use  only  a  drug  by  a  reputable  pharmaceutical  house, 
in  at  least  10  ex.  of  water,  being  certain  of  its  sterility  and 
of  its  purity  of  distillation;  if  it  is  cloudy,  discard  it.  In- 
ject the  drug  intravenously  immediately  upon  its  complete 
dissolution,  very  slowly,  being  certain  at  all  times  that  the 
needle  is  well  within  the  vein. 

When  a  competent  serologist  returns  a  definitely  four-plus 
Wassermann  test,  your  patient  has  syphilis.  Should  the 
patient  be  clinically  negative  and  give  a  negative  history, 
the  blood  test  should  be  verified  by  one  or  more  other 
laboratories  of  good  repute.  A  lesser  degree  of  positivity 
also  demands  further  investigation.  Known  syphilitics  with 
weakly  positive  reactions  should  have  further  treatment. 
A  negative  Wassermann  reaction  does  not  exclude  syphilis. 
If  clinical  symptoms  still  suggest  syphilis,  a  provocative 
test  is  in  order.  This  is  done  by  injecting  0.6  gms.  neoar- 
sphenamine intravenously  and  drawing  blood  for  a  Wasser- 
mann test  48  hours  later.  If  this  is  negative,  repeat  the 
procedure  in  five  days.  A  third  trial  may  be  used.  This* 
is  of  value  when  a  definitely  positive  reaction  results;  but 
otherwise,  syphilis  has  still  not  been   excluded. 

After  the  recommendation  period  of  treatment,  if  the 
Wassermann  test  is  negative,  treatment  is  discontinued. 
However,  vigilant  observation  must  continue.  I  rec- 
ommend blood  Wassermann  tests  every  two  months  follow- 
ing cessation  of  treatment  during  the  first  year,  twice 
yearly  during  the  following  four  years,  and  annually  there- 
after for  the  duration  of  life. 

First  year  of  treatment: 

Twelve  weekly  injections  of  100  msms.  bismuth  intra- 
muscularly, and  neoarshenamine  intraveniously  (0.45  gm 
for  women  and  0.6  gm.  for  men).  These  two  injections 
per  week  may  be  administered  during  the  same  office  call. 

Draw  blood  for  Wassermann  test  before  beginning  the 
next  course  w:hich  consists  of: 

Twelve  weekly  injections  of  mercury  intramuscularly  (1 
grain  mercury  salicylate  or  equivalent),  and  10  to  20  grains 
sodium  iodide,  t.i.d..  per  os,  during  these  12  weeks  as 
tolerated. 

The  2  above  mentioned  12-week  periods  are  repeated, 
thus  making  a  total  of  48  weeks,  or  approximately  one 
year  of  continuous  treatment. 

Additional  treatment,  as  recommended  earlier  in  this 
paper,  consists  of  repeating  these  two  12-week  periods, 
drawing  blood  for  a  Wassermann  test  at  the  beginning  of 
each  mercury  course.  The  treatment  is  continuous;  there 
are  no  rest  periods. 


Acute  Toxic  Myocarditis.— In  most  cases  of  acute  circu- 
latory failure  the  fault  lies  primarily  not  in  the  heart  but 
in  the  peripheral  circulatory  apparatus.  Since  shock  usually 
is  extracardiac  in  origin  it  cannot  as  a  rule  be  listed  as  a 
cardiac  emersency.  Occasionally  the  heart  itself  is  affected 
by  the  toxic  or  other  processes  responsible  for  the  situation. 
Under  such  circumstances  vigorous  therapy  to  the  heart  is 
more  likelv  to  do  harm  than  good.  Drugs  which  single  out 
the  heart  in  antitoxic  action  are  unknown.  Morphine  is 
perhaps  more  valuable  than  caffeine. 

Cardiac  Standstill.— An  attempt  at  cardiac  massage  prob- 
ably offers  the  best  chance  of  restoration.  Except  in  the 
course  of  an  operation  allowing  more  direct  approach  to 
the  heart,  the  probability  of  success  would  appear  to  be 
remote. 
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borne   by   the   author. 


DOCTOR  WALTER  OLIN  NISBET 

With  the  death  of  Dr.  Walter  Olin  Nisbet  on 
January  18th,  there  passed  one  of  the  few  remaining 
John  Peter  Munroe,  made  a  medical  center  of  the 
little  town  of  Charlotte.  Though  born  in  South 
Carolina  and  practicing  in  the  state  for  ten  years, 
his  professional  life  is  thought  of  as  identified 
almost  wholly  with  Charlotte  medicine. 

Of  the  three  sons  of  Dr.  John  Newton  Nisbet,  of 
Lancaster  County,  South  Carolina,  who  espoused 
their  father's  profession,  Dr.  Verner  Nisbet,  of 
Philadelphia,  is  the  only  survivor;  Dr.  James  Doug- 
las Nisbet,  who  practiced  in  New  York  for  a  long 
time,  having  died  several  years  ago. 

Dr.  Olin  Nisbet  entered  on  the  general  practice 
of  his  profession  with  unusual  preparation,  and 
when  he  decided  to  limit  his  practice  he  made  un- 
usual preparation  for  work  in  his  specialty,  pur- 
suing advanced  studies  in  Berlin.  Locating  in 
Charlotte  on  his  return,  he  soon  took  a  commanding 
place  as  a  gatroenterologist  in  the  State  and  section. 
A  member  of  the  Faculty  of  the  North  Carolina 
Medical  College  from  its  founding,  he  served  as 
Dean  from  1912  to  1916.  He  made  one  of  the 
forward-looking  group  of  doctors  and  laymen  who 
founded  the  Charlotte  Sanatorium,  and  was  a  mem- 
ber of  the  staff  of  this  institution  and  of  the  Pres- 
byterian Hospital  until  his  death.  Besides  his 
county,  State,  regional  and  national  bodies,  he  held 
membership  in  the  Gorgas  Memorial  Institute  of 
Tropical    Medicine. 

For  twenty-five  years  Dr.  Nisbet  had  been  an 
Elder  in  the  Second  Presbyterian  Church,  of  Char- 
lotte, to  which  body  he  was  unassumingly  devoted. 
An  ardent  sportsmanship  found  outlets  in  hunt- 
ing and  golfing  so  long  as  physical  capacity  was 
retained,  the  invalidism  which  terminated  only 
with  his  death  having  begun  with  a  cardiac  seizure 
while  on  the  golf  course  four-and-a-half  years  ago. 
A  life-time  habit  of  keeping  abreast  of  medical 
knowledge  continued  to  the  last,  as  did  the  gentle 
and  kindly  philosophy  that  was  a  distinguishing 
characteristic. 

The  following  Resolutions  were  passed  by  his 
County  Medical  Society: 

Whereas  it  has  pleased  Almighty   God  to  take  from   us 
cur  beloved  friend  and  fellow   member 

WALTER  OLIN   XISBET 
Be  it  resolved  thai   we  the  members  of  the  Mecklenburg 
County   Medical  Societ;  I  oui      n  il    loss   in   his   death. 

We  -hall  miss  his  wise  counsel,  and  his  unfailing  courtesy 
to  the  "ini'T  and  oldesl  member  of  the  Society.  He 
nor  too  tired  to  show  a  kindly  and 
intelligent  interest  in  all  things  pertaining  to  the  Medical 
Profession.    We  shall   retain,   as   long   as   life   for  us   shail 
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last,  the  sweet  memory  of  his  gentle  comings  and  goines 
amongst  us.  And  look  forward  to  a  renewed  fellowship 
with  him  and  others  we  have  known  and  loved,  who 
have  gone  from  this  Society  into  the  larger  life  Eternal. 
It  is  requested  that  copies  of  this  resolution  be  sent  to 
members  of  his  immediate  family  and  recorded  in  the 
minutes  of  this  meeting. 

(Signed)    JOHN  HILL  TUCKER,  M.D. 
R.  L.  GIBBON,  M.D. 
A.  J.  CROW  ELL,  MB. 
The  family  tradition  is  carried  on  in  Dr.  Doug- 
las Heath  Nisbet,  one  of  the  three  surviving  sons. 


Asheville  was  chosen  as  a  place  of  meeting  next 
February. 

All  which  means  the  old  year  was  good  and  we 
have  entered  on  a  new  year  of  rich  opportunity 
and  great  promise. 


-8.   M.    6   B.- 


The  Norfolk  Tri-State  Meeting 

The  meeting  of  the  Tri-State  Medical  Associ- 
ation of  the  Carolinas  and  Virginia  held  at  Norfolk, 
February  22  nd  and  23  rd,  was  exceptionally  profit- 
able and  enjoyable.  The  arrangement  Committee, 
under  the  able  generalship  of  Dr.  C.  J.  Andrews, 
had  made  the  advance  preparations  and  continued 
to  function  so  admirably  that  everything  went 
smoothly  and  pleasantly. 

The  president's  address  sounded  a  strong  note  of 
optimism  as  to  the  future  of  the  Private  Practice  of 
Medicine,  ably  reasoning  that  there  is  little  dis- 
satisfaction with  the  way  medical  service  is  rend- 
ered, and  that  what  little  there  is  may  be  removed 
by  emphasizing  the  importance  of  the  general  prac- 
titioner, by  enlarging  rather  than  contracting  his 
sphere. 

Dr.  F.  H.  Lahey,  of  Boston,  made  handsome 
contribution  to  our  meeting.  He  is  one  of  thosB 
delightful  individuals  who  impart  information  so 
naturally  and  easily  as  to  instruct  one  even  in 
spite  of  himself. 

The  dinner  for  ex-presidents  and  participants  in 
the  first  meeting  of  the  Association  held  in  Norfolk 
— 30  years  ago — offered  happy  occasion  for  remin- 
iscence and  that  good  talk  of  informal  nature  that 
makes  up  so  large  a  part  of  the  happiness  of  edu- 
cational meetings. 

Our  new  president  is  Dr.  Howard  Masters,  of 
Richmond.  Our  next  issue  will  carry  more  about 
him. 

For  the  first  time  in  its  history  the  Association 
those  a  president-elect,  and  for  this  office  a  North 
Carolinian  was  chosen,  so  as  to  maintain  the  old 
order,  the  only  real  change  being  that  a  member 
is  notified  a  year  in  advance  that  he  is  to  be  presi- 
dent. The  first  to  fill  this  office  is  our  own  Dr.  J. 
F.  Highsmith,  of  Fayetteville. 

Vice  presidents  elected  were:  for  Virginia — Dr. 
D.    C.    Wilson,    University;    South    Carolina — Dr. 

C.  M.   Wyatt,    Greenville;    North    Carolina — Dr. 

D.  W.  Ruff  in,  Ahoskie.  To  the  council:  for  North 
Carolina — Dr.  A.  G.  Brenizer,  Charlotte;  South 
Carolina — Dr.  A.  E.  Baker,  (re-elected)  Charles- 
ton;   Virginia — Dr.   J.  W.   Davis,  jr.,   Lynchburg. 


Instruction  in  Nursing  in  the  Home 

By  an  odd  circumstance  the  manuscript  of  Dr. 
Worcester's  article  on  the  work  of  the  Waltham 
Nursing  Service  Bureau  with  copy  for  advertise- 
ment of  the  Waltham  School,  and  a  notice  of  a 
Short  Course  in  Nursing  Education  for  Registered 
Nurses  to  be  given  at  Chapel  Hill,  came  in  at  al- 
most the  same  time  and  both  appear  in  this  issue. 

I  wonder  how  many  suggestions  the  planners  of 
ihe  short  course  will  care  to  adopt  from  Dr..  Wor- 
cester's article  or  from  the  advertisement  of  the 
Waltham  School,  how  many  of  the  ideas  here 
lepresented  may  find  their  way  into  courses  offered 
by  the  Training  Schools  of  the  various  hospitals  of 
this  State  and  section. 

To  many  the  idea  of  a  graduate  in  hospital 
nursing  taking  a  post-graduate  course  in  home 
nursing  may  savour  of  studying  in  order  to  qualify 
oneself  for  demotion.  This  journal  is  not  one  of 
that  number.  One  of  its  fixed  opinions  is  that  the 
place  for  the  vast  majority  of  sick  folks  who  have 
beds  of  their  own  is  in  those  beds,  and  that  the 
nurse  is  at  her  best  when  practicing  her  profession 
in  the  home. 

It  will  be  noted  that  Dr.  Worcester  does  not 
hold  with  those  who  contend  there  is  no  place  io: 
the  untrained  nurse  or  household  helper;  that  he 
plainly  says,  "In  the  large  majority  of  cases  con- 
tinuous trained  nursing  is  only  a  needless  extrava- 
gance." His  heart  is  soft,  but  not  his  head;  and 
the  heart  and  head  being  as  they  should  be  accounts 
largely  for  the  success  of  a  project  that  reduces 
incalculably  the  sum  of  human  misery. 

Let  us  hope  to  see  soon  such  Nursing  Service 
Bureaus  in  operation  all  over  the  land. 


Doctors'  English 

A  comparison  of  the  current  medical  journals  of 
our  country  with  the  Boston  Medical  and  Surgical 
or  the  Charleston  Medical  Journal  of  a  hundred 
years  ago  will  confirm  your  suspicions  that  our 
fathers  used  our  mother  tongue  with  a  degree  of 
facility  and  grace  to  which  we  do  not  approach. 

They  carved;  we  hack. 

A  comparison  of  our  journals  with  those  pub- 
lished abroad  will  prove  also  to  our  discredit. 

At  least  one  medical  faculty  has  noted  with  pain 
that  its  students — and  some  faculty  members,  too — 
are  seriously  lacking  in  education  in  primary  Eng- 
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lish,  and  is  bent  on  doing  something  about  it. 

We  learn  from  the  excellent  Journal  of  the  In- 
diana State  Medical  Association,  issue  for  Febru- 
ary that: 

The  Medical  Council  of  the  Indiana  University 
has  been  devising  ways  and  means  through  which 
the  written  and  oral  English  of  the  students  and 
internes  could  be  improved.  The  primary  purpose 
is  to  produce  physicians  who  will  be  able  to  write 
and  speak  properly  before  assemblies  of  physicians 
or  laymen. 

The  dean  appointed  a  committee  recommending 
that  a  course  be  given  encouraging  and  promoting 
the  better  use  of  the  English  language — written  and 
spoken — among  the  candidates  for  the  M.D.  degree. 

In  the  Atlantic  Monthly  for  January,  Wilson 
Follett  says:  "At  no  time  since  English  became 
a  fully  modern  language,  with  dictionaries  and 
codifiable  standards  of  usage,  has  there  been  so 
high  a  percentage  of  slovenliness,  laxity  and  down- 
right anarchy"  in  language  use.  Examination  pa- 
pers of  the  students  show  the  need  for  such  a 
course  in  the  medical  curriculum,  and  casual  in- 
spection of  the  case  records  made  by  internes  re- 
veals appalling  errors  in  spelling,  punctuation, 
grammar  and  rhetoric.  In  the  oral  recitations,  and 
in  the  public  reading  of  case  histories  and  of  pre- 
pared papers,  frequently  the  delivery  is  so  poor  in 
enunciation  and  expression  that  the  meaning  is 
not  conveyed  at  all,  or  its  apprehension  becomes  a 
disagreeable  physical  effort  on  the  part  of  the  audi- 
ence. 

Medical  students  should  be  impressed  with  the 
fact  that  no  small  part  of  their  time  and  effort, 
as  doctors,  will  be  taken  up  with  presenting  to 
various  groups  the  results  of  their  experience  and 
observation,  so,  for  the  advancement  of  Medicine 
as  well  as  for  the  progress  of  the  individual  phy- 
sician, such  reports  and  discussions  should  be  ex- 
pressed in  the  best  English.  We  are  told  that: 
"Rhetoric  may  be  defined  as  the  art  of  efficient 
communication  by  language.  It  is  not  one  of  sev- 
eral arts  out  of  which  a  choice  may  be  made;  it  is 
the  art  to  the  principles  of  which,  consciously  or 
unconsciously,  a  good  writer  or  speaker  must  con- 
form. It  is  an  art,  not  a  science:  for  it  neither 
observes,  nor  discovers,  nor  classifies;  but  it  shows 
how  to  convey  from  one  mind  to  another  the  results 
of  such  observation,  discovery,  or  classification. 
Therefore,  the  correct  use  of  language  is  an  essen- 
tial tool  of  science  which  would  be  powerless  with- 
out it." 

Also  we  feel  that  the  profession  has  suffered  from 
its  lack  of  interest  and  its  inability  to  present  the 
simple  facts  of  medical  science  to  the  general  public 
and  to  justify  its  traditional  attitudes.  It  has  suf- 
fered much,  and  will  suffer  more  in  the  near  fu- 


ture, because  it  has  been  unvocal  and  hesitant  in 
presenting  its  point  of  view  in  regard  to  the  vital 
question  of  social  security  and  the  socialization  of 
medicine. 

Follett  further  urges  training  "in  civilized  aware- 
ness of  clear,  cogent  English"  with  teaching  con- 
centrated on  "simple,  precise,  concrete  facts  and 
principles  which  can  be  taught  to  everyone  who 
is  teachable,  with  plenty  of  old-fashioned  practical 
attention  to  the  blunders  which  are  commonly 
made." 

The  cultivation  of  style  for  style's  sake  is  not 
to  be  encouraged,  but  rather  the  clarification  of 
one's  own  thoughts,  and  their  expression  in  appro- 
priate language.  The  object  of  such  a  course 
would  not  be  to  develop  oratory,  but  rather  to  en- 
able one  to  put  his  thoughts  on  paper  in  due  form, 
and  then  to  read  them  aloud  to  an  audience  with 
intelligible  enunciation  and  intelligent  expression. 

It  has  been  suggested  that  a  course  of  lectures 
and  practical  work  in  English  composition  and  in 
reading  aloud  should  form  the  basis  of  such  a 
course,  but  that  credit  might  be  withheld  until  the 
senior  year;  that  during  the  intervening  years,  the 
student's  mind  should  be  kept  alert  in  this  field 
by  grading  recitations  and  written  work  partly  for 
their  correctness  in  the  use  of  the  English  grammar 
and  rhetoric.  The  students  should  be  made  to  feel 
that  their  use  of  English  is  being  constantly  scru- 
tinized. The  faculty  of  the  medical  school  should 
be  stimulated  to  this  purpose  by  inviting  free  crit- 
icism among  themselves. 

This  journal  has  long  entertained,  and  long  ago 
expressed,  the  opinion  that  the  use  of  the  "language 
of  the  street"  ill  becomes  professional  people,  and 
all  others  who  have  opportunity  to  know  better; 
and  that  a  certain  amount  of  dignified  restraint, 
rather  than  the  popular  excess  of  familiarity,  would 
be  becoming  in  doctors,  and  would,  moreover,  en- 
hance our  prestige  and  influence. 

It  is  to  be  hoped  that  the  Indiana  school  will 
succeed  in  teaching  its  medical  students  and  in- 
ternes what  they  should  have  been  taught  in  gram- 
mar school;  and  it  may  well  be  worth  while  to 
remind  that  any  one  who  can  read  and  write  can 
improve  his  English  if  he  really  desires  to  do  so. 


Proposed  Legislation  for  Compulsory  Liability 

Insurance  on  All  Automobiles  in 

North  Carolina. 

Endorsed  by  County  Medical  Societies  not  sup- 
ported by  State  Medical  Society's  Legislative  Com- 
mittee. Senate  Bill  No.  96  dies  in  Committee. 
Drafted  by  Attorney  O.  J.  Mooneyham  and  intro- 
duced in  the  Senate  by  Senators  Alcock,  Bacon  and 
Abernethy,  and  referred  to  senate  Committee  on 


SOUTHERN  MEDICINE  AND  SURGERY 


March,  1937 


Roads. 

A  bill  to  be  entitled  an  act  to  provide  for  the 
reduction  of  registration  fees  of  automobiles  and 
trucks,  liability  insurance  for  each  owner  of  an 
automobile  and  truck,  and  creation  of  the  North 
Carolina  highway  safety  and  relief  department. 

The  General  Assembly  of  North  Carolina  do 
enact : 

Section  1.  That  the  license  fees  for  the  regis- 
tration of  automobiles  and  trucks  be  reduced  to 
fifty  per  cent  of  the  present  schedule  in  force  and 
effect;  that  this  reduction  also  apply  to  trailers, 
motorcycles,  and  all  vehicles  required  to  be  regis- 
tered by  the  Motor  Bureau. 

Section  2.  That  all  owners  of  automobiles  and 
trucks  be  required  to  purchase  liability  insurance 
as  hereinafter  provided  with  the  amount  of  the 
reduction  in  registration  fees  hereby  provided. 

Section  3.  That  there  is  hereby  created  a  North 
Carolina  Highway  Safety  and  Relief  Department, 
consisting  of  three  commissioners,  who  shall  de- 
vote their  full  time  to  the  duties  of  the  department. 
The  Governor  shall  appoint  the  commissioners,  one 
for  a  term  of  two  years,  one  for  a  term  of  four  years 
and  one  for  a  term  of  six  years.  Upon  the  ex- 
piration of  each  term  as  above  mentioned,  the  Gov- 
ernor shall  appoint  a  successor  for  a  term  of  six 
years,  and  thereafter  the  term  of  office  of  each 
commissioner  shall  be  six  years.  One  member,  to 
be  designated  by  the  Governor,  shall  act  as  chair- 
man. 

Section  4.  The  salary  of  the  chairman  shall 
be  Forty-five  Hundred  &  No/100  Dollars  ($4,500) 
a  year,  and  the  salary  of  each  of  the  other  com- 
missio|ners  shall  be  Four  Thousand  &  No/100 
($4,000.00)  a  year,  such  salaries  to  be  payable 
in  monthly  installments. 

Section  5.  (a)  The  commissioners  may  appoint 
a  secretary,  whose  duties  shall  be  prescribed  by  the 
commissioners,  and  whose  salary  shall  not  be  more 
than  Three  Thousand  &  No/100  Dollars  ($3,000) 
a  year,  and  who  may  be  semoved  at  the  will  of  the 
three  commissioners.  The  commissioners  may  also 
employ  such  other  clerical  assistance  as  they  may 
deem  necessary  and  fix  the  compensation  of  all  per- 
sons so  employed.  The  commissioners  and  their 
assistants  shall  be  entitled  to  receive  from  the  State 
their  actual  and  necessary  expenses  while  traveling 
on  the  business  of  the  Department,  but  such  ex- 
penses shall  be  sworn  to  by  the  person  who  incurred 
the  same,  and  shall  be  approved  by  the  Chairman 
before  payment  is  made. 

(b)  All  salaries  and  expenses  of  the  commis- 
sioners and  their  assistants  shall  be  audited  and 
paid  out  of  the  State  Treasury  in  the  manner  pro- 
vided for  similar  expenses  in  other  departments  or 
branches  of  the  State  service. 


Section  6.  (a)  The  commissioners  shall  be  pro- 
vided with  adequate  offices  in  some  building  in  the 
Capitol  or  some  suitable  building  in  the  City  of 
Raleigh,  in  which  the  records  shall  be  kept  and 
its  official  business  transacted  during  regular  busi- 
ness hours;  it  shall  also  be  provided  with  necessary  : 
office  furniture,  stationery  and  other  supplies. 

(b)  The  commissioners  may  appoint  deputies 
who  shall  have  the  power  to  subpoena  witnesses  and 
administer  oaths,  and  who  may  take  testimony  in 
such  cases  as  the  commissioners  may  deem  proper. 
Such  testimony  may  be  transacted  in  writing  to 
the  commissioners,  and  the  commissioners  shall 
fix  the  compensation  of  such  deputies. 

(c)  The  commissioners,  or  any  member,  or  a 
deputy  may  hold  sessions  at  any  place  within  the 
State  as  may  be  deemed  necessary  for  the  commis- 
sioners. 

(d)  The  commissioners,  in  holding  summary 
hearings  and  making  awards  under  this  Act  shall 
be  governed  at  all  times  by  the  laws  of  the  State 
of  North  Carolina. 

Section  7.  Each  owner  of  an  automobile  or 
truch,  upon  application  for  registration  of  the  same, 
shall  pay  to  the  Motor  Vehicle  Bureau,  a  sum  equal_ 
to  the  sum  paid  for  the  registration  of  the  said 
automobile  or  truck,  to  be  paid  to  the  State  Treas- 
ury as  a  premium  for  liability  insurance. 

(b)  It  shall  be  the  duty  of  the  commissioners 
to  prescribe  the  form  of  policy  to  be  supplied  to 
the  owner  of  a  truck  or  automobile,  and  the  said 
policy  shall  be  supplied  to  him  along  with  his  license 
plates  by  the  Motor  Vehicle  Bureau. 

(c)  The  commissioners  shall  have  the  power 
and  authority  to  employ  an  expert  to  determine  the 
amount  of  insurance  which  the  Department  can 
furnish  to  each  owner  for  the  sum  paid  by  him  to 
the  Motor  Vehicle  Bureau,  and  the  amounts  so 
determined  by  the  commissioners  shall  be  repre- 
sented by  a  liability  policy  of  a  form  •  prescribed 
by  the  commissioners  to  be  delivered  to  each  owner 
of  an  automobile  or  truck. 

Section  8.  Such  sums  as  are  paid  by  the  Motor 
Vehicle  Bureau  to  the  State  Treasury  shall  be  in  a 
separate  account  and  all  claims  and  the  expenses  of 
the  commissioners  and  -assistants,  and  their  ex- 
penses shall  be  paid  out  of  the  said  fund.  Any 
reserve  which  shall  accumulate  in  the  said  fund 
shall  be  invested  in  the  bonds  of  the  State. 

Section  9.  When  the  truck  or  automobile  of  any 
owner  insured  under  the  provisions  of  this  Act  shall 
be  involved  in  any  wreck  or  accident  and  the  owner 
thereof  desires  to  file  a  claim  against  the  owner  of 
such  automobile  or  truck  which  shall  have  been 
involved  in  said  wreck  or  accident,  he  shall  give 
notice  to  the  commissioners  within  six  months  and 
a  failure  to  give  such  notice  shall  be  a  bar  to  any 
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recovery  for  personal  injuries  or  property  damage 
growing  out  of  such  wreck  or  accident. 

Section  10.  The  commissioners  shall  have  the 
power  and  authority  to  make  rules  and  regulations, 
which  shall  have  the  force  and  effect  of  laws  rela- 
tive to  summary  hearings  to  determine  liability,  ap- 
peals to  the  Superior  Court. 

Section  1 1 .  The  commission  herein  created  shall 
have  the  power  and  authority  to  pass  upon  and 
approve  all  bills  rendered  by  hospitals,  physicians, 
attorneys  and  undertakers.  And  after  final  award 
or  judgment  of  the  Superior  Court  and  within  thirty 
days  the  Treasury  Department  shall  make  payments 
according  to  the  same. 

Section  12.  All  services  for  first  aid.  medical 
expenses,  hospital  expenses,  burial  expenses  and 
expenses  for  the  repair  of  automobiles  or  trucks  in- 
sured hereunder  shall  be  a  first  lien  upon  the 
amount  awarded  to  a  claimant  and  a  reasonable 
attorney  fee  to  be  paid  to  claimant's  attorney  out 
of  the  award  and  such  bills  may  be  paid  before 
judgment  where  there  is  no  dispute  made,  pro- 
vided the  said  expenses  are  due  by  the  claimant, 
his  heirs,  administrators  or  executors  and  provided 
the  claim  is  acknowledged  as  due  by  the  claimant, 
or  has  been  reduced  to  a  judgment  and  a  notice  of 
such  claim  filed  with  the  commissioners.  The  com- 
missioners are  authorized  and  empowered,  when 
such  claims  are  acknowledged  to  be  due  by  the 
claimant,  or  when  reduced  to  final  judgment  or 
finally  adjudicated  in  the  courts,  to  have  them  paid 
by  the  State  Treasury  out  of  the  award  made  to  the 
claimant  or  to  pay  them  proportionately  insofar  as 
such  award  will  cover  them.  In  the  event  of  a 
dispute  about  such  bill  for  expenses  the  commission- 
ers are  authorized  to  withhold  so  much  of  the 
award  as  will  pay  them,. until  the  claim  is  finally 
adjudicated  and  no  claim  for  such  expenses  which 
is  not  filed  within  ninety  days  shall  be  barred. 

Section  13.  Any  owner  of  an  automobile  or 
truck,  against  whom  a  judgment  is  rendered  because 
of  the  negligence  of  the  owner,  his  agents,  or  serv- 
ants shall  pay  any  deficiency  on  the  said  judgment 
over  and  above  the  amount  of  liability  insurance 
in  force  with  the  State.  And  failure  to  pay  such 
judgment  within  sixty  days  after  rendition  of  final 
judgment  in  the  cause  shall  be  grounds  for  cancella- 
tion of  the  registration  of  the  automobile  or  truck 
of  the  defendant,  his  agents  and  servants  and  also 
the  license  of  the  defendant,  his  agent,  employes 
or  member  of  his  family:  and  the  commissioners 
shall  notify  the  Motor  Vehicle  Bureau,  who  shall 
cancel  the  same,  and  who  shall  fail  to  renew  the 
same  until  such  judgment  is  discharged.  This 
is  included  in  the  Act  to  the  end  that  safety  upon 
our  highways  may  be  guaranteed  to  its  citizens. 
And  the  commission  shall  have  power  and  authority 


to  inaugurate  safety  measures  and  safety  campaigns 
that  in  any  way  shall  aid  in  the  prevention  of  acci- 
dents on  the  highways.  The  commission  shall  also 
have  authority  to  use  the  State  Highway  Patrol 
for  making  investigations  and  claims  under  the 
provisions  of  this  Act. 

Section  14.  Provided  that  there  shall  be  ex- 
empted from  the  provisions  of  this  Act  all  Motor 
Vehicles  now  used  as  public  taxis  and  public  car- 
riers, and  which  are  now  required  by  law  or  ordi- 
nance to  carry  public  liability  insurance. 

Section  15.  All  laws  in  conflict  herewith  are 
hereby  repealed. 

Section  16.  Any  person  making  a  false  claim  or 
charge,  or  in  any  way  violating  the  intent  and 
purpose  of  this  Act  shall  be  guilty  of  a  misdemeanor, 
and  punished  in  the  discretion  of  the  court;  that 
any  person  entering  into  a  collusion  to  defraud  the 
commission  shall  be  guilty  of  a  felony  and  shall  be 
punished  by  imprisonment  in  the  state  prison  for 
a  term  of  not  less  than  three  years;  that  any  person 
violating  the  provisions  of  this  act  shall  have  his 
driving  license  immediately  cancelled  by  the  Motor 
Vehicle  Bureau. 

Section  17.  The  Governor  shall  appoint  the 
commissioners  herein  provided  October  first,  one 
thousand  nine  hundred  and  thirty-seven,  and  they 
shall  immediately  set  up  the  machinery  and  offices 
to  put  this  Act  into  effect;  all  other  provisions  of 
the  Act  shall  become  effective  January  first,  one 
thousand  nine  hundred  and  thirty-eight. 

This  measure  offered  in  good  faith  as  a  relief 
proposition  for  the  doctors  and  hospitals  and  for 
every  man,  woman  and  child  who  rides  or  walks 
the  highways  and  streets  of  the  State,  received  the 
endorsement  and  approval  of  a  majority  of  the 
County  Medical  Societies  of  the  State,  and  was 
considered  constitutional  by  several  of  the  State's 
leading  attorneys,  including  Governor  Hoey,  whose 
statement  is  as  follows:  "I  have  examined  this 
bill  with  care,  and  I  think  it  is  a  good  bill.  I  am 
discussing  it  with  various  members  and  I  find  con- 
siderable support  for  it.  I  am  so  delighted  that 
you  have  had  it  put  in  proper  form  and  that  it  will 
be  up  for  consideration  before  the  committee.  I 
am  so  pleased  that  you  thought  to  write  me  about 
this  and  I  will  contact  some  of  the  members  of  the 
committee."  It  was  approved  by  some  of  the 
leading  Senators  and  Representatives  in  the  Gen- 
eral  Assembly  notwithstanding  the  Executive  Com- 
mittee of  the  North  Carolina  Medical  Society  for 
some  unknown  reason  did  not  favor  and  support 
the  measure  and  the  bill  received  severe  criticism 
from  the  Chairman  of  the  Legislative  Committee  of 
tin-  State  Medical  Society,  who  stated  the  bill  was 
unconstitutional  and  should  be  redrafted  by  a  sub- 
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committee  if  considered.  We  expected  the  in- 
surance Companies  and  the  highway  commission  to 
oppose  the  bill  which  they  did.  and  the  measure 
failed  to  pass  the  Senate  Roads  Committee. 

— W.  C.  BOSTIC,  M.D.,  Forest  City.  -V.  C. 


— S.    M.    &   S.- 


Let's  Revive  It  and  Put  It  Through  at  the 
Next  Meeting  of  the  General  Assembly 
In  other  columns  of  this  issue  is  carried  an  ac- 
count of  the  failure  of  passage  of  a  bill  which  would 
have  offered  a  great  measure  of  relief  to  doctors 
and  hospitals  that  are  forced  to  take  care  of  the 
victims  of  automobile  wrecks,  not  one  in  four  of 
whom  ever  pays  anything  for  this  care. 

Dr.  Bostic  has  given  much  thought  and  time. 
and  spent  no  little  money,  in  this  cause.  He  is 
actuated  by  no  motive  other  than  saving  other 
doctors  as  much  as  himself — and  some  a  great  deal 
more  than  himself  for  he  does  not  operate  a  private 
hospital — from  the  outrageous  imposition  of  having 
to  take  care  of  those  injured  in  wrecks  dumped  on 
their  doorsteps,  only  to  see  most  of  them  stay  as 
long  as  they  take  a  notion  to  stay,  then  wave  a 
gay  farewell  without  a  thought  of  paying.  Dr. 
Bostics  bill  was  drawn  by  an  able  lawyer.  It 
passed  the  scrutiny  and  received  the  endorsement 
of  other  able  lawyers,  one  of  them  the  Governor  of 
the  State.  It  would  seem  that  this  is  a  sufficient 
test  of  it  constitutionality. 

It  is  in  order  to  bring  this  bill  up  in  the  meeting 
of  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  North  Carolina  in  May,  instruct 
the  new  Committee  on  Legislation  to  use  all  its 
endeavors  to  have  this  bill  passed  by  the  General 
Assembly  two  years  from  now  (or  sooner  should 
there  happen  to  be  a  special  session),  and  appoint 
a  Special  Committee  to  aid  and  assist  in  getting  this 
bill  passed. 

Some  will  say  the  time  of  our  1938  meeting  will 
be  soon  enough.  The  answer  is:  With  the  enemies 
of  the  bill  already  active,  right  now  is  not  too  soon, 
even  if  no  meeting  of  the  General  Assembly  be  held 
in  the  next  two  years,  and  there  is  always  the 
chance  of  a  Special  Session.  It  might  be  necessary 
to  reappoint  the  Aiding  and  Assisting  Committee. 
This  bill  is  said  to  have  been  killed  in  committee. 
Perhaps  it  would  be  more  accurate  to  say  it  died 
of  non-support.  Whichever  way  it  was,  our  pre- 
diction is  that  it  will  prove  to  be  a  lively  corpse. 


Two  Amusing  Stanzas  of  a  Hymn  by  George 
Withers  in  the  Earliest  English  Hymnal 

(Frederick   R.  Taylor,   M.D..   F.A.C.P.,  High  Point,   N.   C.) 

We  had  the  privilege  recently  of  listening  to  a 
talk  on  the  history  of  hymns  of  the  church  by  a 
noted  authority  on  the  subject,  Mr.  F.  J.  Gillman 


of  London.  England.  Coupled  with  a  quiet  dignity 
and  a  profound  knowledge  of  his  subject  was  a  keen 
sense  of  humor.  He  quoted  two  stanzas  from  a 
hymn  by  George  Withers  which  appeared  in  the 
first  English  hymnal  about  250  years  ago,  that  he 
said  always  amused  him.  Other  stanzas  of  the 
hymn  still  survive,  but  these  choice  bits  have  been 
deleted  for  obvious  reasons.    Here  they  are: 

When  the  artless  doctor  sees 

Xo  one  hope  but  of  his  fees, 

And  his  skill  runs  on  the  lees. 

Sweet  Spirit,  comfort  me. 

When  his  potion  and  his  pill 

Is  of  none  or  little  skill, 

Fit  for  nothing  tut  to  kill, 

Sweet  Spirit,  comfort  me. 


-s.  m.  &  s.- 


A  Review  of  1036  Literature  on  Surgery 

i  Extracts) 

(E.   G.    Balsam.   Billings,   Montana,    in   Jl. -Lancet,   Feb.) 

Azochloramid. — Its  marked  stability  should  restore  wan- 
ing enthusiasm  for  the  Carrel-Dakin  technique.  Dressings 
need  be  changed  only  once  in  24  or  48  hours,  and  it  is 
probably  least  irritating  of  all  chlorine  compounds  so  far 
used. 

A  scren  cap  for  the  head  of  the  needle. — Only  a  single 
thickness  of  suture  passes  through  the  tissue  as  it  is  sutured. 
The  cap  is  discarded  with  the  end  of  the  suture  when  the 
suture  is  too  short  for  use. 

The  flexible  gastroscope  is  the  only  instrument  which 
gives  a  true  picture  of  the  living  stomach  in  health  and 
disease. 

Believing  that  an  anemic  patient  who  needs  a  transfusion 
requires  more  than  the  usual  500  c.c,  London  increased  the 
amount  to  an  average  of  5  pints.  Multiple  donors  by  a 
drip  method  over  an  average  period  of  29  hours.  Results 
encouraging  and  some  so  dramatic  that  they  appeared 
miraculous  occurred  in  S7  such  transfusions.  In  one  case, 
11  pints  of  blood  were  given  over  a  period  of  62  hrs. 

As  a  rule,  patients  with  acute  tuberculosis  should  not  be 
examined  by  the  bronchoscope. 

Injection  treatment  of  hydrocele:  small  syringe  and  nee- 
dle. 1.2  c.c.  of  a  total  volume  of  2.5  c.c.  of  a  2%  solution 
of  procaine  for  skin  anesthesia.  Then  a  lQ-gage  needle  is 
pushed  beneath  the  skin  in  the  subcutaneous  tissue  for  an 
inch,  and  then  into  the  hydrocele  sac,  which  is  emptied  as 
completely  as  possible.  The  remaining  anesthetic  solution 
in  the  small  syringe  is  injected  into  the  sac  through  the 
large  needle  and  spread  about  inside  the  sac  by  gentle 
manipulation.  Again  by  the  use  of  the  small  syringe  and 
needle.  3  c.c.  of  a  5%  solution  of  sodium  morrhuate  with 
benzyl  alcohol  is  injected  into  the  sac  through  the  large 
needle  which  is  then  withdrawn.  The  scrotum  is  gently 
manipulated  to  spread  the  solution  and  the  light  suspensory- 
applied.  Patient  to  bed  for  the  remainder  of  that  and  the 
following  day.  In  3  to  4  weeks,  accumulation  of  fluid  may 
indicate  a  second  injection. 


-s.  m.  &  6.- 


Purulent  Pericarditis. — In  nonpurulent  pericardial  effu- 
sion decision  as  to  the  best  method  of  procedure  usually 
may  wait :  but  pus  in  the  sac  calls  for  evacuation.  In 
questionable  cases  exploratory  puncture  should  be  made, 
any  risk  in  such  diagnosic  procedure  being  less  than  that 
in  delay  when  pus  is  present. 
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NEWS  ITEMS 


Alumni  of  University  Medical  School  in  Raliegh  Hold 
Annual  Meeting  in  Wendell 

Dr.  I.  A.  Ward  of  Hertford  was  elected  president  of  the 
Alumni  of  the  University  of  North  Carolina  Medical  School 
located  in  Raleigh  prior  to  1010.  at  the  annual  meeting  of 
the  group  in  Wendell  Feb.  22nd,  with  the  retiring  presi- 
dent. Dr.  J.  R.  Hester. 

Dr.  Hubert  A.  Royster  of  Raleigh,  who  was  dean  of  the 
school  in  Raleigh,  and  Dr.  J.  W.  McGee  and  Dr.  Chas. 
Mangum  of  Chapel  Hill  addressed  the  association. 

Dr.  C.  B.  Wilkerson  of  Raleigh  was  elected  vice  presi- 
dent arid  Dr.  Robert  P.  Noble  of  Raleigh  was  re-elected 
secretary-treasurer.  Hertford  was  selected  as  the  place  for 
the  1938  meeting. 

Attending  were:  Dr.  Z.  M.  Caviness  of  Raleigh,  Dr. 
Wm.  deB.  MacNider  of  Chapel  Hill  and  Dr.  M.  L.  Mat- 
thews of  Sanford,  all  of  the  first  class  (1°03)  and  Doctors 
Q.  H.  Cooke,  Rich  Square;  B.  A.  Hocutt,  Clayton;  J.  W. 
Wilcox,  West  End;  C.  B.  Wilkerson,  Raleigh;  H.  B.  Best, 
Wilson;  Robert  P.  Noble,  Raleigh;  I.  A.  Ward,  Hertford; 
G.  A.  Woodard,  Goldsboro;  B.  B.  Lloyd,  Carrboro;  A.  E. 
Riggsbee,  Durham;  G  S.  Barbee,  Zebulon ;  M.  L.  Barefoot, 
Dunn;  A.  C.  Campbell.  Raleigh;  G.  W.  Gentry,  Roxboro ; 
J.  R.  Hester,  Wendell,  A.  M.  Wooten,  Pinetops. 


Forty-odd  members  of  the  American  College  of  Phy- 
sicians in  Virginia  assembled  at  a  dinner  meeting  at  the 
Richmond  Academy  of  Medicine  on  February  10th.  Dr. 
Walter  B.  Martin,  Norfolk,  is  Chairman  of  the  Section, 
and  Dr.  Charles  M.  Caravati,  Richmond,  is  secretary. 

The  Virginia  Mental  Hygiene  Society  was  organized 
at  the  Richmond  Academy  of  of  Medicine  Building  on 
February  19th  at  a  largely  attended  meeting  of  prominent 
laymen  and  physicians.  The  following  officers  were 
elected:  President,  Dr.  Beverley  R.  Tucker;  Vice  Presi- 
dent, the  Rev  Dr.  J.  J  Scherer,  jr.;  Secretary,  Mrs.  Donna 
Banting  Bemiss;  Treasurer,  W.  D.  Ellis;  Executive  Com- 
mittee. Dr.  R.  Finley  Gayle,  Dr.  Howard  R.  Masters,  Dr. 
O  B.  Darden. 


The  new  Forsyth  County  Hospital  for  the  Indigent 
is  to  be  opened  during  the  next  few  weeks.  The  hospital 
proper  is  one  of  a  group  of  eight  buildings.  The  other 
buildings  of  the  group  are:  county-home  ward  white, 
county-home  ward  colored,  central  service  building,  build- 
ing for  insane  patients,  a  combination  laundry  and  prison 
l.arracks,  a  ten-car  garage  and  a  staff  residence.  The  insti- 
tution's entire  population  will  be  fed  from  the  centr.il 
service  building,  consisting  of  a  kitchen,  dining  rooms  for 
white  and  colored,  refrigerating  plant  and  ice-manufactur- 
ing plant. 

The  county-home  wards  for  white  and  colored  will  house 
the  aged  indigent  who  are  ambulatory,  or  not  ill  enough  >o 
require  constant  attention.  The  building  for  the  insane 
patients  has  accommodations  for  30  mental  patients — feeble- 
minded and  mentally  deficient  charges  of  the  county  who 
are  not  suitable  for  admission  to  the  state  institution,  and 
the  acutely  insane  during  trje  period  of  observation  before 
commitment  to  the  State  Hospital. 

The  laundry  will  house  30  or  40  colored  women  prisoner; 
up  stairs,  and  the  laundry  machinery  down  stairs.  Besides 
working  in  the  laundry,  the  women  prisoners  will  be  used 
as  maids,  kitchen  helpers,  waitresses  and  scrub-women.  The 
laundry  will  not  only  serve  this  institution,  but  the  Forsyth 
County  Sanatorium.  County  Jail  and  County  Convict 
Camp. 


The  staff  residence  will  house  the  Supervisor,  the  house- 
keeper, the  interne  and  the  white  nurses. 

The  Hospital  has  42  beds  for  white  and  colored  patient?. 
Most  of  the  rooms  are  four-bed  wards,  but  there  are  one 
or  two  single  bed  rooms,  and  one  room  with  bars.  It  is 
equipped  with  metal  furniture  throughout.  It  contains 
30  regular  hospital  beds  and  10  beds  with  Gatch  frames  on 
rubber  wheels.  The  combination  treatment  and  operating 
room  is  equipped  with  a  maternity  bed,  combination  chair - 
table,  autoclave,  utensil  sterilizer,  and  an  electric  instrument 
sterilizer.  The  nursery  has  six  bassinets  and  an  automatic 
tt-mperature-control  baby  bath. 

The  Hospital  will  be  used  to  treat  sick  inmates  of  the 
county-home  and  the  indigent  patients  for  the  entire 
County,  that  is,  it  will  be  used  as  a  general  hospital  for 
Forsyth  County  chairty  patients,  except  surgical  cases.  We 
do  not  plan  to  equip  and  maintain  a  complete  operating 
room  and  surgical  staff  owing  to  the  additional  cost  in- 
volved, and  number  of  nurses  needed  for  an  operating  staff. 
We  do  plan,  however,  to  do  some  minor  surgery,  surgical 
dressings,  first-aid  and  accident  cases  and  tonsillectomies. 
We  will  also  take  care  of  the  charity  obstetrical  cases. 

The  out-patient  clinic,  now  the  County  Health  Depart- 
ment offices,  will  be  transferred  to  the  New  Hospital,  and 
clinic  hours  designated.  An  Orthopedic  Clinic  will  be  held 
there  once  a  month,  and  a  Prenatal  Clinic  twice  a  month. 

The  Hospital  staff  will  consist  of  myself  and  an  interne. 
We  hope  later  on  to  appoint  one  or  two  local  physicians  i.i 
special  fields  of  work,  to  serve  as  a  consulting  and  visiting 
staff,  particularly  in  obstetrics. 

I  have  not  obtained  an  interne  and  I  am  very  desirous 
of  finding  a  dependable  graduate  who  would  like  to  work 
for  a  year  or  more  on  a  salary  of  $100.00  a  month  and 
complete  maintenance  before  starting  his  private  practice. 
He  will  have  charge  of  all  the  patients  in  the  Hospital, 
under  my  direction.  He  will  do  the  deliveries,  conduct  the 
out-patient  clinics  and  assist  in  the  Orthopedic,  Prenatal 
and  Tonsil  Clinics.  He  will  also  have  to  write  comple'e 
histories  on  all  cases.  If  you  have  such  a  man  in  mind,  I 
would  appreciate  it  if  you  would  put  him  in  touch  with  me. 
— /.  LINDSAY  COOK,  -M D.,  Director. 


Randolph  County-  (N.  C.)  Medical  Society  met  at 
Randolph  Hospital,  Asheboro,  Feb.  8th. 

The  March  meeting  will  have  papers  on  The  Medical 
Diseases  of  the  Spine  by  Dr.  Dempsy  Bames;  The  Surgical 
Diseases  of  the  Spine,  by  Dr.  R.  P.  Sykes.  Dr.  Dalton 
spoke  on  The  Anatomy  of  the  Spine  at  the  last  meeting. 

After  the  meeting  the  hospital  authorities  served  an  ex- 
cellent dinner. 

C.  C.  Hubbard,  M.D.,  Pres. 
J.  H.  Soady,  M.D.,  Sec. 


The  International  Conference  on  Fever  Therapy  is 
to  be  held  at  the  Waldorf-Astoria,  New  York,  March  29th 
to  31st.  The  clinics  will  be  held  at  the  College  of  Physi- 
cians and  Surgeons,  Columbia  University.  A  large  attend- 
ance of  fever  therapists  from  all  over  the  world  is  expected. 
An  interesting  and  instructive  program  is  promised  and  all 
of  those  who  plan  to  attend  the  conference  are  urged  to 
register  promptly  with  the  General  Secretary,  Dr.  William 
Bierman,  471  Park  Avenue,  New  York  City.  The  registra- 
tion fee  is  $15.00. 


Buncombe  County  (X.  C.)  Medical  Society,  8  o'clock, 
City  Hall,  Asheville,  February  15th,  called  to  order  by  the 
president,  Dr.  Huffines,  36  members  present. 

[Jr.  Karl  Schaffle  made  a  report  for  the  Comm.  on  Tu- 
berculosis  Seminar.  Dr.  Brookshire  made  a  brief  report  on 
the  Delinquent   Accounts  Committee.     Dr.   Ethel  Browns- 
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berger  gave  a  report  of  the  medical  work  encountered  dur- 
ing the  Louisville  flood. 

Clinical  case  reports:  Dr.  Irma  Henderson  very  capa- 
bly presented  a  case  of  urticaria.  In  childhood,  this  patient 
suffered  urticarial  attacks  and  was  relieved  following  ton- 
sillectomy. The  attacks  recurred  some  years  later  in  very- 
severe  form  and  were  considered  as  of  bacterial  origin. 
Vaccines  gave  no  lasting  benefit.  The  patient  first  refused 
to  have  several  dead  teeth  extracted.  Following  the  ex- 
traction of  the  teeth,  the  patient  had  a  severe  urticarial 
reaction,  but  since  then  (almost  l'/2  years)  she  has  been 
free  of  attacks. 

Dr.  J.  L.  Ward  presented  a  case  of  Post  Vaccinal  En- 
cephalitis in  a  7-year-old  boy.  Smallpox  vaccination  show- 
ed evidence  of  a  take  on  the  5th  day.  There  were  pro- 
nounced signs  of  meningeal  irritation  on  the  10th  day.  A 
lumbar  puncture  was  refused  by  the  parents.  The  child 
recovered  completely.  Dr.  Ward  discussed  the  various  the- 
ories as  to  the  cause  and  advised  early  vaccination  against 
smallpox  as  encephalitis  does  not  follow  in  those  vaccinated 
before  the  end  of  the  first  year  of  life. 

Dr.  Kutscher  presented  a  case  of  meningococcic  menin- 
gitis of  57  days  duration,  in  a  one-year-old  white  child. 
Following  the  acute  attack  the  spinal  fluid  became  nega- 
tive, and  there  ensued  a  period  of  28  days  of  t.  between 
06  and  104,  during  which  time  a  diagnosis  could  not  be 
made.  Finally  a  growth  of  meningococcus  was  revealed 
by  cistern  puncture.  The  child  made  an  apparently  com- 
plete recovery. 

Dr.  C.  C.  Orr  then  requested  the  B.  C.  M.  S.  to  invite 
the  Tri-State  Medical  Society  to  meet  in  Asheville  in  193S. 
This  motion  was  seconded  and  passed. 

Dr.  Freeman  reported  an  irregular  practitioner  having 
been,  sentenced  to  jail  for  one  year,  and  that  the  court's 
decision  was  being  appealed. 

The  matter  of  increasing  dues  was  again  presented  by 
reading  the  proposed  changes  in  the  By-Laws,  this  matter 
to  be  acted  upon  formally  at  the  next  meeting. 


ley  is  a  graduate  of  Jefferson  Medical  College,  1904,  and 
he  has  manv  classmates  in  North  Carolina. 


The  Petersburg  (Ya.)  Medical  Faculty,  at  a  meetin-r 
held  February  22nd.  endorsed  scientific  birth  control  con- 
ducted under  medical  supervision.  The  faculty  in  ih" 
resolution  endorsed  compulsory  eugenic  sterilization  of 
every  hereditary  mental  defective  in  a  State  institution,  in- 
cluding the  habitual  criminal,  and  pledged  co-operation  in 
the  control  of  venereal  diseases,  and  urged  passage  by  the 
State  Legislature  a  law  requiring  health  certificates  before 
marriage. 


Officials  at  the  Caswell  Training  School  announce 
that  875  are  on  the  waiting  list,  a  number  larger  than 
enrolled.  However,  the  list  will  be  reduced  by  200  as  .? 
result  of  a  recent  building  program.  A  number  of  small 
dormitories  are  among  the  new  structures.  The  school 
has  been  crowded  most  of  the  time  since  it  was  established 
20-odd  years  ago. 


The  seventieth  birthday  of  Dr.  Adolf  Meyer  and  the 
beginning  of  his  twenty-fifth  year  as  Director  of  the  Henry 
Phipps  Psychiatric  Clinic  will  be  celebrated  by  a  banque' 
in  his  honor  at  the  Hotel  Belvedere,  Baltimore,  April  16th. 
The  program  includes  also  addresses  and  clinics  on  April 
16-17th  at  the  Phipps  Clinic.  Dr.  C.  Macfie  Campbell 
will  be  toastmaster  at  the  banquet. 


Dr.  Herbert  C.  Woolley,  for  many  years  a  member  of 
the  medical  staff  of  St.  Elizabeth's  Hospital,  Washington 
City,  has  been  appointed  superintendent  of  Pennhurst  State 
School  for  mental  defectives,  in  Pennsylvania.     Dr.  Wool- 


Dr.  W.  M.  Roberts,  of  the  North  Carolina  Orthopedic 
Hospital  in  Gastonia,  held  a  clinic  for  crippled  children 
sponsored  by  the  Rotary  Club  in  High  Point  on  March 
4th. 


Dr.  G.  F.  Duncan,  of  Sparta,  North  Carolina,  died  in  a 
hospital  at  Elkin  on  February  27th,  of  injuries  suffered  in 
an  automobile  accident   two  davs  before. 


Dr.  Hubert  A.  Royster,  Raleigh,  North  Carolina,  will 
address  the  Section  on  the  History  of  Medicine  of  the 
Richmond  Academy  of  Medicine  at  its  annual  dinner  meet- 
ing on  Tuesday,  April  13th. 


Dr.  Sylvia  Allen,  formerly  of  Rock  Hill,  S.  C.  and 
Charlotte.  X.  C,  announces  the  opening  of  an  office  for 
the  practice  of  psychiatry  at  518  Cathedral  Street,  Balti- 
more. Maryland. 


Trichinosis  Leaflet  Issued 

The  Bureau  of  Animal  Industry  has  prepared  a  handy 
4  x  8-inch  4-page  leaflet,  convenient  for  enclosure  in  letters 
and  packages,  which  supplies  information  on  trichinosis, 
entitled  "Cook  Pork  and  Its  Products  Thoroughly;"  it  is 
numbered  A.  I.  39. 

The  leaflet  may  be  obtained  on  application  to  the  Bureau 
at  Washington,  D.  C. 


Dr.  Hii.Lis  L.  Seay,  for  two  years  a  member  of  the  clinic 
staff  of  the  North  Carolina  Sanatorium's  Extension  Depart- 
ment, was  elected  superintendent  of  the  Mecklenburg  Coun- 
ty Sanatorium,  Huntersville,  at  a  meeting  of  the  institu 
tion's  board  of  managers  on  February  10th.  Dr.  Seay  be- 
gan his  new  duties  on  March  1st. 


Plans  for  a  four-story  125-bed  Hospital  for  Negroes 
have  been  approved  by  special  hospital  control  cottottee  of 
the  Winston-Salem  Board  of  Alderman.  The  Duke  Founda- 
tion is  malcing  a  gift  of  125,000  and  a  donation  of  $200,000 
is  being  made  by  Mr.  and  Mrs.  W.  N.  Reynolds. 


Fire  destroyed  the  Nurses'  Home  at  the  Florida  State 
Hospital  for  the  Insane  at  Chattahoochee,  Feb.  27th. 
The  300  residents  of  the  building  escaped  uninjured. 


Dr.  J.  Morrison  Hutcheson,  president  of  the  Medical 
Society  of  Virginia,  spoke  on  Tuesday  night,  March  2nd, 
to  the  St.  Claire's  Association  of  Doctors'  Assistants  of 
Richmond  on  The  Medical  Secretarv  at  Work. 


U.  S.  Base  Hospital  No.  45  held  a  reunion  Feb.  27th  in 
Richmond.  Dr.  Greer  Baughman  was  elected  commander. 
This  organization,  generally  known  as  the  McGuire  Unit, 
under  the  command  of  Dr.  Stuart  McGuire  as  Lieutenant 
Colonel,  rendered  such  distinguished  service  in  the  World 
War  as  to  win  for  itself  official  recognition  and  the  be- 
stowal on  its  commanding  officer  of  the  French  Medal  of 
Honor  and  the  American  Distinguished  Service  Medal. 


More  than  50  doctors  of  Raleigh  and  Wake  County 
have  enrolled  for  the  post-graduate  course  in  medicine  to 
be  held  at  Raleigh  from  March  17th  to  April  28th  under 
auspices  of  the  Extension  Division  and  Medical  School  of 
the  University  of  North  Carolina,  it  was  announced  re- 
cently. •* 
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DANGER! 


diabetic  Acidosis 


EMERGENCY! 


i*L— t£~^r  i 


"No  greater  crisis  exists  in  medical 
practice  than  the  occurrence  of  dia- 
betic coma.  The  comatose  patient  is 
usually  on  the  road  to  recovery  or  is 
dead  within  24  hours.  His  future  is 
delicately  balanced  in  the  mind  and 
hands  of  his  physician." 

— Sharkey 

(Ohio  State  M.  J.  32:123,  1936^ 


i  Benedict  qualitatii 

for  sugar   in    the 


ORANGE-YELLOW 
Positive  Test  for  Glycosuria 


WINE   RED 
Positive  Diacelic  Acit 


Early  Portents 

Later 

Then 

Polyuria 

Loss  of  strength 

Polydipsia 

Loss  of  weight .  . 

Desiccating  of  tissues 

Polyphagia 

Loss  of  appetite 

Important  Factors  in  Treatment 

1.  INSULIN  early  and  in  repeated  doses.     2.  FLUIDS  to  combat  dehydration. 

ILETIN    (INSULIN,   LILLY) 

ELI  LILLY  YND  COMPANY 

Principal  Offices  and  Laboratories,  Indianapolis,  Indiana,  U.  S.  A. 
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Nurses'  Institute 

The  Short  Course  in  Nursing  Education  for  Registered 
Nurses  given  at  Chapel  Hill  by  the  University  Extension 
Division  in  co-operation  with  the  North  Carolina  State 
Nurses'  Association  last  year  was  considered  so  very  bene- 
ficial by  the  forty  nurses,  who  attended  last  summer,  that 
a  similar  course  will  be  given  this  summer. 

The  dates  for  the  Institute  are  July  26th  to  August  7th. 
This  year's  course  will  be  longer  by  three  days  than  that 
given  last  year.  Hospital  executives,  be  sure  to  include 
this  time  for  Superintendents  of  Nurses,  Instructors,  Super- 
visors, or  as  many  of  your  graduate  personnel  as  you  may 
be  able  to  spare  from  their  duties  at  the  hospital  at  that 
time.  More  complete  details  will  be  given  you  in  next 
month's  issue  of  this  journal. 

The  Institute  Committee:  Miss  Bessie  M.  Chapman, 
Chairman ;  Miss  Bessie  Baker,  Miss  E.  A.  Kelly,  Miss  Ruth 
Council. 

For  the  University:     Mr.  R.  M.  Grumman. 


The  Medical  College  of  Virginia  announces  the 
Eighth  Annual  Stuart  McGuire  Lecture  Series,  with 
Spring  Postgraduate  Clinics,  March  24th  and  25th.  The 
McGuire  Lectures  will  be  given  by  Dr.  J.  Earle  Moore, 
Ihysician  in  charge  of  the  Syphilis  Division  of  the  Medical 
Clinic  of  Johns  Hopkins  University 

Program:  Wednesday,  March  24:  (beginning  at  2:30 
p.m.)  Practical  Points  in  Securing  Specimens  for  Laboratory 
Diagnosis  and  Interpreting  Reports.  Syphilis  of  Child- 
hood—Congenital and  Acquired,  Pre-natal  Syphilis,  What 
is  Adequate  Treatment?,  Stuart  McGuire  Lecture.  "The 
Diagnosis  of  Syphilis  by  the  General  Practitioner,"  Dr.  J. 
Earle  Moore. 

Thursday,  March  25:  (9:30  a.m.):  Gonorrhea — Diagnosis 
and  Treatment,  Contacts  in  Syphilis,  Some  Problems  the 
Pharmacists  Have  in  the  Venereal  Disease  Program.  Neuro- 
syphilis, Cardio-vascular  Syphilis,  Drugs  and  Their  Re- 
actions, Round  Table  Discussion,  Picture  and  Record  "For 
All  Our  Sakes."  Stuart  McGuire  Lecture,  ''The  Manage- 
ment of  the  Wasserman-Fast  Patient,"  Dr.  J.  Earle  Moore. 

The  lectures  and  clinics  will  be  given  in  the  auditorium 
cf  the  Richmond  Academy  of  Medicine,  12th  and  Clay 
Streets;  luncheon  on  Thursday  at  Cabaniss  Hall.  Fee- 
None. 


Dr.  J.  E.  Ash,  Lieutenant  Colonel  of  the  Medical  Corps, 
United  States  Army,  addressed  the  Guilford  County  Medi- 
cal Society  meeting  at  High  Point,  March  4th. 


the  eeneral  practice  of  medicine  and  physio-therapy.  Lo- 
cated at  Pembroke  since  January  1st  caring  for  the  practice 
of  Dr.  J.  G.  Faulk,  who  is  taking  a  post-graduate  course 
in  New  York,  Dr.  Walker  has  been  practicing  some  in  Lum- 
berton.  He  will  divide  his  time  between  Lumberton  and 
Pembroke  until  Dr.  Faulk  returns  April  1st,  after  which 
time  he  will  be  located  in  Lumberton  entirely. 


Dr.  R.  M.  Bardin.  formerly  health  officer  of  Rutherford 
County,  took  up  his  work  as  health  officer  of  Richmond 
County  on  March  1st.  Dr.  B.  B.  Dalton,  his  predecessor, 
has  entered  upon  private  practice  at  Liberty. 


Dr.  John  Donnelly  announces  that  he  has  opened  of- 
fices at  22Sx-2  North  Tryon  street,  Charlotte,  for  the  private 
practice  of  Medicine,  limited  to  tuberculosis  and  occupa- 
tional diseases  of  the  lungs.     Consultation  by  appointment. 


Dr.  Reuben  Adolpiius  Campbell  died  in  Station  Hos- 
pital, Fort  Sam  Houston,  Texas.  February  26th.  He  was 
buried  in  Texas.  Dr.  Campbell's  medical  education  was 
obtained  at  the  North  Carolina  Medical  College  while  it 
was  a  part  of  Davidson  College.  For  a  number  of  years 
he  was  associated  with  Dr.  H.  F.  Long  in  Statesville.  He 
entered  the  medical  service  of  the  United  States  Army  in 
1916,  and  was  on  duty  with  the  forces  in  Mexico  and  later 
curing  the  World  War.  He  reached  the  rank  of  Major,  and 
since  retirement   several   years  ago  he   had   lived   in   Dallas. 

He  was  about  sixty-nine  years  of  age.  Hi<  lather  was 
Dr.  Wesley  M.  Campbell,  a  distinguished  physician  oi" 
Iredell  in  former  years.    His  widow  survives  him. 


Dr.  Frank  Apperlv,  Professor  of  Pathology  in  the  Medi- 
cal College  of  Virginia,  advocates  the  organization  of  an 
American  Legion  of  Honor,  membership  in  which  will  in 
dicate  distinguished  achievement  in  literature,  science,  or 
philanthropy. 


Dr.  Frank  Smithies,  56.  internationally  known  physi- 
cian and  authority  on  intestinal  ailments,  and  editor  of  the 
American  Journal  of  Digestive  Djseases  and  Nutrition  died 
Feb.  9th  after  a  brief  illness.  He  was  born  in  England 
and  his  family  removed  to  Chicago  while  he  was  a  boy.  .He 
was  educated  in  public  schools,  the  University  of  Michigan, 
the  University  of  Berlin  and  Guy's  Hospital  in  London. 


Dr.  Clayton  W.  Eley,  announces  the  opening  of  private 
offices  for  the  practice  of  Diagnostic  and  Therapeutic  Ro- 
entgenology, in  the  Wainwright  Building,  Norfolk,  Va. 


Dr.  W.  Raue(;h  Parker  has  been  el"cted  Health  Officer 
of  Northampton  County.  North  Carolina,  in  succession  to 
Dr.  H.  M.  Seawell.  resigned. 


Dr.  L.  D.  Walker  has  opened  offices  over  the  Lumber- 
ton  Drug  Store  in  the  old  location  of  Dr.  H.  T.  Pope  for 


BIPEPSONATE 


Each  fluid  ounce  represents  Calcium  Phenols'jlpho- 
nate  2  Grs..  Sodium  Phenolsulphonate  2  Grs..  Zinc 
Phenolsulphonate  1  Gr..  Salol  2  Grs..  Bismuth  Sub- 
salicylate S  Grs.,  Pepsin  4  Grs. 

An  antiseptic,  demulcent  corrective  designed  for  use 
in  the  treatment  of  intestinal  disorders,  especialh 
those  of  children. 

A  verage  Dosage 
For  Children — Half  drachm  every  fifteen  minutes  for 
six  doses,  then  even,"  hour  until  relieved. 
For  Adults — Double  the  above  dose. 

Ho'lC  Supplied 
In  Pints,  Five-Pints  and  Gallons  to  Physicians  and 
Druggists  only. 


Burwell  &  Dunn  Company 

Manufacturing     C^s^^ 

Established    tMjS 
<^> 
CHARLOTTE,  N.  C. 

Sample   sent  to  any   physician  in  tl 
request. 
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Dr.  Otis  Hunter  Jones  announces  to  the  profession  the 
opening  of  offices  at  119  West  Seventh  street,  Charlotte, 
for  the  Practice  of  Obstetrics  exclusively. 


Dr.  J.  P.  Brown,  Mayor  of  Fairmont,  North   Carolina, 
lost  his  home  and  its  contents  by  lire  on  February  3rd. 


Dr.  Aldert  S.  Root,  Raleigh,  had  a  narrow  escape  from 
death  on  February  16th  when  his  automobile  was  struck 
and  forced  from  the  road  by  a  truck,  tumbled  12  feet  into 
a  culvert  drain  and  landed  on  its  side.  Dr.  Root's  only 
injuries  as  reported  were  bruised  knees  and  a  slight  wet-  • 
ting. 


Dr.  Dean  B.  Cole,  Richmond,  told  a  recent  meeting  of 
the  Richmond  Tuberculosis  Association  that  free  beds  in 
his  State's  sanatoria  were  so  scarce  that  patients  must  re- 
main on  the  waiting  list  9  to  12  mos.  He  also  stated  that 
children  in  homes  of  those  who  employ  Negro  domestics 
show  a  higher  incidence  of  infection  than  do  children  in 
homes  without  these  domestics  and  otherwise  similar. 


The  home  of   Dr.  F.   C.   Hubbard,  of  Wilkesboro,  was 
badly  damaged  by  fire  on  February  5th. 


Dr.  Lula  Disoswav,  medical  missionary  to  China,  was 
recently  the  honor  guest  at  a  tea  given  by  the  Woman's 
Auxiliary  of  Christ  Episcopal  Church,  New  Bern. 


Dr.  R.  E.  Fox,  director  of  county  health  work  of  the 
State  Board  of  Health,  addressed  the  Greensboro  Nursing 
Council  on  February  10th  on  The  Nurse  and  the  Public 
Health  Program. 


Dr.  R.  L.  Carr,  Health  Officer  of  Duplin  County,  North 
Carolina,  was  painfully  bumed  in  escaping  from  his  home 
at  Rose  Hill  on  February  4th.  His  home  and  its  contents 
were  entirely  destroyed  by  the  fire. 


Dr.  Fred  M.  Patterson,  of  Greensboro,  spoke  to  the 
members  of  District  No.  4  of  the  North  Carolina  Nurses' 
Association  on  March  2nd  on  hematuria. 


-s.  m.  &  s.- 


The  portrait  of  Dr.  Samuel  Chiles  Mitchell,  president  of 
the  college  during  the  session  1913-1914,  and  prominent 
figure  in  the  field  of  education,  was  unveiled  at  4 
o'clock,  February  25th.  in  the  auditorium  of  the  Academy 
of  Medicine.  The  portrait  is  the  gift  of  Mr.  Webster  S. 
Rhoads  of  Richmond  and  was  painted  by  John  Slavin.  The 
portrait  was  presented  to  the  college  by  Dr.  John 
W.  Freeman,  Dean  of  the  School  of  Hygiene  and  Public 
Health,  Johns  Hopkins  University,  a  former  pupil  of  Doc- 
tor Mitchell.  Dr.  W.  T.  Sanger  accepted  the  portrait  in 
the  name  of  the  college  and  Mr.  Lewis  T.  Stoneburner,  III. 
president  of  the  student  body,  accepted  in  the  name 
of  the  student  body.  A  grandson  of  Doctor  Mitchell  un- 
veiled the  portrait,  which  hangs  in  McGuire  Hall. 

Mr.  Howard  W.  Blakeslee,  science  editor  of  the  Asso- 
ciated Press,  will  deliver  the  commencement  address  at  the 
college  on  June  1st. 

Recent  additions  to  the  staff  are  Dr.  J.  Frank  Hall  of 
Rochester,  New  York,  and  Dr  Rudolf  Leuchtenberger  of 
New  York  City. 

University  of  Virginia 


At  the  recent  meeting  of  the  University  of  Virginia  Med- 
ical Society  the  following  programs  were  given:  On  No- 
vember 30th,  Dr.  Porter  Vinson  spoke  on  Some  Unusual 
Manifestations  of  Pulmonary  Tuberculosis,  Drs.  Frank 
Johnson  and  Dean  Cole  discussed  Our  Experience  in  the 
Management  of  Empyema,  and  Dr.  John  S.  Horsley,  jr., 
spoke  on  Recent  Advances  in  Plastic  Surgery ;  on  January 
11th,  Dr.  C.  C.  Speidel  showed  a  motion  picture  illustrating 
Injury  and  Recovery  of  Striated  Muscle;  on  January  25th, 
Dr,  E.  P.  Lehman  spoke  on  Spinal  Anesthesia  and  Dr. 
Oscar  Swineford  on  Cardiac  Asthma;  on  February  Sth,  Dr. 
E.  F.  Roberts,  of  Lederle  Laboratories,  showed  moving 
pictures  of  Pneumococcus  Typing  and  Pneumonia  Sera  and 
Pernicious  Anemia. 


Our  Medical  Schools 


Dr.  Maurice  L.  Townsend,  of  Chevy  Chase,  Maryland, 
and  Miss  Nell  Hamlin  were  married  in  Raleigh  on  February 
25th   Dr.  Townsend   formerlv   lived  in   Charlotte  and  was 


Medical  College  of  Virginia 


The  annual  Stuart  McGuire  lectures  will  be  given  March 
24th  and  25th  in  the  auditorium  of  the  Richmond  Vcad 
emy  of  Medicine.  Dr.  J.  Earle  Moore  of  Johns  Hopkins, 
it  lecturer,  his  subjects:  The  Diasnosis  of  Syphilis 
by  the  General  Practitioner  and  The  Management  of  the 
Wassermann-fast  Patient.  During  the  afternoon  of  the 
24th  and  the  day  of  the  25th  the  annual  postgraduate 
pinics  will  be  held.  The  emphasis  in  these  clinics  will  be 
"ii  venereal  disease.  The  medical  profession  throughout 
the  State  is  cordially  invited  to  attend  the  lectures  and  the 
ilinics. 

Dr.  W.  1  S:m^rr.  president  and  Dr,  Lewis  E  Jarretl 
superintendent  of  the  hospital  division,  attended  the  Con- 
-  ••  on  Medical  Education  and  Hospitals  in  Chicago,  Feb 
ruary  15th  and  loth. 

A  new  unit  of  the  Saint  Philip  Hospital  for  the  care  ol 
Negro  orthopedic  cases  has  been  set  up  in  the  old  Boys' 
Club  on  Twelfth  street  near  the  hospital.  This  unit  with 
30  beds  will  meet  more  adequately  the  demand  for  the 
care  of  such  cases. 


FOR 


PAIN 


The  majority  of  the  phy- 
sicians  in  the   Carolinas 
are  prescribing  our  new 
tablets 


AND 


751 


Analgesic  and  Sedative     \  P«rt«      '  l>art8,      •  P»rt 
Aspirin   Phenaoetln   Caffeln 


We  will  mail  professional  samples  regularly 
with  our  compliments  ij  you  desire  them. 
Carolina    Pharmaceutical    Co.,    Clinton,  S.   C. 
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for  a  number  of  years  editor  of  this  journal.  Afterward  he 
lived  in  Raleigh  while  conducting  a  Bureau  of  the  State 
Board  of  Health.  He  has  been  for  several  years  the  Director 
of  the  Chew  Chase  Sanatorium. 


Memorial  University.  Harrogate,  Tenn. 


Dr.  Howard  George  Alexander,  of  Baltimore,  and  Mis; 
Nellie  Ray  Banks,  of  Radford,  Virginia,  were  married  on 
Februarv  5th. 


Dr.  Raymond  Harris  Harmon  and  Miss  Cleta  Eufola 
Jones  were  married  at  Boone,  North  Carolina,  on  January 
31st. 


Dr.  Carroll  Bracey  Robertson  and  Miss  Mary  Elizabeth 
Peebles,  both  of  Jackson,  North  Carolina,  were  married  on 
February  27th. 


3.  M.  &  s.- 
Deaths 


Dr.  William  Alanson  White.  Superintendent  since  1903 
of  St.  Elizabeths  Hospital  in  Washington  City,  died  in  his 
home  after  a  week's  illness  on  March  7th.  Dr.  White  was 
one  of  the  few  great  psychiatrists  of  the  world,  and  he  was 
also  a  great  teacher,  a  gifted  medical  writer,  and  a  great 
hospital  administrator. 


Major  Benjamin  H.  Frayser,  49,  senior  resident  physician 
and  surgeon  at  the  United  States  Veterans  Hospital.  Louis- 
ville, K\\,  died  March  5th. 

Major  Frayser  was  a  native  of  Buchanan,  Va.,  and  was 
educated  at  preparatory  school  at  Charlottesville,  and  at 
Pantops,  and  Fishburne's  Military  Academy  in  Virginia,  and 
Baltimore    Medical    College.     He    later   taught    at    Lincoln 


Pure 
refreshment 


Colonel  Robert  T.  Lemmon,  5S,  post  surgeon  at  Virginia 
Military  Institute  since  1930,  died  at  his  home  at  Lexington, 
March  5  th. 

Colonel  Lemmon,  a  native  of  Nelson  County.  Va..  was 
a  graduate  in  medicine  from  the  University  of  Virginia 
with  the  class  of  1902  and  served  several  years  in  hospitals 
in  New  York,  Norfolk  and  Baltimore.  For  eight  years  he 
was  post  surgeon  in  the  regular  Army,  for  two  years  of 
that  time  in  the  Phillippines. 

Retiring  from  Army  service  in  1912,  he  resumed  private 
practice  in  Lynchburg  before  going  to  Lexington. 


Dr.  John  Joseph  Cullinan.  senior  surgeon  in  the  psycho- 
pathic ward  at  the  Veterans'  Administration  Facility  Hos- 
pital, Kecoughtan,  \'a.,  died  Feb.  26th  of  pneumonia  of 
24  hours  duration,  at  his  home  in  Hampton.  The  body 
was  sent  to  Knoxville  for  burial. 


Dr.  W.  J.  Fountain,  native  of  Leggett,  N.  C,  died  of  a 
heart  attack  in  New  York,  February  22nd,  at  the  home  of 
hi;  son,  William  J.  Fountain,  jr.,  a  New  York  attorney. 
He  had  lived  in  New  York  for  two  years  and  prior  to  that 
was  a  practicing  physician  in  Greenville.  N.  C,  for  20 
vears. 


Dr.  Richard  Hoops  Cunningham,  71,  neurologist,  who 
was  one  of  the  first  men  in  the  country  to  study  the  science 
of  x-rays,  died  Feb.  24th  in  Presbyterian  Hospital,  N.  Y., 
after  a  week's  illness.  He  was  a  native  of  Virginia  and  was 
graduated  from  the  University  of  Virginia,  where  he  later 
became  a  medical  college  lecturer. 

After  he  joined  the  College  of  Physicians  and  Surgeons 
at  Columbia  University  he  built  one  of  the  first  x-ray  stere- 
oscopic fiuoroscopes.  Later  he  became  chief  ensineer  for 
the  Splitdorf  Company  when  the  construction  of  ignition 
magnetos  for  automobiles  became  important  commercially. 

In  late  years,  besides  continuing  his  work  in  neurology, 
he  was  active  with  commercial  radio  manufactures. 


Dr.  Joseph  A.  Lipscomb,  Shelby  County,  Tenn's.  oldest 
physician  and  a  Confederate  veteran,  died  February  23rd 
at  the  age  of  93.  A  native  of  Fredericksburg,  Va..  he  was 
educated  at  Richmond  College  and  the  University  of  Vir- 
ginia.   He  located  in  Memphis  in  1S85. 


Dr.  John  C.  Riggins,  a  native  of  Mecklenburg  County. 
N.  C,  a  Jefferson  graduate,  and  for  a  number  of  years  a 
leading  internist  of  Tucson,  Arizona,  died  of  pneumonia 
February  5th.  Burial  was  at  Sardis  Church  near  Char- 
lotte.    Dr.  Richard  Riggins,  of  New  York,  is  a  survivor. 


Dr.  James  Bernard  Hackley,  60,  of  Purcellville,  Va.,  died 
at  the  Loudon  County  Hospital  February  4th.  He  was  a 
native  of  Fauquier  County,  a  graduate  of  the  Medical 
College  of  Virginia,  a  member  of  the  Medical  Societies  of 
his  County  and  State,  the  County  Board  of  Health  and  the 
School  Electoral  Board. 


The  first  law  for  the  regulation  of  medical  education 
that  was  issued  required  three  years  of  preliminary  study 
in  logic,  and  then  four  years  of  special  treatises  in  medicine, 
and  a  year  of  practice  with  a  physician  before  a  man  was 
allowed  to  practice  for  himself. — J.  J.  Walsh. 


Tuberculosis  being  found  does  not  prove  the  patient  has 
not  syphilis,  or  the  other  way  round. 
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PROLONGED  HEAT 

has  a  distinct  place  in  the  treatment  of 

GENITO-URINARY 


Hypertrophic  Prostate 

1.  Accretions  ("Prostatic  pearls") 

2.  Overgrowth  of  connective  tissue 


Antiphlogi$Hne 


supplies  long-retained  heat  and  other  valu- 
able therapeutic  agents  in  the  treatment  of 

EPIDIDYMITIS  PROSTATITIS 

ORCHITIS  CYSTITIS 

URETHRITIS  LYMPHADENITIS 

especially  when   of   gonorrhoeal  origin, 

where  the  prolonged  application  of  heat, 

together  with  the  systemic  treatment  is  of 

paramount  importance. 

Generous  clinical  sam- 
ple, together  with 
literature  on  request 

THE    DENVER   CHEMICAL   MANUFACTURING    CO. 

163  VARICK  STREET  •  NEW  YORK,  N.  Y. 
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BOOK  REVIEWS 


OPERATIVE  SURGERY,  by  J.  Shelton  Hoksley,  M.D., 
LL.D.,  F.A.C.S.,  Attending  Surgeon,  St.  Elizabeth's  Hos- 
pital, Richmond,  Va.,  and  Isaac  A.  Bigger,  M.D.  Professor 
of  Surgery,  Medical  College  of  Virginia,  Surgeon-in-Chief, 
Medical  College  of  Virginia  Hospitals,  Richmond,  Va.,  with 
contributions  by  C.  C.  Coleman,  M.D.,  F.A.C.S..  Professor 
of  Neurological  Surgery,  Medical  College  of  Virginia;  John 
S.  Horsley,  jr.,  M.D.,  Assistant  Professor  of  Surgery, 
Medical  College  of  Virginia,  Attending  Surgeon,  St.  Eliza- 
beth's Hospital;  Austin  I.  Dodsox,  M.D..  F.A.C.S.,  Pro- 
fessor of  Urology,  Medical  College  of  Virginia,  Urologist  to 
St.  Elizabeth's  Hospital;  Donald  M.  Faulkner,  M.D.,  As- 
sociate Orthopedist,  Medical  College  of  Virginia.  In  two 
volumes;  illustrated  by  Miss  Helen  Lorraine;  fourth  edi- 
tion.    The  C.  V.  Mosby  Co.,  St.  Louis.     1937.    S15.00. 

From  its  first  to  its  fourth  edition  this  high- 
standard  work  has  developed  from  a  one-  to  a  six- 
man  production,  this  in  agreement  with  and  to 
meet  the  changes  brought  about  by  the  accomplish- 
ments of  and  in  various  surgical  specialties.  Each 
of  the  contributors  writes  from  a  large  experience, 
and  writes  well.  All  the  usual  operations  that  have 
gained  the  best  sanction,  and  most  of  the  new  and 
unusual  of  promise,  may  be  here  found  described 
in  satisfying  detail.  The  sections  dealing  with 
bloodvessel  surgery,  operations  for  fractures,  face 
lifting,  thyroid  surgery,  cancer  treatment,  opera- 
tions for  lung  tuberculosis,  operations  on  the  peri- 
cardium and  heart,  anastomosing  operations  of  the 
alimentary  tract,  surgery  of  and  through  the  urethra 
and  bladder,  management  of  head  injuries  and 
sympathetic-nerve  surgery — all  of  these  are  of  par- 
ticular interest. 

Good  team-work  has  produced  an  excellent  book. 
Not  all  the  personal  instruction  on  the  cadaver 
and  at  the  operating  table,  nor  all  the  teaching  by 
motion  pictures,  can  take  the  place  of  a  textbook 
of  solid  teaching  of  how  to  perform  the  operations 
of  surgery.  A  large  place  remains  for  treatises  of 
which  this  is  an  admirable  example. 


PREOPERATIVE  AND  POSTOPERATIVE  TREAT- 
MENT, by  Robert  L.  Mason,  A.B.,  M.D.,  F.A.C.S.,  As- 
sistant in  Surgery  at  the  Massachusetts  General  Hospital. 
495  pages  with  123  illustrations.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London.     1937.     Cloth,  $6.00  net. 

A  baker's  dozen  of  the  Boston  group  have  collab- 
orated to  produce  this  book.  Here  may  be  readily 
found  between  two  lids  information  that  is  usually 
scattered  here  and  there  in  many  volumes.  The 
immediate  as  well  as  the  ultimate  good  of  the  pa- 
tient is  aimed  at  and  measures  for  his  comfort 
described  alongside  those  for  his  survival. 

A  book  that  may  be  relied  on  for  facts  about 
conditions  affecting  the  operative  risk — as  heart 
disease,  nephritis,  hypertension — pre-  and  post- 
operative care  of  the  diabetic  patient,  ileus,  acute 


dilatation  of  the  stomach,  pulmonary  and  urinary 
complications,  postoperative  parotitis,  superficial 
burns,  and  special  care  of  the  thyroid  patient,  is 
valuable  to  all  sorts  of  doctors;  because  the  family 
doctor  has  the  patient  first  and  generally  there's 
much  to  be  done  after  he  gets  him  back. 


THE  DISEASES  OF  INFANTS  AND  CHILDREN,  by 
J.  P.  Crozier  Griffith,  M.D.,  Ph.D.,  Emeritus  Professor 
of  Pediatrics  in  the  University  of  Pennsylvania;  Consulting 
Physician  to  the  Children's  Hospital,  Philadelphia;  Con- 
sulting Physician  to  St.  Christopher's  Hospital  for  Chil- 
dren; Consulting  Pediatrist  to  the  Woman's,  the  Jewish, 
and  the  Misericordia  Hospitals,  etc.;  Corresponding  Mem- 
ber of  the  Societe  de  Pediatric  de  Paris;  and  A.  Graeme 
Mitchell,  M.D.,  B.  K.  Rachford  Professor  of  Pediatrics, 
College  of  Medicine,  University  of  Cincinnati;  Medical 
Director  and  Chief  of  Staff  of  the  Children's  Hospital  of 
Cincinnati;  Director  of  the  Children's  Hospital  Research 
Foundation;  Director  of  Pediatric  and  Contagious  Services 
in  the  Cincinnati  General  Hospital.  Second  Edition,  Re- 
vised and  Reset.  1153  pages  with  293  illustrations.  W.  B. 
Saunders  Company,  Philadelphia  and  London.  1937.  Cloth, 
$10.00  net. 

The  new  edition,  though  it  comes  hard  on  the 
heels  of  the  first,  finds  a  hearty  welcome.  Material 
of  secondary  importance  is  put  in  small  type.  The 
authors  do  not  leave  the  reader  in  a  maze  of  con- 
flicting statements,  but,  after  giving  a  number  of 
opinions,  indicate  their  own,  often  in  italics.  It  is 
gratifying  to  see  that  artificial  feeding  has  been 
further  simplified.  Indeed,  simplification  may  be 
said  to  be  the  keynote  of  the  book.  There  can 
hardly  be  a  better  textbook  on  pediatrics. 


THE  1936  YEAR  BOOK  OF  GENERAL  THERAPEU- 
TICS, edited  by  Bernard  Fantus,  M.S.,  M.D.,  Prof,  of 
Materia  Medica,  Pharmacology  and  Therapeutics,  Univ.  of 
111.  School  of  Medicine;  and  S.  J.  Nichamtn,  A.B.,  M.D., 
Assoc.  Att.  Physician,  Cook  County  Hospital.  The  Year 
Book  Publishers,  Chicago.    S2.50. 

This  book  is  the  result  of  the  assiduous  applica- 
tion of  one  who  believes  in  treatment  and  that  it 
is  worth  any  doctor's  while  to  study  and  apply  the 
best  measures  available. 

Among  treatments  described  that  are  novel  yet 
plausible  are: 

Equal  parts  glycerine  and  alcohol  for  pyogenic 
infections. 

Urea  to  stimulate  wound  healing. 

Marine  sponges  as  surgical  dressings. 

Girdle-and-bandage  treatment  for  intertrigo. 

Pyrethrum  for  scabies. 

Helium  and  oxygen  for  asthma. 

Cod-liver-oil  paste  for  wounds. 

Silver-nitrate  stick  for  chronic  fistulas. 

Mendelic  acid  in  urinary  infections. 

Abdominal  compression  in  pulmonary  tuberculo- 1 
sis. 

Physiologic  rest  of  the  nose  in  respiratory  infec- 
tions. 
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Actual  Practice  in  Surgical  Technique 


v^lA 


Method  of  Holding  Connel  Stitch.  From  Princi- 
ples of  Operative  Surgery,  b\<  A.  V.  Partipilo, 

M.D. 
Special  instruction  and  practice  in  the  technique  of  one 
or  more  operations  is  available  to  surgeons  who  wish  to 
review  the  anatomy  and  technique  of  certain  operations. 
This  is  an  especially  valuable  feature  of  our  Institution. 


The  Laboratory  of  Surgical 
Technique  of  Chicago 

(Incorporated  not  for  profit) 

offers  Instruction  and  Practice  in  Surgical 
Technique.  The  regular  two-weeks  course 
combines  Clinical  Teaching  with  actual  prac- 
tice by  the  students.  A  review  of  the  nec- 
essary Surgical  Anatomy  is  embraced  in  the 
work. 

Special  Courses 

Urology  and  Cystoscopy 
Proctology 

Ear,  Nose,  and  Throat 
Orthopedic  Surgery 
Gynecology  and  Obstetrics 
Laryngology  and  Bronchoscpy 
Surgical  Pathology 
Surgical  Anatomy 

Personal    Instruction — Actual   Practice.     Operating   Rooms, 
Equipment    and     Method    of    Teaching    Ideal    and     Unsur- 
passed. 

For    information    as    to    Courses,    Fees,    Registration 
Requirements,    Etc.,    Address 

A.  V.    PARTIPILO,  M.D.,  Director 

1950   South   Ogden    Ave.    (near   Cook   County    Hospital) 
Phone   Haymarket  7044  Visitors   Always   Welcome 


Improvements  in  malaria  treatment,  treatment 
with  iron,  x-ray  treatment,  treatment  of  peptic 
ulcer,  and  scores  of  other  features  of  value  are  in- 
cluded. 


CARCINOMA  OF  THE  FEMALE  GENITAL  OR- 
GANS, by  M.  C.  Malinowsky  and  E.  Quater.  Trans- 
lated from  the  Russian  by  A.  S.  Schwartzmann,  A.B., 
M.D.    Bruce  Humphries,  Inc.,  Boston.     1936.    $5.00. 

The  introductory  chapter  deals  with  the  etiology 
and  pathogenesis  of  tumors  generally.  Then  fol- 
lows treatment  after  a  rather  novel  plan  of  the 
subjects  of  carcinoma  of  the  mammary  gland  and 
the  female  sexual  organs  proper.  There  is  a  chap- 
ter on  palliative  treatment  and  another  an  calcium 
therapy  of  inoperable  carcinoma. 

Striking  observations  in  the  discussion  of  treat- 
ment by  radiant  energy  are:  The  patient  must  be 
made  to  believe  fully  in  the  possibility  of  a  com- 
plete and  permanent  cure;  and,  of  no  less  signifi- 
cance is  the  prescription  of  sufficient  food,  hygienic 
conditions  of  life  and  restorative  therapy. 

In  the  final  chapter  we  are  told  that  medical 
valuation  must  be  brought  into  conformity  with  the 
factors  of  industrialization  of  the  country.  A  dis- 
tinction is  made  between  physicians-experts  and 
physicians-clinicians. 

There  is  much  of  entertainment  and  instruction. 


THE  PRACTICAL  MEDICINE  SERIES  OF  YEAR 
BOOKS:  Series  1936.  The  Year  Book  Publishers,  Inc.,  304 
S.  Dearborn  St.,  Chicago.    $3.00  postpaid. 

DERMATOLOGY  AND  SYPHILOLOGY,  edited  by 
Fred  Wise,  M.D..  Professor  of  Clinical  Dermatology  and 
Syphilology,  New  York  Post-Graduate  Medical  School  and 
Hospital  of  Columbia  University;  Member  of  the  American 
Dermatological  Association,  Inc.,  and  Marion  B.  Sulzber- 
ger, M.D.,  Associate  Professor  of  Clinical  Dermatology  and 
Syphilology,  New  York  Post-Graduate  Medical  School  and 
Hospital  of  Columbia  University ;  Member  of  the  Ameri- 
can Dermatological  Association,  Inc. 

The  editors  claim  for  this  volume  that  it  deals 
with  live  problems,  and  the  claim  is  well  justified. 
The  Treatment  of  Urticaria.  Mycotic  Infections, 
Drug  Eruptions,  Eczema,  Venereal  Diseases  other 
than  Syphilis,  Syphilis  and  its  Therapy — of  knowl- 
these  subjects  the  doctor  stands  in  daily 
need.  Excellent  discrimination  has  picked  articles 
for  abstraction  which  best  supply  information. 


A  Review  of  1936  Literature  on  General  Medicine 

(Exti 
(J.    O.    Arnson,    Bismarck,    N.    Dak  .    in    Jl.    Lancet,   Feb.) 

The  use  of  artificial  fever  therapy  is  of  great  value  in  the 
treatment  of  Sydenham's  chorea. 

The  primary  etiologic  agent  of  human  influenza,  in  wide- 
ly separated  areas  of  the  world  during  recent  years,  appears 
to  be  a  single  entity. 

Epidemic  pleurodynia  which  has  been  prevalent  through- 
out the  country  seems  to  be  acute  diaphragmatic  pleurisy. 
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A  typical  case  presents  an  abrupt  onset  with  acute  severe 
pain  in  the  region  of  the  diaphragm,  lower  thoracic  wall 
or  the  epigastrium;  distention  may  appear  in  the  upper 
abdomen.  Rapid  and  shallow  respirations,  headaches  and 
backaches,  t.  of  101  to  104.  In  24  to  36  hours  the  severe 
pain  disappears.  A  second  paroxysm  may  occur  in  1  to  2 
days,  but  rarely  a  3rd.  Prognosis  excellent  and  the  treat- 
ment symptomatic.  Strapping  of  the  chest  and  the  admin- 
istration of  quinine  are  recommended. 

In  the  treatment  of  tuberculosis  the  greater  application 
of  surgical  measures  has  had  increasing  success. 

The  most  important  advance  in  the  treatment  of  bron- 
chial asthma  during  the  past  year  has  been  the  use  of 
helium  inhalations — 30%  helium  mixture  replacing  the 
nitrogen  in  the  usual  atmosphere  with  an  oxygen  concen- 
tration of  20%. 

Handelic  acid  is  of  great  value  in  treating  bacillary  in- 
fections of  the  urinary  tract,  of  colon  bacillus  predominant. 
Several  patients  have  been  apparently  cured  of  strepto- 
coccus urinary  infections  with  mandelic  acid. 

Arteriosclerosis:  Foods  with  high  cholesterol  content 
should  be  eliminated. 

Tobacco  causes  vaso-constriction  and  may  be  the  primary 
mechanism  of  essential  hypertension.  Alcohol  may  promote 
excesses  in  eating. 

Secondary  anemias  due  to  prolonged  bleeding  in  peptic 
ulcer. — The  bone  marrow  failed  to  respond  to  the  ingestion 
of  dietary  iron  while  the  patients  were  undergoing  alkaline 
therapy,  on  withdrawal  of  alkalies  increase  in  hemoglobin 
occurred.  Increase  in  the  number  of  erythrocytes  and  re- 
ticulocytes occurred  soon  after  the  addition  of  iron-rich 
diet  to  the  alkaline  regimen.  Alkalinization  of  the  upper 
part  of  the  gastrointestinal  tract  interferes  with  the  utiliza- 
tion of  dietary  iron  for  the  synthesis  of  hemoglobin,  but 


Anal-Sed 


Analgesic,   Sedative   and   Antipyretic 

Affords  relief  in  migraine,  headache,  sciatica  and 
neuralgia.  Rheumatic  symptoms  are  frequently  re- 
lieved by  a  few  doses. 

Description 
Contains   iV2    grains   of   Amidopyrine,    y*    grain    of 
Caffeine  Hydrobromide  and  15  grains  of  Potassium 
Bromide  to  the  teaspoonful. 

Dosage 
The  usual  dose  ranges  from  one  to  two  teaspoonfuls 
in  a  little  water. 

How  Supplied 
In  pints  and  gallons  to  physicians  and  druggists. 


Burwell  &  Dunn  Company 


Manufacturing 
Established 


Pharmacists 
in   1887 


CHARLOTTE,  N.  C. 

Sample   sent  to  any   physician  in   the   U.    S.   on 
request. 


not  with  the  utilization  of  material  necessary  for  the  for- 
mation of  the  cell  structure. 

Patients  with  acne  jurunctdosis  who  have  low  blood  su- 
gar and  normal  dextrose  tolerance  improve  on  diet  high 
in  carbohydrates  and  intravenous  dextrose  injection. 

The  use  of  protamine  insulin  makes  it  possible  for  the 
average  diabetic  to  receive  but  1  injection  of  insulin  a  day. 
With  the  recent  preparations  to  which  zinc  or  calcium  has 
been  added,  the  action  is  prolonged  for  more  than  24 
hours. 


-S.    M.   &   S.- 


The  Influence  of  Diet  on  Cartes  in  Children's  Teeth 
(H.  B.  Curtis,  Sante  Fe,  N.  M.,  Final  Report  of  the  1936 
Comm.    on    Dental    Disease.       Southwestern    Med.,    Feb.) 

The  investigations  show  conclusively  that  a  relatively 
high  vitamin  D  content  of  the  food  can  do  much  to  dimin- 
ish the  incidence  of  caries  if  the  vitamin  is  given  during  the 
development  of  the  teeth;  that  a  beneficial  effect  may  be 
obtained  if  the  vitamin  is  given  at  a  fairly  late  stage  of 
development;  and  that  even  when  given  after  the  eruption 
of  the  teeth,  the  onset  and  spread  of  caries  is  delayed. 

No  greater  stimulus  to  growth  was  obtained  by  the  addi- 
tion of  codliver  oil  to  the  well  balanced  diet  of  the  children 
in  question  than  by  the  addition  of  olive  oil;  the  incidence 
of  colds  was  less  in  the  group  receiving  cod  liver  oil  than 
in  the  groups  receiving  treacle  or  olive  oil. 

Are  your  books  kept  in  such  condition  that  your  execu- 
tor could  collect  your  accounts? 

How  many  of  your  patients  need  to  be  protected  against 
diphtheria?,  typhoid?,  smallpox? 


CHUCKLES 

A  distinguished  doctor  at  a  lunatic  asylum  went  to  the 
telephone   and   found   difficulty   in  getting   his   connection. 
Exasperated,  he  shouted  to  the  operator. 
"Look  here,  girl.    Do  you  know  who  I  am?" 
"No,"  came  back  the  calm  reply,  "but  I  know  where  you 
are!" — Canadian  Doctor. 


The  Doctor  was  visiting  Rastus'  wife  to  deliver  her 
twelfth  offspring.  While  riding  along  with  Rastus  he  saw 
a  duck  in  the  road 

Doctor:     "Whose  duck  is  that?" 

Rastus:  "That  ain't  no  duck.  Dass  de  stork  wid  'is 
legs  wore  off." 


"How's  the  wife,  George?" 

"Not  so  well,  old  boy.     She's  just  had  quinsy." 
"Gosh!     How  many  is  that  you've  got  now?" — Canadian 
Doctor. 


"All  persons  who  take  cold  shower  baths  in  the  morning 
are  fools!"  declares  a  physician.  Oh,  no,  doc;  not  all. 
Most  of  them  are  merely  liars. — Atlanta  Journal. 


Movie   Actress:      "I'll   endorse   your  cigarette   for   $50,- 
000." 

Manufacturer:     "I'll  see  vou  inhale  first." 


Ernie:     "My  uncle  can  play  the  piano  by  ear." 
Gurney:     "That's  nothing.     My   uncle   fiddles   with   his 
whiskers." — Columbia  Jester. 


"Who  is  that  man  over  there  snapping  his  fingers?" 
"That's   a    deaf-mute   with    the   hiccups." — The    Trident 
(Annapolis). 
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Spontaneous  Passage  of  Gallstones 

Hubert  B.  Haywood,  M.D.,  Raleigh,  North  Carolina 


IT  is  to  be  assumed  that  the  spontaneous  pas- 
sage of  gallstones  through  the  intestinal  tract 
is  of  fairly  common  occurrence  since  gallstone 
attacks  are  frequent  happenings,  and  the  presence 
of  gallstones  is  so  often  proven  by  x-ray  examina- 
tion. Yet  a  search  through  the  literature  of  recent 
years  shows  only  a  few  reports  of  the  finding  of 
gallstones  passed  through  the  natural  channels. 
Practically  all  of  the  reports  are  of  large  stones 
passed  through  fistulae,  or  of  stones  causing  ob- 
struction in  the  bowels  after  having  ulcerated 
through  the  gallbladder  wall  into  the  lumen  of  the 
intestine.  F.  Roscher1  reports:  Cholelithiasis  with 
numerous  stones  passed  by  the  natural  route.  Two 
cases 

Under  the  old  classification  a  successful  gall- 
stone colic,  or  attack,  was  designated  and  described 
as  one  in  which  the  stone  got  into  the  common 
duct,  then  there  was  colic,  and  then  relief  following 
immediately  on  the  passage  of  the  stone  into  the 
small  intestine,  with  eventual  discharge  from  the 
body.  Jaundice  followed  in  from  twenty-four  to 
thirty-six  hours  due  to  the  common  bile  duct  having 
been  blocked  by  the  stone  in  its  passage. 

I  report  the  present  case  because  this  man  had 
a  successful  attack,  x-ray  examination  after  the 
attack  showed  gallstones  in  the  gallbladder  and 
a  series  of  x-ray  pictures  showed  the  passage  of 
two  gallstones  down  the  intestinal  tract,  and 
eventually  one  faceted  gallstone  one  centimeter 
in  diameter  was  recovered  from  the  stool.  It  is  con- 
ceded that  faceted  gallstones  are  formed  in  the  gall- 
bladder, and  that  the  gallstones  and  fluid  distention 
of  the  gallbladder  stimulate  the  walls  to  contract 
in  an  effort  to  extrude  its  contents.  If  the  stone 
be  expelled,  it  must  pass  through  the  cystic  duct, 
which  has  a  diameter  of  3.1  to  3.7  mm.,  is  of  spiral 
construction  and  is  3.1  to  3.2  cm.  in  length.  From 
thence  it  goes  into  the  common  bile  duct  which  is 
6  to  7  mm.  in  diameter,  and  7.5  cm.  in  length.  It 
is  common  knowledge  that  stones  will  impact  the 
common  bile  duct,  and  that  this  tube  can  be  dis- 
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tended  to  the  diameter  of  one  inch. 

Report  of  Case 

A  51-year-old  laboratory  technician  counsulted  me  com- 
plaining of  severe  epigastric  pain  with  referred  pain  io  the 
right  shoulder  followed  by  jaundice. 

He  had  influenza  in  1921,  followed  by  dry  pleurisy,  of 
which  he  was  ill  for  cne  month  during  which  time  fever 
continued.  The  condition  was  thought  to  be  tuberculous, 
but  proved  to  be  due  to  ethmoiditis,  as  with  the  clearing 
up  of  this  infection  the  fever  and  symptoms  disappeared. 
In  1922  he  was  suspected  of  an  attack  of  appendicitis. 
Followed  by  another  attack  of  appendicitis  with  removal 
of  appendix.  Good  recovery.  January  1924  pain  in  the 
appendicular  region.  Relieved  by  opiates.  In  1927  had  diges- 
tive upset  and  hematemesis  and  melena.  Suspected  duodenal 
hemorrhage.  No  x-ray  pictures  were  made.  Sippy  treatment 
was  prescribed  and  there  was  no  return  of  the  symptoms. 
He  had  a  sinus  infection  192S-'29.  In  summer  of  1929  had 
pain  and  jaundice  and  was  relieved  by  opiates.  In  bed  ten 
days.  X-ray  pictures  failed  to  reveal  any  gallstones.  On 
December  9th,  1935,  he  had  an  acute  attack  of  epigastric 
pain  beginning  at  10  a.  m.  and  increasing  until  6  p.  m. 
requiring  opiates  for  relief.  Another  attack  followed  on 
December  15th,  not  so  severe,  relieved  by  morphine  by 
mouth.  On  January  1st,  1936,  he  had  severe  pain  in  the 
>ame  region,  followed  by  fever  for  twenty-four  hours  and 
slight  jaundice  for  a  few  days.  X-ray  examination  five  days 
later  showed  gallstones,  evidently  with  cholesterin  centers 
and  calcium  coatings,  in  the  gallbladder  and  in  the  intes- 
tinal tract.  Pictures  made  on  January  7th,  8th  and  10th 
showed  the  passage  of  stones  down  the  gastrointestinal 
tract.  January  14th  the  stone,  measuring  1  cm.  in  diameter, 
was  recovered  from  the  stool. 

Summary 

1.  In  spite  of  its  small  diameter  and  spiral 
structure  stones  of  considerable  size  are  able 
to  distend  and  pass  through  the  cystic  duct 
into  the  common  bile  duct. 

2.  They  may  lodge  in  the  common  bile  duct 
blocking  it  partially  or  completely. 

3.  They  may  partially  or  completely  occlude  the 
ampulh  or  Vater  and  remain  there  for  some 
time. 

4.  The  symptoms  manifested  in  1927  and  at- 
tributed to  duodenal  ulcer  were  probably  due 
to  a  gallstone  ulcerating  its  way  from  the 
ampulla  of  Vater  into  the  intestinal  tract. 
He  has  never  had  ulcer  signs  since  then. 
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His  previous  attacks  of  gallstone  colic  with  or 
without  jaundice  and  abdominal  pain  may 
have  been  caused  by  successful  and  unsuc- 
cessful efforts  to  pass  stones. 
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GALLSTONE     PASSED    JANUARY     14th 

6.  Passage  of  the  stones  through  the  natural 
channels  from  the  inception  of  the  attack  on 
January  1st  was  fourteen  days.  Efforts  at 
recovering  stones  from  the  stools  may  be 
desisted  from  before  the  stones  have  really 
had  an  opportunity  to  pass  through  the  in- 
testinal tract. 


Errors  in  X-Ray  Diagnosis  of  Industrial  Injuries 

<W.   W.   Watkins,   Phoenix,  Ariz.,    in    Radiology,  Mar.) 

A  foot  was  x-rayed  and  diagnosed  by  a  surgeon  as  show- 
ing  a  "dislocated  (sic)  sesamoid  bone"  of  the  great  toe! 
A  roentgenologist  found  the  bones,  including  the  seasmoids, 
entirely  normal. 

The  normal  sesamoid  in  the  popliteal  space  was  diagnosed 
a-  a  :rai:ment  of  bone  inside  the  knee  joint.  Only  the  insist- 
ence by  the  consulting  roentgenologist  prevented  an  attempt 
to  remove  this  by  surgical  procedure. 

We  have  seen  os  peroneum  reported  as  a  fracture  of  the 
ccboid. 

Perfectly  normal  ununited  transverse  processes  of  the  first 
lumbar  vertebra  have  been  diagnosed  as  fractures.  We  have 
found  the  anomaly  in  S'A  of  adult  spines. 

The  os  trigonum  has  been  repeatedly  mistaken  for  fracture 
bv  surgeons  trying  to  function  as  x-ray  experts. 

The  tibiale  externum  has  been  a  source  of  error  several 
times;  such  a  bone  has  been  removed  as  an  ununited  frac- 
ture, without  benefit  to  the  patient. 

The  free  ulnar  styloid  has  several  times  been  mistaken  for 
fracture;  so  have  free  bones  about  the  humeral  condyles  or 
teyond  the  malleoli  at  the  ankle. 

A  company  was  sued  for  S50.000.  a  film  showing  fracture 
fej  the  spinous  process  of  the  5th  lumbar  vertebra,  this 
bring  the  testimony  of  the  man  who  made  the  film  and  3 
suru-ons.  It  was  not  a  fracture,  but  a  congenital  anomaly 


associated  with  spina  bifida. 

Misinterpreting  epiphyseal  lines  as  fractures  still  happens. 

A  policeman  fell,  striking  his  elbow  on  a  concrete  floor 
ar.d  bruising  his  chest  on  the  edge  of  a  large  badge  worn 
just  below  his  left  clavicle.  X-rays  of  elbow  and  shoulder 
were  made,  and  a  crack  in  the  head  of  the  radius  found. 
Pain  and  muscular  weakness  persisting,  a  roentgenologist 
found  a  fracture  of  the  first  rib,  an  inch  from  the  sternal 
end,  the  larger  fragment  displaced  downward  and  one  of 
Ike  oblique  views  a  small  cervical  rib.  The  non-union  and 
depression  of  the  fracture  first  rib  had  resulted  in  pinching 
the  cervical  plexus  between  the  two  structures. 

In  a  case  of  suspected  injury  to  the  12th  dorsal,  3  x-ray 
examinations  had  failed  to  disclose  positive  evidence; 
oblique  views  showed  a  fractured  transverse  process  of  the 
last  dorsal — evidence  that  a  serious  injury  had  certainlv 
been  sustained. 

In  a  recent  case,  the  report  stated  that  a  lumbar  v.  was 
fractured  and  the  film  came  to  prove  this  diagnosis.  The 
toentgenologist  was  almost  certain  that  the  crack  in  the  v. 
was  a  gas  shadow ;  re-examined ;  body  case  removed,  and 
the  films  showed  that  the  overlying  gas  bubble  had  moved 
and  the  fracture  was  "gone  with  the  wind." 

A  man  fell  and  bruised  his  hip.  No  x-ray  examination 
made  as  he  could  walk.  Some  weeks  later  another  doctor 
examined  him  for  persistent  pain,  made  film  of  hip  with 
thigh  in  external  rotation — certain  sign  of  amateur.  Diag- 
nosis of  an  old  impacted  fracture  of  the  femoral  neck  made 
and  man  put  in  a  body  cast.  Cast  removed,  stereoroent- 
genogram  made  with  the  thigh  in  internal  rotation,  normal 
femoral  neck  shown. 

A  man  with  a  crushed  8th  dorsal  v.  was  properly  treated 
and  came  because  of  more  symptoms  than  the  injury-  would 
account  for;  a  fracture  of  the  11th  dorsal  was  found  also. 

A  pelvic  injury  was  x-rayed  and  found  negative;  5  months 
later  locating  the  pain  high  up,  old  changes  were  found  in 
the  lower  dorsal  v.  A  thorough  examination  in  the  outset 
iT'ight  have  prevented  this  possible  error. 

In  a  wrist  injury  claim  no  previous  accident,  an  old 
fractured  scaphoid  was  found.  We  accidently  ran  across 
some  old  films  of  this  man's  wrist  made  in  1031,  showing 
the  condition  exactly  as  it  appeared  S  years  later. 


Allergy   in   General  Medicine 
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Allergy  may  be  briefly  divided  as  follows: 

Atopy — allergy  by  heredity  (specific,  circulating  antibodies 
called  reagins).  Includes  asthma,  allergic  cory'za,  and  cer- 
tain forms  of  skin  lesions,  e.g.,  urticaria  and  allergic  derma- 
titis. 

Contact  allergy — contact  to  various  substances;  after  an 
interval  of  time,  the  reaction  may  be  precipitated  by  further 
exposure  to  the  sensitizing  substance.  Skin  reagins  do  not 
exist  in  the  serum  of  patients  suffering  only  from  this  type 
of  allergy. 

Drug  idiosyncrasies — unusual  reaction  injection  or  inges- 
tion of  non-toxic  doses  of  a  drug,  or  by  the  application  of 
a  drug  to  the  mucous  membrane  or  to  the  skin. 

Bacterial  allergy — the  tuberculin  type  of  allergy  caused 
I  y  an  injection  or  infection  following  a  sensitization  of  the 
individual  by  a   previous  injection   or  infection. 

Serum  sickness — that  form  of  allergy  which  occurs  in 
about  Q0%  of  white  persons  following  the  injection  of  a 
foreign  blood  serum. 

Physical  allergy,  produced  by  light,  heat,  cold  or  me- 
chanical irritations  in  amounts  ordinarily  harmless  to 
humans. 


The  florid  hypertensive  person  will  live  much  longer 
than  the  one  who  is  pale. 
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Nervous  Indigestion* 

Roy  C.  Mitchell,  B.S.,  M.D.,  F.A.C.P.,  Mount  Airy,  North  Carolina 


LAST  year  I  had  the  pleasure  of  talking  with 
you  about  the  most  evident  and  the  most 
fatal  of  the  organic  diseases  of  the  stom- 
ach— cancer.  Tonight  I  shall  talk  with  you  about 
the  most  obscure  and  the  last  fatal  of  the  functional 
disorders  of  the  stomach — nervous  indigestion.  The 
factors  in  the  causes  and  symptoms  of  this  disorder 
ramify  the  patient's  entire  personality  as  well  as  his 
body.  It  will  therefore  be  possible  only  to  sketch 
the  subject  within  the  space  of  a  short  paper.  But 
this  problem  is  so  universally  present  and  yet  so 
generally  neglected  that  I  feel  that  a  short  discus- 
sion of  our  experiences  with  it  is  worth  while. 

The  stomach,  in  addition  to  being  the  mouth- 
piece of  the  alimentary  tract,  is  also  the  mouth-piece 
of  other  systems  in  the  body.  It  speaks  for  the 
glands  of  internal  secretion  and  the  central  and 
sympathetic  nervous  systems.  The  study  of  all  of 
the  symptoms  in  the  abdomen  is  the  study  of  all 
of  the  reactions  of  the  patient  to  mental  and  phy- 
sical stimulations.  Patients  with  the  same  disease 
will  differ  in  their  symptoms  according  to  the  differ- 
ence in  their  personalities.  And  personality  dis- 
turbances without  physical  disease  will  produce 
marked  physical  symptoms  strongly  suggesting 
disease.  When  the  patient  presents  himself  with 
his  symptoms  we  have  to  determine  first  whether  he 
is  suffering  from  a  functional  disturbance  or  an 
organic  disease.  If  he  has  an  obvious  organic 
disease  the  diagnosis  is  easy.  But  if  he  has  no 
evidence  of  organic  disease  then  the  search  for  the 
needle  in  the  hay-stack  begins.  It  is  not  easy  to 
rule  out  all  possible  points  of  disease  that  might 
provoke  symptoms  in  a  hypersensitive  individual. 
On  the  other  hand,  it  is  not  hard  to  let  a  hyper- 
sensitive patient  mislead  us  into  treating  him  for 
an  organic  disease  that  he  does  not  have.  The 
suffering  from  an  organic  disease  may  cause  so  many 
nervous  symptoms  that  the  disease  is  lost  sight  of. 
Sometimes  the  nervous  symptoms  remain  after  the 
disease  has  been  cured  and  his  fear  must  be  treated 
instead  of  his  disease.  Sometimes  his  symptoms 
are  the  result  of  the  fear  of  disease,  and  therefore 
resemble  disease  in  a  superficial  consideration  of 
the  case. 

Much  progress  has  been  made  in  the  development 
of  the  methods  for  the  study  of  organic  disease. 
But  in  the  medical  schools  and  in  the  literature  of 
medicine  today  the  matter  of  functional  disturb- 
ances in  the  patient  who  is  not  yet  incapacitated 
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is  largely  overlooked.  In  my  early  days  of  practice 
I  was  surprised  at  the  large  number  of  patients  with 
complaints  which  did  not  conform  to  the  clinical 
pictures  which  I  had  been  taught  in  medical  school 
and  which  I  could  not  find  in  textbooks.  When  I 
began  to  check  my  diagnoses  with  laboratory  ex- 
aminations I  found  to  my  surprise  again  that  many 
people  who  convinced  me  that  they  were  sick  did  not 
have  any  organic  disease  that  I  could  find.  What 
was  the  matter  with  these  patients? ;  and  what  could 
I  do  for  them? 

About  this  time  I  came  into  contact  with  a  think- 
ing layman,  much  my  elder,  who  made  the  fatherly 
criticism  that  the  medical  profession  did  not  give  to 
the  patient  what  he  needed  most — understanding; 
that  we  thought  too  much  about  the  man's  disease 
and  not  enough  about  the  man  himself.  He  talked 
to  me  a  great  deal  about  the  subconscious  mind. 
He  said  that  many  of  the  symptoms  which  we  were 
trying  to  treat  with  medicine  were  the  physical 
expressions  of  mental  or  emotional  conflicts  in  the 
subconscious  mind,  where  they  had  been  exiled  by 
the  conscious  mind  by  the  processes  of  avoiding  and 
forgetting,  but  where  they  continued  to  operate  and 
to  express  themselves  in  unexpected  and  often  un- 
desirable manners.  He  himself  had  a  distressing 
paroxysmal  tachycardia  which  I  told  him  we  know 
very  little  about.  He  also  had  a  chronic  lung 
condition  which  we  could  do  little  for,  and  with 
which  he  had  been  grappling  for  years.  He  began 
to  treat  himself.  He  made  friends  with  his  handi- 
caps. He  said  that  he  reconciled  his  conscious  and 
his  subconscious  minds.  He  has  certainly  made 
great  improvement  in  his  tachycardia  and  general 
health  and  says  that  he  is  enjoying  life  as  much  as 
any  man  whom  he  knows.  He  does  not  criticize  us 
for  our  failure  to  cure  organic  disease,  but  he  does 
criticize  us  for  our  failure  to  help  the  patient  to 
adapt  himself  to  the  disease  which  we  cannot  cure. 
He  says  that  we  are  neglecting  a  large  part  of  the 
world's  illness  because  it  is  not  organic. 

I  recently  heard  a  neuropsychiatrist  say  that  he 
was  the  only  real  practitioner  left.  And  even  he 
admitted  that  he  was  interested  chiefly  in  brain 
tumors  and  dementia  praecox.  For  each  person 
who  has  broken  sufficiently  to  attract  the  serious 
attention  of  the  psychiatrist  there  are  many  more 
valuable  people  with  impaired  nervous  systems 
who  are  being  told  by  their  physicians  that  there 
is  nothing  the  matter  with  them.     A  few  of  the 
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stronger  of  these  will  work  out  their  salvation  alone, 
as  my  lay  friend  d:d.  Others  will  be  treated  by 
the  quack,  and  be  helped.  Still  others,  who  can 
affort  it,  will  get  rest  cures  in  sanatoria.  And 
some  will  fail  so  utterly  in  getting  the  necessary 
help,  or  in  making  their  adjustments  alone,  that 
they  will  become  submerged  by  their  conflicts  and 
end  as  invalids  or  criminals.  This  class  of  patients, 
who  are  not  relieved  by  medicine,  and  who  are  made 
worse  by  the  strain  of  operations  in  the  removal 
of  the  gallbladder,  appendix,  tonsils  and  teeth,  con- 
stitute about  half  of  the  average  physician's  prac- 
tice. 

The  characteristic  feature  of  nervous  indigestion 
is  the  presence  of  indigestion  without  sufficient 
signs  of  organic  disease  to  explain  it.  In  many 
cases  the  nature  of  the  trouble  is  apparent  in  the 
first  few  minutes  of  the  history.  There  is  a 
characteristic  vagueness  and  generality  in  the  com- 
plaints. There  are  often  so  many  complaints  that 
he  hardly  knows  where  to  begin.  Instead  of  a 
clear-cut  picture  of  known  organic  disease  there  is 
an  indefinite  picture  of  varying  and  bizarre  com- 
plaints. 

Symptoms  that  are  usually  present  are  loss  of 
appetite,  distention  after  meals,  flatulence,  belching, 
dizziness,  palpitation,  constipation  and  general  hy- 
persensitiveness.  The  patient  usually  feels  that  his 
case  is  unusual  and  as  a  rule  a  number  of  physicians 
have  already  failed  to  help  him.  Many  have  lost 
weight  because  of  undernourishment  resulting  from 
the  limitation  of  the  diet  in  the  effort  to  eliminate 
the  food  causing  the  indigestion.  Many  have  be- 
come afraid  to  eat.  Some  have  noticed  that  at 
times  all  food  disagrees  with  them  and  that  at 
others  nothing  disagrees  with  them.  Some  of  these 
patients  are  outwardly  calm  but  beneath  the  con- 
ventional surface  they  are  tense  and  hypersensitive. 

Although  the  pictures  of  indigestion  from  organic 
causes  such  as  gallbladder  disease,  duodenal  ulcer 
and  appendicitis  are  often  distorted  by  nervous 
symptoms,  the  essential  features  of  the  organic 
picture  are  usually  present. 

Cholecystitis  is  possibly  the  commonest  cause 
of  indigestion  in  the  stout  middle-aged.  Its  chief 
symptom  is  gas  after  eating,  with  or  without  at- 
tacks of  colic  in  the  upper  abdomen,  radiating  to 
the  back,  followed  by  residual  soreness  under  the 
right  costal  border. 

In  duodenal  ulcer  the  pain  appears  in  the  epi- 
gastrium when  the  stomach  is  empty  and  is  relieved 
by  food  or  alkalis.  No  other  abdominal  complaint 
is  so  promptly  relieved  by  feedings  every  two  hours. 

Chronic  appendicitis  is  the  most  popular  alibi 
of  the  surgeon.  It  is  hard  to  defend  this  diagnosis 
unless  there  is  residual  soreness  in  the  right  iliac 


fossa.  Possibly  the  most  frequent  operation  for 
nervous  indigestion  is  that  for  chronic  appendicitis. 
Other  organic  diseases  to  be  prominently  con- 
sidered are  cancer  of  the  stomach  and  of  the  bowel, 
diverticulitis,  tape  worm  infestation,  pernicious 
anemia,  pulmonary  tuberculosis,  syphillis,  nephritis, 
ovarian  insufficiency,  thyroid  disturbances,  mi- 
graine, and  allergy. 

While  the  diagnosis  of  nervous  indigestion  may  be 
correctly  suspected  in  the  first  few  minutes  of  the 
history,  it  should  not  be  settled  upon  until  all  pos- 
sible organic  causes  have  been  excluded  by  a  care- 
ful history  and  physical  and  laboratory  examina- 
tion. More  time,  labor  and  expense  are  required  to 
prove  a  diagnosis  of  nervous  indigestion  than  one 
of  organic  disease,  because  nervous  indigestion  can 
be  settled  upon  only  after  all  organic  disease  has 
been  ruled  out.  It  also  requires  more  ability,  in- 
sight, skill  and  mental  honesty  than  the  search  for 
the  average  organic  dicease.  Although  the  diagnosis 
of  nervous  indigestion  must  frequently  be  made  it 
must  always  be  made  reluctantly. 

But  having  exhausted  our  means  of  examination 
for  organic  disease  without  finding  it  what  shall  we 
do?  The  patient  is  sure  there  is  something  wrong 
with  him  because  he  suffers  so  much.  His  symp- 
toms are  real.  What  can  we  do  for  him?  A 
thorough  examination  is  the  only  means  of  elim- 
inating the  question  of  organic  disease.  It  is  the 
best  reassurance  to  the  anxious  patient  who  has 
only  the  fear  of  disease  and  who  usually  goes  his 
way  relieved.  And  it  is  the  only  way  to  justify  the 
confidence  that  is  necessary  to  help  the  psycho- 
neurotic. 

Having  identified  a  neurosis,  we  can  proceed  to 
treat  it.  The  treatment  of  these  cases  consist  in 
helping  them  to  meet  their  problems  in  a  straight- 
forward manner.  They  must  be  shown  their  con- 
flicts so  that  they  may  understand  them.  Psy- 
chiatrists tell  us  that  in  the  presence  of  a  clear, 
calm,  honest,  and  conscious  understanding  of  the 
conflict,  a  neurosis  cannot  occur.  An  individual  at 
an  economic  or  a  domestic  impasse  can  face  the 
unpleasant  conditions  squarely,  and  change  them 
or  adapt  himself  to  them  and  remain  sufficiently 
free  from  conflicts  to  maintain  his  equilibrium.  But 
if  the  situation  is  avoided  and  faulty  methods  of 
thinking  and  acting  are  brought  into  play  emotional 
conflicts  develop.  Fear,  anxiety,  anger,  shame  and 
resentment  produce  vasomotor  disturbances  with 
consequent  flushing  and  blanching  of  the  glands  of 
internal  secretion,  and  the  digestive  mucous  mem- 
brane. The  heart  action  is  disturbed  and  the  di- 
gestion is  upset.  If  these  reflexes  become  estab- 
lished his  symptoms  become  continuous.  He  comes 
to  the  doctor  complaining  of  palpitation,  weakness 
and  breathlessness,  flushings  and  chilliness,  tingling 
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sensations,  lightness  or  heaviness,  choking  and  di- 
gestive disturbances.  He  wants  medicine  to  cure 
these  symptoms.  He  must  be  made  to  understand 
that  medicines  can  be  only  a  temporary  aid,  if 
effective  at  all,  and  that  the  only  permanent  remedy 
is  to  understand  how  these  states  of  body  develop- 
ed from  states  of  mind  and  to  make  a  determined 
atempt  to  substitute  new  points  of  view  and  new- 
reflexes  and  habits  for  the  old  ones. 

The  medical  aids  to  these  patients  may  be 
grouped  under  rest,  sleep,  exercise,  diet  and  drugs. 
A  rest  cure  in  a  hospital  or  sanatorium  is  beyond 
the  reach  of  those  who  need  it  most.  Long  vaca- 
tions are  impossible  for  many.  The  point  is  to  break 
the  strain  on  the  nerves  of  the  patient.  Many  nerv- 
ous patients  are  benefitted  by  rest  in  bed  on  Satur- 
day afternoons  and  Sundays.  Others  must  draw 
some  of  their  irons  out  of  the  fire  and  give  up  some 
of  their  ambitions.  Shortening  the  hours  of  work 
is  often  preferable  to  a  complete  vacation. 

More  sleep  at  night  is  a  great  help  to  many 
nervous  persons.  They  should  be  taught  to  avoid 
disturbing  thoughts,  to  avoid  mental  work  or  ex- 
citing conversation  or  any  challenging  situation 
after  supper,  to  take  a  warm  bath  and  a  little  food 
on  retiring  and  to  get  to  bed  earlier.  If  a  sedative 
is  necessary  for  sleep  bromural,  phenobarbital  or 
sodium  amytal  may  be  used. 

The  type  of  exercise  will  depend  upon  what  the 
situation  of  the  patient  happens  to  be;  whether 
golfing,  riding  or  walking  or  massage  by  a  physio- 
therapeutist.  I  prefer  that  the  patient  do  something 
that  appeals  to  his  fancy,  whether  riding,  walking, 
swimming,  golfing,  croquet,  tennis  or  ping  pong. 
Let  the  exercise  be  a  recreation  rather  than  a  treat- 
ment. 

The  diet  should  as  a  rule  be  smooth  instead  of 
rough.  The  idea  of  roughage  as  a  laxative  in  the 
diet  of  certain  types  of  indigestion  has  been  ex- 
ploited to  such  an  extent  by  the  cereal  manufac- 
turers that  both  the  profession  and  the  laity  feel 
that  they  are  victims  of  the  more  or  less  mythical 
autointoxication  unless  they  are  feeders  upon  bran. 
There  is  a  type  of  patient  in  whose  diet  indigestible 
cellulose  is  a  necessary  article.  But  the  hypersen- 
sitive, tired,  nervous  patient  is  not  the  type.  A 
smooth  diet  is  preferable  for  this  type  of  patient. 
Drugs  should  be  of  the  sedative  sort.  Strychnine 
has  been  used  extensively  to  "strengthen"'  the  nerves 
of  these  patients.  It  would  seem  the  last  drug  on 
earth  to  give  them.  They  are  already  on  edge, 
with  reflexes  exaggerated,  senses  overly  acute,  and 
the  doorways  to  the  brain  and  cord  open  to  every 
incoming  stimulus.  What  is  needed  is  some  sed- 
ative which  will  quiet  the  reflexes,  and  not  a  drug 
like  strychnine,  which  exaggerates  them. 

Nervous  indigestion  is  the  response  of  the  gastro- 


intestinal tract  to  over -stimulation  of  the  organism. 
It  may  be  a  normal  mechanism  sensitized  by  over- 
work and  worry,  or  it  may  be  an  inherently  hyper- 
sensative  mechanism  smarting  under  a  normal  load. 
Both  must  be  treated  by  rest  and  philosophy.  Con- 
flicts must  be  reconciled  and  new  interests  must  be 
developed.  The  individual  must  be  made  more 
important  than  the  circumstances  around  him.  He 
must  be  bigger  than  anything  that  he  has,  than 
anything  that  he  can  do  and  than  anything  that 
anybody  can  do  to  him.  His  possessions  must  be 
made  his  servants  rather  than  his  masters.  In- 
stead of  making  mountains  out  of  mole  hills  he 
must  make  mole  hills  out  of  mountains.  The  flow 
of  his  life  must  not  be  interrupted. 

Our  civilization  develops  nervousness  rather  than 
poise.  Our  work  and  our  pleasures  have  been  speed- 
ed up  to  a  rapid  rate  of  contracts  and  adjustments 
which  fatigue  the  nervous  system  into  irritability, 
depressions  and  neuroses.  Our  technical  progresses 
taxing  our  spiritual  strength. 

As  physicians  we  may  not  be  responsible  for  our 
patient's  philosophies.  But  if  we  are  to  remain  the 
worthy  servants  to  their  aches  and  pains  we  must 
recognize  the  physical  expression  of  mental  illness, 
avoid  treating  them  for  diseases  which  they  do  not 
have  and  at  least  point  to  the  way  of  recovery. 


So-Called  "Subacromial  Bursitis" 
The  so-called  subacromial  bursitis  is  not  a  bursitis,  but  a 
lesion  in,  on,  or  under  the  supraspinatus  tendon,  and  may 
consist    of   an   inflammation,   necrosis,   calcium   deposit,   or 
metamorphosed  fat. 

The  pain  may  require  large  doses  of  morphine,  may 
extend  from  the  neck  to  the  finger  tips  or  from  shoulder 
tc.  elbow,  severest  at  the  insertion  of  the  deltoid;  common 
cause  of  brachial  neuralgia. 

Tender  spot  just  below  the  acromion  process  between 
lesser  tuberosity  and  humeral  head;  restriction  of  shoulder 
motion,  both  actively  and  passively. 

Treatment — medical,  bed,  splint  to  the  back  of  the  fore- 
arm, tying  each   end   of  the  splint   with  a  loop   over  the 
-railing  at  the  head  of  the  bed.  The  position  of  the  patient's 
body   usually   acts   as  sufficient   extension;    placing   a   block 
under  the  legs  at  the  head  of  the  bed  assures  it.  Morphine 
the  first  night  to  procure  relaxation,  but  not  to  absolutely 
remove  the  pain  for  fear  of  letting  the  arm  "go  to  sleep.'' 
In  12  to  24  hours  the  spasm  relaxes.  In  a  day  or  two  re- 
move the  splint  and  tie  a  bandage  loosely  around  the  wi9 
and  to  the  head  of  the  bed  to  remind  the  patient  not  to 
lower  the  arm.  Get  the  patient  up  daily  and  begin  exer- 
cises,   standing    erect,    arms   extended   over    the    head,    and 
bending  at  waist,  keeping  legs  stiff  and  trying  to  touch  the    ( 
foor  with  fingertips.  Keep  the  patient  in  bed  until  he  can    . 
freely  move  his  arm  and  in  any  direction  above  his  head, 
usually  1  or  2  weeks.  After  discharge  continue  his  stooping 
exercises,  and  for  a  few  weeks  sleep  at  night  with  his  arm   I 
k.  the  hammock  position. 
Some  use  diathermy. 


The  amount  of  heart  enlargment  is  not  an  index  of 
heart  impairment. 

In  hypertrophy  a  slow  pulse  promises  much  longer  life 
than  does  a  rapid  pulse. 
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Milk  Sickness 

C.  F.  Lambert,  B.S.,  M.D.,  Spruce  Pine,  North  Carolina 


MILK  sickness  is  an  acute,  afebrile,  proba- 
bly specific  disease  characterized  by  pro- 
found prostration,  progressive  weakness, 
obstinate  constipation  and  persistent  vomiting,  due 
to  the  ingestion  of  milk  or  milk  products  from  an 
animal  suffering  from  a  disease  known  as  trembles. 
The  disease  is  known  in  different  localities  as 
endemic  sick  stomach,  puking,  paralysis  intestinalis, 
sloes,  etc..  etc. 

H  .'STORICAL 

The  first  description  appears  to  have  been  pub- 
lished by  Drake  in  1809;  however,  for  many  years 
prior  to  this  time  it  appears  that  the  disease  was 
known  to  bear  some  relation  to  the  ingestion  of 
milk.  In  early  Colonial  days,  entire  settlements 
were  destroyed  by  this  disease,  and  at  times  it 
assumed  the  proportions  of  an  epidemic.  In  some 
instances  an  entire  village  or  settlement  would  move 
to  another  locality  to  escape  its  ravages.  It  be- 
came such  a  problem  that  certain  State  Legislatures 
offered  a  reward  to  any  person  who  would  discover 
the  cause.  In  1821,  the  Tennessee  Legislature 
passed  laws  requiring  that  certain  coves  in  Franklin 
County  be  fenced  off  at  public  cost.  In  White 
County,  several  thousand  acres  of  land,  known  as 
Milk  Sick  Mountain,  were  surrounded  by  a  fence 
mere  than  eight  miles  in  length,  some  of  which  is  yet 
standing.  So  far  as  is  known,  the  disease  has  never 
jeeurred  outside  of  the  L'nited  States.  It  is  most 
prevalent  in  Xew  York,  Tennessee,  Kentucky,  Ohio, 
Xorth  Carolina  and  Indiana.  Except  for  North 
Carolina  and  Tennessee  the  existence  of  the  disease 
is  almost  forgotten. 

Etiology 

For  a  disease  so  long  recognized,  it  is  surprising 
I  hat  so  little  is  known  concerning  its  cause.  Chil- 
dren are  said  not  to  be  so  susceptible  as  adults. 
Nursing  women  are  said  to  enjoy  a  relative  im- 
munity. One  attack  appears  to  predispose  to  sub- 
sequent attacks.  The  disease  is  usually  seen  in  late 
summer  or  fall,  but  a  few  cases  have  been  reported 
as  having  occurred  in  winter  and  spring.  Most 
cas-->s  occur  during  a  dry  season  when  food  for 
cattle  is  not  plentiful.  It  has  been  claimed  by  some 
that  the  disease  may  be  transmitted  by  the  flesh 
of  a  diseased  animal,  but  this  has  never  been  satis- 
factorily proven.  Several  theories  as  to  the  actual 
cause  of  the  disease  have  been  advanced: 

1.  That  it  is  a  mineral  poisoning  from  lead, 
arsenic  or  cobalt.  The  symptoms  of  poisoning  by 
these  metals  do  not  give  us  the  clinical  picture  that 
we  see  in  milk  sickness. 


2.  That  a  poisonous  gas  or  miasm  is  generated 
by  the  action  of  the  dew  on  either  mineral  or  vege- 
table matter,  ad  it  is  said  that  an  animal  can  be 
poisoned  by  eating  the  grass  only  while  it  is  still  wet 
with  dew. 

3.  That  the  disease  is  infectious  in  origin.  Of 
the  bacteria  that  have  been  found,  cultures  have 
been  made,  but  it  has  been  impossible  to  produce 
milk  sickness  from  these  cultures. 

4.  That  the  disease  is  caused  by  the  animals 
ingesting  some  poisonous  grass  or  weed.  It  has  been 
claimed  that  the  disease  is  caused  by  poison  ivy, 
mushroom,  and  white  snake  root. 

We  have  no  evidence  against  any  of  the  agents 
except  white  snake  root.  This  plant  grows  in  pro- 
fusion in  the  area  in  which  milk  poisoning  is  com- 
mon. It  is  a  slender,  erect  perennial  herb,  with 
leaves  three  to  five  inches  long,  opposite,  broadly 
ovate,  sharply  pointed  and  thin.  It  has  small  white 
flowers  in  summer  and  fall,  and  attains  a  height  of 
from  one  to  four  feet.  It  does  not  grow  in  cleared 
fields,  but  only  in  shaded,  moist  places.  Three 
poisons  have  been  abstracted  from  white  snake  root, 
two  of  which — a  volatile  oil  and  a  resin — do  not 
produce  milk  sickness.  A  third  poison — an  oily 
liquid  that  resembles  a  secondary  alcohol — given 
to  animals  produces  all  the  symptoms  of  trembles, 
and  will  kill  the  animal  if  given  in  large  enough 
doses.  The  milk  from  this  animal  will  cause  milk 
sickness  in  other  animals.  The  poison  has  been 
called  tremetol  and  has  the  chemical  formula 
C^H^.Os.  The  investigators  have  not  as  yet  been 
able  to  recover  tremetol  from  the  milk  of  the 
diseased  animals;  however,  in  the  light  of  our  pres- 
ent knowledge,  it  would  appear  that  white  snake 
root  is  the  case  of  milk  sickness. 

Pathology 
Due  to  the  fact  that  most  cases  of  milk  sickness 
occur  in  remote  and  isolated  places,  it  has  been  dif- 
ficult to  properly  investigate  the  morbid  anatomy 
of  the  condition.  It  has  been  found  that  the  heart 
and  liver  show  a  fatty  degeneration  in  the  chronic 
cases.  The  kidneys  show  an  acute  parenchymatous 
nephritis.  The  intestines  are  hyperemic  and  there 
is  some  hyperplasia  of  the  lymphatics.  The  urine 
is  scanty,  highly  colored  and  contains  acetone  and 
diacetic  acid.  The  blood  sugar  is  said  to  be  lowered 
to  a  marked  degree. 

Symptoms 
Wilkinson  describes  the  symptoms  as  follows: 
'In  the  acute  form  of  the  disease,  there  is  a  sudden  loss 
of  appetite,  a  sense  of  increasing  muscular  weakness,  espe- 
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daily  in  the  arms  and  legs,  nausea,  persistent  vomiting,  and 
increased  irritability.  After  two  or  three  days  the  patients 
become  dull  and  apathetic.  The  urine  is  scanty  and  highly 
colored.  Occasionally  there  is  some  pain  in  the  abdomen. 
Hiccough  at  times  follows  the  vomiting  spells.  No  fluid  is 
retained  and  the  bowels  do  not  move.  In  fatal  cases  disso- 
lution is  preceded  by  coma.  In  less  severe  cases  convalescence 
begins  when  fluids  are  retained.  The  vomiting  may  persist 
for  weeks,  the  loss  of  weight  is  great  and  is  usually  re- 
gained with  difficulty.  The  muscular  weakness  persists  for 
months.  In  several  cases  the  patients  have  stated  that  they 
have  never  regained  their  full  vigor,  though  the  disease 
has  occurred  many  years  before." 

There  is  pallor  with  flushed  cheeks,  and  very  red 
lips.  The  temperature  is  not  elevated,  the  pulse  is 
but  slightly  accelerated  and  respiration  is  about 
18.  As  the  intoxication  progresses,  the  pulse  quick- 
ens, the  blood  pressure  drops  while  the  respiratory 
rate  remains  about  the  same.  It  deepens  and  takes 
the  form  of  air  hunger,  each  excursion  ending  in 
a  gasp.  The  breath  has  an  acetone  odor  quite 
noticeable  on  entering  the  sick  room.  The  pupils 
are  dilated  but  responsive.  The  tongue  is  scarlet 
and  tremulous.  The  lungs  are  not  affected.  The 
heart  sounds  are  pounding  at  first  and  faint  as  the 
poisoning  progresses.  The  abdomen  is  soft,  is  not 
tender  on  palpation,  and  peristalsis  is  neither  seen 
nor  felt.  The  lymph  glands  are  not  enlarged.  The 
deep  reflexes  weakened  symmetrically.  There  is 
no  ataxia.  Muscular  weakness  is  profound  and 
muscle  tone  exceedingly  poor.  The  urine  is  dark, 
of  high  specific  gravity,  and  contains  acetone, 
diacetic  acid  and  a  trace  of  albumin.  In  the  chronic 
form  the  symptoms  are  nausea,  vomiting  and  con- 
stipation. The  appetite  is  poor  and  the  loss  of 
weight  marked.  The  intoxication  is  known  to  recur, 
the  attacks  lasting  for  weeks  at  a  time.  Convales- 
cence is  slow. 

Prognosis  is  always  grave.     The  mortality  will 
vary  from  25  to  50  per  cent.     Many  who  survive 
never  regain  their  normal  vigor  and  strength. 
Treatment 

All  diseases  about  which  little  is  known  have 
many  remedies.  The  Indians  used  powdered  char- 
coal. Some  writers  advise  giving  large  amounts  of 
alkalis  and  glucose.  Elimination  should  be  insti- 
tuted by  purgation  and  colonic  irrigation.  Wilkinson 
reports  good  results  from  giving  an  enema  of  molas- 
ses every  four  hours.  It  is  said  that  eserine,  pilo- 
carpine and  pituitrin  are  of  value.  After  all  the 
remedies  have  been  tried,  the  practitioner  who 
treats  this  disease  will  tell  you  that  the  remedy  par 
excellence  is  the  liberal  allowance  of  apple  brandy 
and  honey. 


mides  are  used  quite  often  when  patients  cannot  tolerate 
the  barbiturates.  The  rash  is  more  characteristic  and  not 
nearly  so  protean  in  its  appearance  as  is  the  rash  from  the 
barbiturates. 

The  administration  of  sodium  chloride  is  practically  a 
specific  treatment  of  bromide  poisoning.  Sodium  chloride 
may  be  given  by  mouth,  two  drams  in  water  three  times  a 
day,  or  in  emergencies  intravenously  as  well. 

Paraldehyde  is  probably  the  safest  of  all  sedatives.  Large 
quantities  can  be  given  without  toxic  effects.  It  is  the  seda- 
tive of  choice  in  acute  alcoholism.  Alcoholic  patients  do 
not  usually  object  to  taking  it  by  mouth.  A  very  satisfac- 
tory treatment  of  acute  alcoholism,  especially  where  there 
is  nausea  and  vomiting,  is  to  wash  out  the  stomach  tho- 
roughly through  a  nasal  tube,  then  to  place  in  the  stomach 
through  the  tube  from  3  to  6  drams  of  paraldehyde. 

Paraldehyde  is  a  very  good  sedative  to  employ  in  the 
aged,  because  it  does  not  affect  the  heart,  even  in  large 
doses  and  because  it  does  not  cause  the  excitement  that 
even  moderately  small  doses  of  barbiturate  occasionally 
do  in  the  aged. 

Paraldehyde  is  not  infrequently  given  rectally.  Whalen 
gives  20  to  30  c.c.  into  the  gluteal  muscle.  He  states  that 
no  ill  effects  have  been  encountered  in  at  least  300  adminis- 
trations and  that  the  sedative  effect  is  prolonged  from  1  to 
3  hours  longer  than  when  given  by  mouth. 

For  some  time  it  has  been  the  practice  of  this  clinic  to 
give  liver  extract  1  c.c.  intramuscularly  1  to  3  times  weekly 
to  patients  to  whom  any  of  the  barbiturates  are  being 
administered.  When  barbiturate  toxicity  is  encountered, 
larger  doses  of  liver  extracts  are  given. 


Non-Narcotic  Sedatives 

(R.    M.    Fellows,    Osawatomie,    in    Jl.    Kansas    Med.    Soc, 

Oct.  1936.) 

The  bromides  have  had  a  variety  of  uses,  but  they  have 

been  supplanted  to  a  great   extent  by  barbiturates.     Bro- 


The  Use  of  the  Vaginal  Douche 
i  D.    W.    Tovey,   New   York,    in    Jl-Lancet,    March) 

The  therapeutic  vaginal  douche  serves  as  an  important 
adjuvant  and  in  minor  infections  a  surprising  number  of 
cases  appear  to  be  cured  if  the  proper  technic  is  used,  after 
a  suitable  preparation. 

In  over  a  hundred  cases  in  which  I  have  used  a  douche 
preparation  composed  of  boric  acid,  zinc  sulphate  (dryl, 
salicylic  acid,  phenol,  menthol,  thymol,  and  eucalyptol, 
good  results  have  been  obtained  without  a  single  case  of 
burning  or  irritation.  Antiseptic,  soothing  and  healing,  it 
readily  dissolves  thick  tenacious  mucus,  and  affords  a 
sense  of  cleanliness  and  well-being  which  was  commented 
on  by  all  patients  using  it. 

The  patient  in  the  recumbent  position  with  the  douche 
-bag  at  an  elevation  of  4  feet ;  a  gallon  of  the  solution  wis 
used,  8  teaspoonfuls  to  the  gallon  of  warm  water.  After 
office  treatments  the  patients  were  instructed  to  use  this 
treatment  twice  a  day,  and  to  report  back  at  least  once  a 
week.  A  course  of  treatment  of  3  to  4  weeks  was  found 
sufficient  in  most  of  the  cases,  and  after  this  course  the 
patient  was  warned  against  the  use  of  a  daily  douche. 

Vaginitis,  cervical  erosions,  cervicitis  and  endocervicitis, 
pruritus  vulvae,  and  leukorrhea  responded  to  the  treatment. 

In  the  treatment  of  gonorrhea  the  regular  use  of  warm 
douches  of  this  preparation  lessens  materially  the  purulent 
discharge  and  gives  the  patient  a  sense  of  cleanliness  and 
well-being,  in  addition  to  providing  relief  from  the  itching 
and  irritation.  The  patient  should  be  cautioned  to  have  the 
douche  bag  at  a  very  low  elevation  to  prevent  upward 
spread  of  the  infection. 

It  is  important  to  provide  symptomatic  relief  while  treat- 
ing  the   underlying   cause. 

In  3  cases  of  colitis,  enemas  of  the  solution  diluted  one 
teaspoonful  to  the  quart  not  only  provided  relief  from  the 
pain  and  discomfort  caused  by  the  colitis,  but  seemed  to 
exert  a  marked  healing  effect. 
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Mandelic  Acid  Therapy  in  the  Treatment  of  Urinary 
Infections 

Claude  B.  Squires,  M.D.,  Charlotte,  North  Carolina 

Crowell  Clinic  of  Urology  and  Dermatology 


THAT  the  treatment  of  infections  of  the  urin- 
ary tract  is  difficult  is  well  known.  Urinary 
antiseptics  have  not  been  particularly  effec- 
tive. Though  pharmaceutical  chemists  have  been 
working  on  the  problems  ever  since  bacteria  were 
found  in  the  urine  and  in  recent  years  many  dye 
products  have  been  placed  before  the  medical  pro- 
fession and  advertised  as  being  effective  urinary 
antiseptics,  urologists  still  regard  these  drugs  as  of 
questionable  benefit.  Urotropin  has  been  in  usj 
nearly  forty  years  and  is  now  probably  the  most 
efficient  urinary  antiseptic.  Most  of  us  realize  that 
its  lack  of  effectiveness  as  a  bactericidal  agent  has 
been  due  to  improper  administration  in  inadequate 
dosage. 

The  trend  of  events  culminating  in  the  treatment 
of  urinary  infections  with  mandelic  acid  can  be 
stated  briefly. 

Shohl  and  Janney  showed,  in  1917,  that  the 
hydrogen  ion  concentration  affected  the  growth  of 
bacteria  and  that  the  growth  of  colon  bacilli  was 
retarded  in  urine  of  pH  5.0  or  less  and  on  the  alka- 
line side  of  9.2  or  more.  This  knowledge  has  been 
utilized  in  giving  ammonium  chloride  preparatory 
to  urotropin. 

In  1931  Clark  and  Helmholz  introduced  the  keto- 
genic  diet  by  means  of  which  the  urine  is  rendered 
highly  acid.  It  was  soon  found  that  the  acidity  of 
the  urine,  although  helpful,  was  not  the  only  factor 
in  preventing  bacterial  growth.  This  led  A.  T. 
Fuller,  of  Barnhard  Barron  Memorial  Research 
Laboratories,  London,  to  make  investigations  which 
discovered  beta-oxybutyric  acid  to  be  the  important 
factor.  This  acid,  given  experimentally  by  mouth 
to  patients  on  a  normal  diet,  was  found  to  be  oxi- 
dized in  the  body  to  form  carbon  dioxide  and  water 
and,  therefore,  to  be  useless  therapeutically.  The 
use  of  the  ketogenic  diet  has  been  successful  in 
many  cases,  especially  those  in  which  there  was  no 
obstruction  to  the  normal  outflow  of  urine.  In 
recent  years,  in  our  own  experience,  many  brilliant 
results  have  been  obtained  as  a  result  of  applying 
this  diet  diligently.  The  chief  objections  to  the 
ketogenic  diet  are:  1st— it  is  poorly  tolerated  by 
many  patients;  2nd— it  upsets  the  normal  physio- 
logical state  of  the  patient  and,  3rd— it  requires 
hospitalization  in  many  instances. 

Rosenheim,  after  experimenting  with  many  simi- 


lar organic  acids,  found  that  mandelic  acid  could 
be  given  by  mouth  and  recovered  in  the  urine  un- 
changed. This  aromatic  acid  was  shown  in  1863 
by  Shotten,  completely  unaltered,  in  the  urine 
following  administration  to  a  dog.  Rosenheim  re- 
ported a  series  of  twelve  cases  in  which  mandelic 
acid  had  been  used  in  the  treatment  of  urinary  in- 
fections: six  of  these  were  cases  of  pyelitis  of 
pregnancy  and  in  each  the  treatment  was,  as  we 
would  expect,  unsatisfactory;  the  other  six  cases, 
unassociated  with  pregnancy,  all  were  clinically  im- 
proved and  three  were  reported  as  cured.  Rosen- 
heim concludes: 

"An  attempt  to  discover  a  therapeutic  agent  that 
might  replace  the  ketogenic  diet  in  the  treatment  of 
urinary  infections  has  led  to  the  clinical  trial  of 
mandelic  acid. 

Mandelic  acid  appears  to  be  effective  in  cases  of 
urinary  infection  unassociated  with  urinary  ob- 
struction, and  it  is  hoped  that  a  more  widespread 
trial  of  the  acid  may  confirm  the  favourable  im- 
pression gained  from  the  present  short  series  of 
cases." 

Helmholz  and  Osterberg,  who  have  done  probably 
more  research  work  on  ketogenic  diet  and  man- 
delic acid  than  any  other  investigators,  demon- 
strated that  the  usual  bacilli  found  in  the  urinary 
tract  are  killed  by  a  0.5%  solution  of  mandelic  acid 
at  a  pH  of  5.5,  and  that  despite  the  shortcomings 
of  the  ketogenic  diet  it  is  useful  at  times  in  com- 
bination with  the  mandelic-acid  treatment. 

Carroll,  Bransford  Lewis  and  Kappel,  of  the 
Urological  Department*  of  St.  Louis  University 
School  of  Medicine,  report  their  experience  with 
fifty  cases  of  pyuria  treated  by  mandelic  acid  as 
prescribed  by  Rosenheim.  The  causative  organism 
m  thirty-seven  was  the  colon  bacillus;  in  six,  the 
bacillus  proteus;   in  seven,  the  staphylococcus. 

Of  the  thirty-seven  cases  of  colon-bacillus  infec- 
tion, sterile  urine  cultures  were  obtained  in  twenty- 
seven  after  treatment  with  mandelic  acid  for  three 
to  twenty-four  days,  average  ten  days.  Microscopic 
examination  at  the  end  of  the  same  period  of  time 
showed  negative  urine  in  every  instance  except  two, 
and  in  these  two  showed  improvement.  The  pH  of 
the  urine  in  these  thirty-seven  cases  was  reduced  to 
an  average  of  S.O. 

Of  the  six  cases  of  bacillus-proteus  infection  the 
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cultures  were  sterile  in  one  instance  only,  and  the 
microscopic  appearance  of  the  urine  had  improved 
in  but  two  instances,  showing  little  effect  from  the 
mandelic  acid. 

Of  the  seven  cases  of  staphylococcus  infection, 
improvement  was  shown  in  four  cases,  and  no  im- 
provement in  three. 

Carroll,  Bransford  Lewis  and  Kappel  conducted 
their  treatment  in  the  following  manner:  the  urine 
was  examined  microscopically  to  determine  the 
amount  of  pus  and  the  morphology  of  the  infecting 
organism.  Cultures  of  the  urine,  aseptically  col- 
lected by  catheter,  were  made  prior  to  and  following 
treatment.  The  acidity  of  the  urine  was  determined 
and  the  patient  was  immediately  placed  on  an  acid- 
ash  diet  and  given  ammonium  chloride,  0.5  grams 
4  times  daily.  The  acidity  of  the  urine  was  tested 
daily  and,  when  a  pH  of  5.5  or  better  was  attained, 
mandelic  acid  was  prescribed  in  the  following 
formula: 

Mandelic  acid  ...  ...  48  grams 

Sodium  bicarbonate  ...  ...  25.6  grams 

Distilled  water  ...  480  grams 

A  syrup  of  flavor  to  satisfy  personal  preference  was 
added.  In  some  cases  nausea,  diarrhea,  or  dysuria 
occured.  This  was  considered  to  be  due  to  the 
ammonium  chloride  rather  than  mandelic  acid,  since 
on  changing  to  sodium  biphosphate  the  mandelic 
acid  could  be  continued.  When  an  alkaline  con- 
dition persisted,  careful  re-examination  of  the  food 
taken  often  discloses  the  inclusion  of  orange  or 
lemon  juice,  spinach,  beans,  molasses  or  olives.  When 
these  were  removed  and  the  acidifying  agent  in- 
creased, the  proper  pH  was  established.  This  medi- 
cation was  continued  in  most  cases  for  a  week  fol- 
lowing the  finding  of  a  negative  urine.  If  a  recur- 
rence developed  the  regimen  was  repeated. 

The  principle  underlying  the  use  of  mandelic  acid 
is  very  simple.  It  is  excreted  by  the  kidneys  un- 
changed and  in  acid  urine  it  is  bactericidal,  or  bac- 
teriostatic, depending  on  its  concentration.    To  at- 


tain sufficient  acidity  of  the  urine  (a  pH  of  5.0  or 
5.5)  for  optimal  effect  it  was  found  necessary  to 
give  some  urine  acidifier,  such  as  ammonium  chlo- 
ride. To  further  simplify  mandelic  acid  therapy 
the  two  have  been  combined  and  ammonium  man- 
delate,  suitably  flavored  with  syrup,  is  now  being 
used  extensively.  The  ammonium  salt  obviates  the 
necessity  of  supplementing  mandelic  acid  therapy 
with  other  drugs  or  the  ketogenic  diet. 

We  have  tried  to  show  that  mandelic  acid  has 
produced  splendid  results;  but  it  is  not  effective  in 
every  case,  it  is  no  panacea  for  urinary  infection 
and  it  is  necessary  that  all  patients  with  a  pyuria 
be  subjected  to  a  careful  urologic  study  in  order 
to  find  the  underlying  cause.  We  all  know  that 
pyuria  is  only  one  manifestation  of  trouble  and  that 
the  value  of  the  drug  will  be  lost  if  it  is  indis- 
criminately used  before  a  thorough  diagnosis  is 
made.  Carroll,  Bransford  Lewis  and  Kappel  point 
out  that  pyuria  is  only  a  physical  symptom,  such  as 
fever,  and  any  physician  who  is  content  to  give 
relief  only  temporarily  is  a  practitioner  of  question- 
able value. 

Not  all  the  possible  side  effects  of  mandelic  acid 
have  been  worked  out,  and  for  this  reason  the  use 
of  mandelic  acid  should  not  be  continued  over  a 
long  period  of  time. 

For  the  adult,  the  daily  dose  is  one  ounce,  that 
is  about  12  grams  or  185  grains  of  ammonium  man- 
delate.  This  is  usually  given,  a  tablespoonful  after 
each  meal  and  at  bedtime.  For  children  under  two 
years  of  age — 1  to  3  teaspoonfuls  daily;  from  2-5 
years  of  age — 3  to  4  teaspoonfuls  daily;  from  5-12 
years — 4  to  6  teaspoonfuls  daily. 

While  under  this  form  of  treatment  the  pH  of 
the  urine  should  be  estimated  every  day  or  at  least 
every  other  day  and  routine  urinalysis  should  be 
done  at  the  same  time.  With  this  form  of  treat- 
ment the  daily  fluid  intake  should  be  limited  to  a 
quart. 

The  chart  shows  certain  essential  features  of  cases 
which  we  have  treated  in  the  past  month. 


CASE 

URINE 

CULTURE   BEFORE 

TREATMENT 

PH   BEFORE 
TREATMENT 

DAYS 

TREATMENT 

URINE 

CULTURE  AFTER 

TREATMENT 

PH  DURING 
TREATMENT 

1. 

2. 

56 
63 

B.  Coli 

7.2 

S 
14 

Sterile 

4.5 
4.5 

Post  prostatic  resection 

3. 
4. 

S. 

40 
6 
1 

n    u 

7.3 

7.5 
Not  obtained 

8 
6 
18 

Not  obtained 

5. 
5.5 
5.5 

Pyelonephritis 

6. 

34 

Staph. 

8 

Faint  Growth  St 

iph. 

4.0 

Prostatitis,  Cystitis 
Urethritis 
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Internal  Fixation  ( Blind  Nailing )  in  the  Treatment  of 
Fractures  of  the  Hip 

O.  L.  Miller,  M.D.  W.  M.  Roberts,  M.D.  and  Harry  Winkler,  M.D. 
Charlotte,  North  Carolina 


MORE  than  twenty  years  ago  Dr.  John  B. 
Murphy  introduced  nails  into  the  neck 
of  the  femur  as  a  means  of  internal  fixa- 
tion in  the  treatment  of  fractured  hips.  For  many 
years  some  clinics  in  Xew  Orleans  have  advocated 
the  use  of  a  wooden  screw  to  hold  the  fractured 
hip  in  reduction.  About  ten  years  ago  Dr.  Smith- 
Peterson  of  Boston  devised  a  special  flanged  nail 
for  transfixing  the  fractured  fragments  of  the  neck 
of  the  femur.  In  spite  of  these  precedents,  how- 
ever, the  treatment  of  fractured  hips  by  means 
of  internal  fixation  did  not  catch  the  imagination 
of  the  profession  until  some  three  years  ago  and 
since  that  time  the  method  has  become  practically 
universal.  The  evolution  of  the  treatment  of  frac- 
tured hips  has  been:  nothing,  sandbags,  various 
types  of  splints  and  finally  (prior  to  nailing)  the 
Whitman  abduction  spica  cast. 

When  no  treatment  was  offered  those  so  unfor- 
tunate as  to  fracture  a  hip,  the  hardy  ones  survived 
in  some  instances  but  many  died  of  complications 
attending  the  experience — shock,  pneumonia,  decu- 
bitus, etc.  The  results  may  have  been  a  little  better 
with  the  proper  use  of  the  old  long  sandbags.  These 
sandbags  immobilized  the  limb,  lessened  the  pain 
and  shock  and  permitted  some  elevation  of  the 
patient's  chest.  However,  the  use  of  the  bedpan 
and  any  change  of  position  produced  torture  which 
would  gradually  wear  the  body  out  in  many  in- 
stances. The  use  of  some  leg  splints  (Hodgins, 
Thomas)  made  the  patient  more  comfortable  and 
bedpan  service  and  change  of  position  less  of  an 
ordeal;  but  none  of  these  methods  mentioned  had 
as  a  prerequisite  the  reduction  of  the  fractured  hip. 
They  were  merely  methods  of  nursing  a  patient  for 
the  first  few  weeks  following  the  accident.  If  a  frac- 
tured hip  united  under  these  circumstances  it  was 
not  the  result  of  any  applied  science. 

A  little  more  than  two  decades  ago  Dr.  Royal 
Whitman  of  Xew  York  introduced,  with  some  em- 
1  phasis  and  precision,  what  we  know  as  the  Whitman 
abduction  method  of  treatment  of  fractured  hips. 
W  ith  this  method  we  were  able  to  intelligently  re- 
duce the  fracture  and  if  one  could  apply  a  competent 
plaster-of-paris  spica  cast  the  reduction  could  be 
maintained.  This  constituted  a  wholesome  advance 
and  has  been  practiced  by  interested  surgeons  for 
many  years  with  some  enthusiasm  and  success. 


The  Whitman  abduction  method  of  treatment 
of  fractured  hips,  though,  has  not  satisfied  either 
the  people  (patients  and  their  families)  or  the 
majority  of  doctors.  We  have  tried  industriously 
for  years  to  take  care  of  these  elderly  patients  with 
fractured  hips;  but  the  long  immobilization  in  plas- 
ter necessary  to  obtain  union  and  the  long  period 
required  afterwards  to  recover  knee  ^motion  and 
muscles  tone  have  caused  patients  and  their  families 
to  dread  the  treatment,  and  considerate  family  doc- 
tors have  elected  to  allow  their  patients  to  make  the 
best  possible  of  a  bad  situation  and  accept  the  con- 
sequences of  non-union  rather  than  require  them 
to  submit  to  the  six-  to  eight-months  period  or 
restriction  in  the  plaster  cast  and  the  tedious  con- 
valescence afterward.  At  best  union  followed  in 
only  some  sixty  per  cent,  of  the  cases  competently 
treated  by  the  Whitman  abduction  method,  and 
one  could  hardly  blame  the  family  doctor  who 
guided  his  patient  around,  rather  than  into,  this 
heretofore  best  assurance  we  had  for  obtaining  union 
in  the  fractured  hip. 

Now  comes  the  pinning  or  nailing  method  of 
ti  eating  fractured  hips.  One  physician  has  remarked 
that  this  constitutes  an  advance  in  the  surgery  of 
fractured  hips  comparable  to  that  offered  by  genito- 
urinary surgery  when  the  transurethral  punch  suc- 
ceeded former  heroic  operations  on  the  ageing  pros- 
tate. Anyway  internal  fixation  of  fractured  hips 
is  at  present  the  teatment  of  choice  and  has  been 
carried  out  by  a  sufficient  number  of  surgeons  for 
a  sufficient  length  of  time  to  satisfy  us  that  it  can  be 
offered  to  patients  without  hesitation.  It  will  not 
insure  union  of  every  fracture  but  it  has  not  the 
many  disadvantages  and  discomforts  noted  in  pre- 
vious methods  of  treatment. 

When  Smith-Peterson  first  began  using  the  rust- 
less flanged  nail  he  made  quite  a  major  operation 
out  of  the  procedure.  His  early  practice  was  to 
open  down  on  the  neck  of  the  femur,  carry  out  the 
reduction  while  inspecting  the  fracture  and  then 
make  an  additional  incision  over  the  trochanter  to 
insert  the  nail.  This  was  more  of  an  operation 
than  most  of  us  were  willing  to  advise  for  these 
elderly  people  and  this  delayed  the  popularization 
of  the  internal  fixation  method  of  treatment. 

The  present  and  generally  accepted  method  of 
carrying   out   the   operation   is   sometimes   termed 
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FIG.  I -A.- P.  VIEW 


FIG.  3  -A.-R  VIEW 


FIG.  4-  LAT  VIEW 
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Figs.  1  and  2 — Illustrating  the  introduction  of  a  guide 
pin.  This  transfixes  the  head  and  allows  the  hip  to  be  flexed 
lor  obtaining  a  lateral  x-ray  film.  If  the  reduction  of  the 
Iracture  and  direction  of  the  pin  are  found  satisfactory  In 
two  planes  the  flanged  nail  is  driven  in  along  the  Steinmann 
pin  and  the  operation  is  completed. 


Figs.  3  and  4— A  patient,  aged  sixty-one,  sustained  frac- 
ture of  the  hip  March  16th,  1936.  The  fracture  was  reduced 
and  nailed  twenty-four  hours  later.  She  spent  ten  days  in  a 
local  hospital  and  was  then  transferred  to  her  home  b 
the  country.  Eight  weeks  later  began  to  get  up  with  the 
aid  of  crutches.  (See  Figs.  5  and  6.) 
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FIG.7-ArP.VIEW 


FIG.  6- LAI  VIEW 
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Figs.  5  and  6— Same  patient  as  in  Figs.  3  and  4  six 
months  after  operation.  Note  strong  bonv  union.  Walks 
v  ithout  a  limp  and  is  able  to  cam-  on  her  usual  duties. 


Figs.  ,  and  8— A  method  of  transfixing  the  head  of  the 
femur  on  a  tripod  of  three  small  nails  as  devised  by  Dr 
Austin   Moore  of  Columbia,  S.  C,  has  met  with  excellent 


success. 
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blind  pegging  or  nailing.  Under  spinal,  local  or 
general  anesthesia  the  fractured  hip  is  reduced  by 
the  Ledbetter  technique  and  held  in  reduction  by 
inwardly  rotating  the  injured  limb.  A  short  in- 
cision is  then  made  at  the  base  of  the  trochanter 
and  a  Steinmann  pin  is  driven  from  the  cortex  of 
the  shaft  up  through  the  neck  of  the  femur  and  into 
the  head.  X-ray  examination  is  then  made  in  both 
the  anterior-posterior  and  lateral  planes.  If  the  re- 
duction is  satisfactory  the  permanent  nail  or  nails 
may  be  inserted  with  the  Steinmann  pin  as  a  guide 
for  depth  and  direction.  The  Steinmann  pin  is 
then  withdrawn  and  the  wound  closed.  No  ex- 
ternal apparatus  is  applied  for  the  convalescence. 

The  internal  fixation  method  of  treatment  of 
fractured  hips  is  attended  by  immediate  relief  of 
pain  at  the  fracture  site.  The  patient  may  be  al- 
lowed to  use  the  back  rest  in  the  bed  at  once,  or 
be  turned  on  the  well  side  or  entirely  over  when 
desired.  Using  the  bedpan  is  not  a  torturing  ex- 
perience and  the  patient  may  be  allowed  out  in  a 
wheel  chair  very  soon.  There  is  no  necessity  to 
rush  the  convalescence  of  these  patients  even  though 
they  seem  very  comfortable  and  wish  to  be  active. 
Conservative  care  calls  for  at  least  eight  weeks  in 
bed  and  crutches  may  be  allowed  after  that  time. 
Neither  tying-up  of  the  knee  joint  nor  the  muscle 
atrophy  and  weakness  of  spica  cases  is  experienced. 
The  eight  weeks  in  bed  need  not  necessarily  be 
in  the  hospital.  One  of  the  great  advantages  of 
this  treatment  is  the  economic  one.  Many  of  our 
cases  have  been  dismissed  from  hospital  in  from 
one  to  two  weeks.  Several  have  been  sent  into  the 
office  x-ray  department,  the  hip  nailed  and  the  pa- 
tient returned  to  a  hospital  in  a  neighboring  city 
in  the  same  ambulance  that  brought  him  in.  From 
thirty  to  fifty  minutes  is  an  average  length  of  time 
for  carrying  out  the  operation.  It  can  be  done  more 
quickly,  including  time  for  x-ray  examination,  but 
speed  in  this  operation  as  in  many  others  is  not 
necessarily  a  virtue.  The  operation  of  blind  nailing 
is  not  an  exacting  one.  Not  a  single  one  of  our 
patients  so  far  has  been  disturbed  by  shock. 

We  have  had  experience  with  the  internal  fixa- 
tion operation  in  twenty-eight  cases  in  the  past  two 
years.  The  oldest  patient  was  eighty  years  of 
age,  and  she  is  still  walking  about.  Our  youngest 
patient  was  thirty-eight,  the  average  age  sixty 
years.  As  to  sex,  the  female  predominates  as 
usual — twenty-two.  The  average  time  in  the  hos- 
pital has  been  sixteen  days. 

Two  of  these  fractures  were  sustained  when  the 
patients  fell  in  apoplectic  attacks.  Nailing  the  hip 
did  not  appear  to  disturb  their  general  condition 
and  certainly  made  the  nursing  much  more  com- 
fortable for  them.  Both  these  patients  died  several 
months  later  of  degenerative  disease.     In  two  of 


these  cases  there  was  failure  of  union  and  the  nails 
were  removed.  One  of  these  sustained  a  second  fall 
and  displaced  the  nail.  One  developed  aseptic 
necrosis  of  the  head  of  the  fumur.  One  patient, 
a  marked  diabetic,  had  a  severe  attack  of  acidosis 
and  mild  coma  at  the  time  of  injury  and  operation. 
Under  appropriate  treatment  the  diabetes  was  con- 
trolled and  now,  fourteen  months  after  operation, 
she  is  up  and  about.  Many  of  the  patients  are 
carrying  on  their  ordinary  duties  in  from  four  to 
six  months  after  having  a  broken  hip  nailed. 
Summary 

Blind  nailing  is  a  distinct  advance  in  the  treat- 
ment of  fractured  hips. 

It  can  be  offered  to  a  patient  of  any  age. 

If  a  fracture  of  the  hip  occurs  as  a  complication 
in  certain  degenerative  diseases,  nailing  the  hip 
saves  the  patient's  vitality  for  meeting  the  exactions 
of  such  diseases. 

A  fractured  hip  should  have  the  nailing  operation 
carried  out  as  early  as  possible.  In  our  series, 
though,  union  followed  nailing  a  fracture  six  weeks 
after  the  break  occurred. 

Certain  definite  rules  must  be  followed  in  the 
proper  placing  of  the  nail.  If  in  the  reduction  some 
coxa  valga  of  the  head  is  obtained  the  outlook  for 
union  is  improved. 

The  surgical  exactions  of  the  operation  are  mini- 
mal, the  hospital  stay  is  short  and  the  procedure 
comparatively  economical. 


The  Conservative  Treatment  of  the  Weak  Foot 
lArmitage    Whitman,    New    York,    in    Med.    Times,    Mar.) 

Foot  troubles  belong  to  the  "vulgus"  or  mob.  It  is  vulgar 
to  have  them  and  vulgar  on  the  part  of  the  doctor  to  treat 
them.  As  long  as  that  general  attitude  on  the  part  of  the 
public  and  the  profession  persists  there  is  little  hope  th:, t 
the  feet  will  get  better  treatment. 

There  are  certain  types  of  weak  feet — congenital  flat  feet, 
accessory  tarsal  scaphoids,  and  certain  cases  that  for  no 
reason  we  can  assign  fail  to  yield  to  treatment — that  alwa>  s 
have  to  be  operated  on;  of  this  small  group  the  older  the 
patient  is  at  the  time  of  the  operation  the  greater  will  be 
the  chances  of  its  success. 

Of  the  great  masses  of  men,  women  and  children  who 
now  either  go  unrecognized  and  untreated,  or  who  vainly 
seek  relief  at  the  shoe  store,  the  drug  store,  the  chiroprac- 
tor, and  the  podiatrist,  it  may  be  said  that,  as  a  group, 
they  turn  their  toes  out. 

The  treatment  of  the  foot  begins  in  the  head.  All  I  have 
to  do,  therefore,  is  to  demonstrate  this  simple  proposition 
to  any  patient.  All  he  has  to  do  for  the  rest  of  his  life  is  to 
stand  and  walk  with  his  feet  in  the  attitude  of  activity,  and 
sit  down  when  he  gets  tired  of  so  doing.  The  only  catchi 
in  the  proposition  is  that  the  patient  won't  do  it. 

Treating  the  feet  by  the  use  of  the  head  alone  rarely])  ■ 
works  in  practice;  therefore,  we  are  driven  to  seek  thej 
assistance  of  some  apparatus  that  will  give  support  to 
muscles  weakened  and  stretched  from  faulty  use,  and  act 
as  a  gentle  curb  when  the  patient  relaxes  and  turns  out  hiw 
toes?  The  only  apparatus  that  I  know  that  fulfills  thost 
(Continued  on  Page  ISO) 
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Appendicitis* 

J.  F.  Highsmith,  M.D.,  F.A.C.S.,  Fayetteville,  North  Carolina 


A  I  ASKING  a  retrospective  glance  at  experience 


ind  observation  in  the  care  and  treatment  of 


ippendicitis  in  the  last  forty-eight  years,  to 
to  one  who  observes,  reveals  many  changes. 

From  1889  to  1899.  while  I  was  engaged  in  the 
general  practice  of  medicine,  a  few  cases  were  diag- 
nosed appendicitis  but  called  perityphlitis,  periton- 
itis, gallstone  colic  and  kidney  colic,  while  in  wo- 
men it  was  thought  to  be  ovarian  neuralgia  or  some 
other  disease  associated  with  the  female  adnexa. 
The  case  was  carefully  watched  from  day  to  day 
hoping  the  patient  would  stand  the  storm  with 
repeated  purgation  in  order  to  get  the  bowels  to 
move. 

About  this  time  Lawson  Tate  advocated  heroic 
doses  of  opium  in  the  treatment  of  peritonitis,  and 
a  few  doctors  carried  out  this  treatment  with  good 
results,  not  knowing  then  just  why  they  got  results ; 
but,  now,  as  taught  later  by  the  late  A.  J.  Ochsner, 
cases  of  acute  appendicitis  not  near  a  surgeon  could 
be  temporarily  handled  by  giving  large  doses  of 
morphine  with  ice  over  McBurney's  point,  nothing 
by  mouth  and  no  purgation.  In  fact,  this  line  of 
treatment  was  misunderstood  and  many  physicians 
were  led  to  believe  that  the  case  was  cured  as  they 
would  get  over  the  attack,  and  Ochsner  was  severe- 
ly criticized  for  advocating  the  nonoperative  pro- 
cedure, which  he  did  not  intend  except  temporarily. 
In  many  of  these  cases  the  appendix  ruptured  and 
walled  itself  off.  When  a  mass  had  well  formed 
over  the  region  of  the  appendix,  a  brave  surgeon 
was  called  in  and  the  abscess  was  drained.  After 
a  time,  some  of  these  patients  recovered,  but  in  the 
event  the  abscess  was  not  walled  off,  they  prompt- 
ly died  in  a  few  hours  from  generalized  peritonitis. 
The  physician  and  surgeon  were  treating  the  term- 
inal results  not  knowing  the  pathology  in  the  case 
under  their  care. 

Amund  1889-1890,  Fitz  was  spreading  the  gospel 
"f  the  pathology  of  appendicitis  and  was  held  in 
the  <ves  of  his  associates  to  be  the  pathologist, 
rather  than  the  physician.  Accordingly,  when  he 
was  called  in  consultation  with  several  surgeons  t.. 
the  bedside  of  a  patient,  ill  for  a  week  or  more, 
drugged  and  toxic,  oftentimes  it  was  jokingly  said 
that  the  patient  was  dead  and  Fitz  had  come  to 
perform  an  autopsy.  However.  Fitz's  patholo 
■■  much  discussion  and  was  the  chief  subject   for 
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debate  in  the  medical  meetings  of  that  period,  as 
pathology  will  always  be. 

The  late  John  B.  Deaver  of  Philadelphia,  about 
1902,  taught  and  believed  that  every  case  of  ap- 
pendicitis was  surgical  and  should  be  operated  on 
at  once;  early  diagnosis,  early  operation  within  the 
first  twenty-four  hours,  and  no  purgation.  Deaver 
was  opposed  in  this  plan  of  treatment  by  men  like 
the  late  Nicholas  Senn  of  Chicago,  but  his  oppo- 
sition was  overcome  only  after  Deaver  and  Senn 
almost  came  to  blows  and  Senn  told  Deaver  on  the 
floor  of  the  A.  M.  A.  that  he  thanked  his  God  that 
he,  Senn,  did  not  teach  surgery  in  Philadelphia. 
Within  a  year's  time,  Senn  saw  his  mistake  and  so 
published  it  to  the  world,  and  from  that  time  the 
treatment  of  appendicitis  has  been  early  diagnosis, 
no  purgation  and  early  operation — within  the  first 
twenty-four  hours,  if  possible. 

So  much  has  been  written  in  the  past  few  decades 
concerning  the  etiology,  treatment  and  mortality  of 
appendicitis  that  I  almost  feel  like  apologizing  to 
this  audience  before  going  very  briefly  into  this 
widely  stud'ed,  talked-  and  written-of  subject.  How- 
ever, vital  statistics  indicate  that  in  each  year 
approximately  25,000  persons  lose  their  lives  from 
appendicitis  in  the  United  States  and  Canada,  and 
they  further  indicate  that  the  mortality  rate  is  on 
the  increase.  Such  being  the  case,  I  think  it  worth 
while  for  any  medical  society  to  pause  and  recon- 
sider this  disease  which  I  believe  takes  a  heavier 
toll  than  any  other  single  intraabdominal  disease. 
In  1907,  I  published  a  paper  with  the  title,  A 
Plea  for  the  Early  Diagnosis  and  Operation  in 
Acute  Appendicitis.  Today,  thirty  years  later,  I 
feel  that  this  same  plea  should  be  made  again  if 
our  efforts  to  lower  the  mortality  rate  will  be  suc- 
cessful. At  the  present  time,  I  doubt  whether  or  not 
our  ability  of  diagnosing  early  acute  inflammation 
of  the  appendix  is  any  better  than  it  was  thirty 
years  ago.  At  any  rate,  statistics  show  that  the 
high  mortality  rate  lies  in  the  lati  operation  (after 
perforation  h:is  occurred),  relatively  few  deaths 
occuring  in  the  early  appendectomies. 

As  shown  below,  in  the  Highsmith  Hospital  in  the 
period  of  1921  through  192.S,  there  were  258  cases 
of  appendicitis  operated  upon.  Of  these,  59  cases 
were  ruptured.  There  were  10  deaths,  all  of  which 
occurred  in  the  ruptured  cases.  In  a  similar  five-year 
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period,  1932  through  1936,  there  were  896  cases  of 
appendicitis  operated  upon.  Of  this  number  88  were 
ruptured.  There  were  18  deaths,  13  of  which  occur- 
red in  the  ruptured  cases. 

1921-'22-'23-'24-'25 

Gangrenous  Ruptured 

Cases             Deaths  Cases  Deaths 

83                       0  59  10 16.9% 

Catarrhal  Chronic 

Cases             Deaths  Cases  Deaths 

81                     0  35  0 
1932-'33-'34-'35-'36 

Gangrenous  Ruptured 

Cases            Deaths  Cases  Deaths 

276                      4 1.4%         88  13 14.8% 

Catarrhal  Chronic 

Cases             Deaths  Cases  Deaths 

526                       1 .2%           6  0 

If  this  rate  is  to  be  reduced  it  is  absolutely  nec- 
essary that  the  early  signs  and  symptoms  be  fully 
appreciated.  If  we  are  to  make  an  early  diagnosis 
of  the  case,  we  must  carefully  consider:  1)  The 
history  immediately  prior  to  the  attack.  2)  The 
symptoms  of  the  attack  and  the  local  signs.  3)  The 
order  of  occurrence  of  the  symptoms.  The  doctor 
first  called  has  an  important  responsibility.  He  must 
not  allow  delay,  but  pass  his  responsibility  to  the 
surgeon. 

In  my  opinion  there  are  three  reasons  for  the 
late  operation:  1)  The  patient  does  not  feel  sick 
enough  for  medical  advice.  2)  The  physician  and 
surgeon  do  not  think  the  patient  is  sick  enough  for 
operation.  3)  The  case  is  atypical  and  we  can  not 
see  a  clear-cut  picture,  and  hence  operation  is 
postponed. 

Against  this  first  reason  nothing  can  be  done 
save  public  education.  Much  has  already  been  done 
along  this  line  by  the  medical  profession,  but  there 
are  still  too  many  purgatives  taken  for  the  stomach 
ache.  A  plan  such  as  that  sponsored  by  the  Phila- 
delphia Medical  Society  should  be  suggested  to 
each  State  Department  of  Public  Health.  A  labeled 
warning  to  be  placed  on  each  package  or  bottle  of 
laxative  by  the  druggist  when  the  medicine  ;s 
bought  for  relief  of  abdominal  pain,  as  a  reminder 
to  the  person  purchasing  the  medicine  to  call  a 
physician.  Such  a  plea  should  be  effective. 

Against  the  second  cause,  something  can  be  done 
by  explaining  that  the  textbook  picture  of  appendi- 
citis indicates  an  advanced  stage  of  the  disease, 
v/hen  there  is  at  least  a  local  peritonitis  present, 
and  the  margin  of  safety  is  too  close  between  local 
and  diffused  for  delay.  In  the  beginning  of  an 
attack  it  is  always  well  to  remember  that  one  can 
not  possibly  say  whether  the  attack  will  be  mild 
or  severe. 

Against  the  third  cause,  much  has  been  written 
but  very  little  done.  The  diagnosis  is  difficult  and 


the  operation  is  late.  Today,  after  more  than  forty 
years  in  the  practice  of  medicine,  I  have  come  co 
the  conclusion  that  if  our  mortality  rate  is  to  be 
lowered,  it  will  be  through  a  more  careful  study 
of  these  atypical  cases  and  consequently  an  earlier 
operation.  In  these  atypical  cases  while  wait- 
ing for  the  development  of  signs  of  the  average  case 
the  perforation  occurs.  We  should  realize  that  many 
of  these  cases,  because  of  the  anatomical  position 
of  the  appendix  or  of  the  hypermotility  of  the  in- 
testinal tract,  will  never  show  any  of  the  signs  of 
appendicitis,  and  when  we  operate  it  is  for  peri- 
tonitis. It  is  elementary  to  call  your  attention  to  the 
treacherousness  of  the  pelvic  appendix,  the  high 
retrocecal  appendix,  the  high  anterior  appendix  or 
the  appendix  that  is  associated  with  the  gastro- 
intestinal upset,  nevertheless  they  claim  their  toil 
each  year. 

Three  atypical  cases  which  I  have  recently  seen 
are  of  interest. 

Case  1.— A  white  married  woman,  aged  1°,  of  healtny 
appearance,  previous  good  health  and  no  history  of  any 
former  attacks.  She  had  been  married  three  months  and 
had  missed  one  period  when  the  attack  came  at  nine  p.  m 
the  night  of  admission  with  severe  pain  as  she  stepped  from 
an  automobile.  The  pain  lasted  two  hours,  during  which 
time  she  had  no  nausea,  no  vomiting,  no  urinary  discomfort. 
Admitted  at  11  p.  m.  free  from  pain,  the  leukocyte  count 
was  8,600 — polys.  88% — pulse  rate  80,  t.  normal,  no  ab- 
dominal tenderness  or  rigidity,  no  tenderness  in  kidney 
region.  She  rested  comfortably  through  the  night  and  by 
10  the  next  morning  there  was  a  second  attack  of  sudden 
severe  pain  which  lasted  30  minutes.  Physical  signs  were 
negative,  leukocyte  count  not  elevated,  urine  negative.  The 
patient  now  appeared  very  nervous  and  apprehensive.  At 
t  p.  m.  there  was  a  third  attack  of  severe  pain  just  above 
the  right  posterior  superior  spine  of  the  ilium,  white  cell 
count  12,000 — polys.  90% — t.  99;  still  no  nausea  or  vomit- 
ing and  no  abdominal  tenderness,  but  slight  rigidity  in  the 
right  flank.  Cystoscopic  examination  was  negative  Operation 
was  done  under  spinal  anesthesia  and  an  extremely  high, 
retrocecal,  gangrenous  appendix  was  found.  Death  ensued 
on  the  third  day  from  profound  toxemia. 

Case  2. — Well  developed,  healthy-appearing  white  man, 
aged  38,  with  previous  history  negative,  except  for  the 
eating  of  a  large  quantity  of  pecans,  and  of  slight  colicy 
pains  throughout  the  abdomen  with  diarrhea  for  six  hours 
before  admission.  Temperature  on  admission  was  103,  white 
cell  count  16,000;  there  was  no  abdominal  tenderness  or 
rigidity,  no  nausea,  and  the  urine  was  negative.  He  was 
admitted  at  3  p.  m.  and  the  night  of  admission  he  had 
eleven  stools  and  passed  a  large  number  of  undigested 
pecans.  No  medication  was  necessary  during  the  night  for 
pain.  Next  morning  his  colicy  pains  were  still  present,  still 
no  nausea  or  vomiting,  t.  continued  at  102;  white  cell  count 
22,000,  pulse  fast,  still  no  abdominal  tenderness,  but  there 
was  more  or  less  rigidity  throughout  the  abdomen.  Oper-i 
ation:  An  extremely  gangrenous  appendix  found,  King  jj 
the  right  iliac  fossa.  Operation  performed  under  spinal 
anesthesia;  uneventful  recovery. 

Case  3. — Boy,  aged  12,  previous  health  good,  while  at 
school  became  nauseated  and  had  to  go  home.  Nausea  con-j 
t'.nued  and  at  4  p.  m.  he  was  admitted  to  hospital  vomit- 
ing constantly  and  complaining  only  of  slight  pain  through 
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out  the  abdomen.  Admission  was  seven  hours  after  onset  of 
the  nausea  and  vomiting.  His  bowels  moved  normally 
just  after  breakfast.  Very  slight  pain  was  elicited  over  Mc- 
Burney's  point  on  deep  palpation.  There  was  no  abdominal 
regidity;  leukocyte  count  was  6,000,  polys.  92%,  and  urine 
negative.  Operation:  An  extremely  gangrenous  appendix 
was  found  lying  deep  in  the  pelvis  and  a  partial  intestinal 
obstruction  by  a  dense  band  of  adhesions  across  the  term- 
inal ileum.  Operation  was  performed  under  ether  anesthetic; 
uneventful  recovery. 

On  these  atypical  cases  I  always  advise  operation 
after  a  reasonable  period  of  observation,  during 
which  period  kidney  disease  can  be  ruled  out ;  ulcer, 
chest,  or  diaphragmatic  irritation  eliminated;  or — 
especially  if  in  a  child — the  stools  studied  for  evi- 
dence of  colitis,  and  repeated  blood  counts  done 
whether  normal  or  elevated.  My  regrets  are  always 
less  for  removing  a  normal  appendix  than  from 
removing  one  which  has  been  hard  to  diagnose  but 
operated  upon  too  late.  These  cases  require  all 
possible  surgical  wisdom  and  experience  and  each 
one  is  a  law  unto  itself. 

Conclusion 

1.  He  who  diagnoses  well,  cures  well. 

2.  Early   diagnosis — Early    operation — In    first 
24  hours. 

3.  When  case  is  obscure,  all  things  considered, 
don't  delay  operation  too  long. 
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Discussion 

Dr.  J.  Shelton  Horsley,  Richmond  : 

Dr.  Highsmith  has  made  interesting  observations  on  a 
typical  appendicitis.  In  the  usual  cases  of  appendicitis, 
where  the  appendix  is  in  a  normal  position,  a  rather  sudden 
pain  in  the  epigastric  region  or  about  the  navel,  soon  set- 
tling in  the  right  iliac  fossa,  is  pathognomonic  either  of 
appendicitis  or  of  an  acute  lesion  in  the  cecum  or  terminal 
ileum.  On  one  occasion  I  have  seen  these  symptoms  pro- 
duced by  inflammation  of  a  diverticulum  in  the  cecum,  but 
this  required  an  operation. 

In  my  judgment  much  of  the  increase  in  mortality  from 
appendicitis  is  due  to  delayed  operation  and  to  improper 
technical  procedures.  At  St.  Elizabeth's  Hospital  in  Rich- 
mond for  six  years  we  have  combined  a  method  of  treatment 
in  which  many  of  the  factors  are  old  but  in  which,  so  far 
as  1  know,  (his  particular  combination  has  not  been  used 
before  The  first  factor  is  immediate  operation  as  soon  as 
the  diagnosis  is  made  at  any  stage  of  the  disease.  Appen- 
diceal peritonitis  is  peritonitis  of  the  gastrointestinal  tract 
and  differs  entirely  from  gonorrheal  peritonitis  which  per 
mit*  waiting.  It  arises  from  perforation  of  the  appendir, 
and  surely  no  one  would  wait  for  perforation  of  the 
astrointestinal  tract  elsewhere  to  become  walled  off. 

The  second  factor  is  a  McBurney   incision,  which   gives 

'""'l   access     n  '   permits  satisfactory  drain We 

little  drainage  as  possible.  We  always  remove  the  app  rid 

The  third  factor  is  giving  physiologic  rest  to  the  bowel  by 
employing  intravenous  5-per  rent  dextrose  in  Ringer'j  solu 
Hon    instead    of   proctoclysis.   In    peritonitis   accompanyin ; 


appendicitis  the  cecum  and  ascending  colon  are  profoundly 
affected.  Proctoclysis  intensifies  the  physiologic  function  of 
this  segment  of  the  bowel,  which  is  contrary  to  the  sound 
principles  of  therapeutics.  By  giving  intravenous  dextrose 
in  Ringer's  solution  abundant  water  is  administered,  the 
electrolytes  and  calories  are  also  supplied,  and  the  large 
bowel  is  given  physiologic  rest. 

The  fourth  principle  is  using  suction  apparatus  instead  of 
sponging.  Sponging  shoves  into  the  loose  areolar  tissue  some 
septic  material,  whereas  suction  draws  it  out. 

The  fifth  factor  is  the  simple  treatment  of  the  stump  of 
the  appendix.  This  is  obviously  necessary  in  heavily  in- 
flamed tissue,  and  it  should  also  be  done  as  a  routine 
measure. 

Dr.  Harold  E.  Robertson,  pathologist  of  the  Mayo 
Clinic,  has  found  that  "invariably,  in  cases  in  which  ap- 
pendectomy with  inversion  of  the  stump  has  been  done  in 
combination  with  some  other  surgical  procedure  and  death 
has  resulted,  there  is  a  pus  pocket  in  the  inverted  stump 
up  to  twenty-one  days  postoperatively". 

It  is  the  combination  of  these  things  that  gives  a  good 
result.  Unless  one  is  to  use  suction  and  intravenous  dextrose 
in  Ringer's  solution,  immediate  operation  in  the  presence 
of  preading  peritonitis  or  the  removal  of  the  appendix  in 
each  case  would  doubtless  be  unwise,  but  with  this  combina- 
tion it  appears  to  be  satisfactory. 

From  January,  1931,  to  January,  1937,  the  surgical  staff 
of  St.  Elizabeth's  Hospital — my  two  sons,  Dr.  John  S. 
Horsley,  jr.  and  Dr.  Guy  W.  Horsley,  and  I — have  oper- 
ated upon  708  cases  of  appendicitis.  Every  case  entering  the 
hospital  with  a  diagnosis  of  acute  appendicitis  is  operated 
upon  immediately.  There  have  been  five  deaths.  One  of 
these  was  in  a  man  with  a  gangrenous  appendix  which 
was  removed,  and  drainage  was  placed.  He  made  a  satis- 
factory recovery,  and  was  about  to  leave  the  hospital  six- 
teen days  after  operation  when  he  suddenly  died  of  a  pul- 
monary embolus.  Two  other  cases  were  neglected  before 
they  entered  the  hospital  and  in  both  of  them  there  was 
gangrene  of  the  bowel.  The  bowel  was  resected  and  the 
appendix  was  removed,  but  the  patients  died  of  peritonitis. 
The  fourth  case  was  that  of  a  man  72  years  of  age  who  had 
retrocecal  appendiceal  abscess.  In  the  convalescence  he  had 
pulmonary  edema  and  cardiac  weakness,  from  which  he 
died  four  days  after  the  operation.  The  fifth  death  was  in 
a  very  fat  man  who  was  a  chronic  alcoholic  with  bad  liver 
and  kidneys.  The  appendix  was  removed.  The  patient 
developed  paralytic  ileus  and  uremia,  and  died  the  sixth 
postoperative  day.  The  death  rate  was  seven-tenths  of  one 
per  cent. 

In  none  of  these  deaths  was  there  a  primary  uncompli- 
cated peritonitis.  In  the  two  patients  who  died  from 
peritonitis  it  was  necessary  to  resect  the  bowel  because  of 
econdary  gangrene  of  the  bowel. 

Dr.  J.  H.  HinEN,  Pungoteague,  Va. : 

Mr.  President — I  am  greatly  interested  as  a  general 
practitioner  of  medicine  in  this  discussion  of  appendicitis. 
A  side  of  the  subject  that  has  not  been  brought  out  is 
appendicitis  in  childhood  as  a  complication  with  other 
disi  ises,  especially  pneumonia. 

In  the  year  1910  I  heard  a  fine  paper  on  this  subject 
read  before  the  Tri-State  Medical  Convention,  held  in 
Richmond,  by  Dr.  J.  M.  T.  Finney,  in  which  was  empha- 
sized the  importance  of  giving  great  care  in  making 
a  correct  diagnosis  of  appendicitis  when  the  condition 
might  be  pneumonia.  So  many  rases  that  appeared  to 
be  appendicitis  with  pneumonia  were  in  reality  a  sympa- 
thetii  abdominal  irritation,  and  that  the  two  conditions 
wen  often  so  much  alike  that  it  frequently  puzzled  the 
very  elect  of  physicians  to  make  a  correct  diagnosis.  And 
(To  Page  191) 
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The  complications  of  gonorrhea  may  be  di- 
vided into  acute  and  chronic,  and  the  causes  of 
these  complications  are  predisposing  and  exciting. 
Any  condition  that  lowers  the  resisting  power  of 
the  tissues  creates  a  fertile  field  for  the  implanta- 
tion and  growth  of  the  gonococcus,  and  the  greater 
the  predisposing  cause,  the  more  difficult  it  is  to 
treat  the  specific  complications. 

The  most  important  predisposing  causes  are  in- 
flammatory or  organic  urethral  stricture,  small 
meatus,  obstruction  at  the  vesical  neck  and  alco- 
holic and  sexual  indiscretions.  The  exciting  cause, 
of  course,  is  the  implanting  of  the  gonococcus  into 
the  tissues  involved  in  the  complication. 

The  treatment  of  the  acute  and  chronic  compli- 
cations are  quite  different.  Both  require  greatest 
gentleness  and  especially  is  this  true  in  acute  com- 
plications. With  these  preliminaries,  we  will  now 
discuss  these  complications. 

The  acute  complications  are  (1)  periurethral  ab- 
scess, (2)  balanitis,  (3)  phimosis  and  paraphimosis, 
(4)  lymphangitis  and  adenitis,  (S)  Cowperitis,  (6) 
acute  prostatitis  and  prostatic  abscess,  (7)  epididy- 
mitis, and  (8)  gonorrheal  arthritis. 

Acute  folliculitis  is  rare  in  properly  treated  gon- 
orrheal infections,  but  fairly  frequent  when  the 
remedies  used  are  too  strong  or  employed  too  fre- 
quently. Its  favorite  site  is  near  the  frenum,  appear- 
ing as  a  tense  swelling  of  varying  size,  which  may 
be  absorbed  or  go  on  to  suppuration.  If  left  alone, 
the  abscess  usually  ruptures  into  the  urethra,  occa- 
sionally through  the  overlying  skin,  producing  an 
annoying  fistula  which  may  persist  indefinitely.  The 
abscess  is  best  treated  by  opening  and  draining 
from  without. 

Balanitis,  phimosis,  paraphimosis,  lymphangitis 
and  inguinal  adenitis  can  be  prevented  by  thorough 
cleanliness  and  the  use  of  mild  antiseptics.  Should 
they  occur,  all  urethral  treatment  should  be  sus- 
pended, the  patient  put  to  bed  and  hot  packs 
applied  alternately  with  ice  bags.  Should  paraphi- 
mosis persist  after  prolonged  applications  of  heat, 
the  constricted  foreskin  should  be  incised  and  the 
raw  surfaces  cauterized.  Adenitis  should  be  treated 
similarly  with  alternating  cold  and  heat.  A  poultice 
of  ichthyol,  drachm  \l/2\  guaiacol,  drachm  y2\ 
pulverized  opium,  drachm  l/2 ;  lanoline,  ounce  1 , 
applied  over  10  or  12  thicknesses  of  gauze  to  the 
gland  with  a  snugly-fitting  spica  or  figure-of-S 
bandage  will  often  bring  about  resolution.  Should 


suppuration  take  place  in  spite  of  these  measures, 
the  gland  or  glands  should  be  drained  surgically. 

Prostatitis,  more  or  less  severe,  complicates  nearly 
every  acute  posterior  urethral  gonorrhea.  It  usually 
begins  in  the  region  surrounding  the  verumontanum. 
If  the  acute  inflammation  persist,  the  ducts  of  the 
acinae  become  choked  with  pus,  and  a  follicular 
prostatitis  results,  going  on  to  abscess  formation 
unless  adequate  treatment  is  instituted;  but  with 
proper  management,  resolution  frequently  occurs. 
The  milder  forms  of  parenchymatous  prostatitis 
tend  to  undergo  resolution.  Rest  in  bed,  light  diet, 
saline  cathartics,  hot  sitz  baths,  local  applications  of 
heat  to  the  perineum  and  hot  rectal  douches  are 
very  beneficial.  We  find  the  anoperineal  physio- 
therapy chair,  designed  by  Dr.  Squires  of  our 
clinic,  of  great  service  in  applying  heat  in  these 
cases.  The  Chetwood  rectal  irrigation  tube  is  use- 
ful for  applying  heat  directly  to  the  prostate  and 
should  be  used  several  times  daily  in  severe  cases. 
Bransford  Lewis'  electrical  apparatus  for  applying 
dry  heat  to  the  prostate  is  quite  valuable.  Its  flat 
surface  can  be  applied  snugly  against  the  rectal 
surface  of  the  prostate  only  and  the  heat  run  up  to 
as  high  as  120°  F.  without  doing  damage  to  the 
rectal  tissue.  This  heat  does  not  penetrate  anything 
like  so  deep  as  that  applied  by  diathermy  and  does 
not  destroy  the  gonococcus.  It  is  used  as  a  palliative 
measure  and  to  give  the  tissues  increased  resisting 
power. 

The  gonococcus  is  very  sensitive  to  prolonged 
high  temperature  and  diathermy  has  the  advantages 
of  penetrating  the  tissues  and  maintaining  a  temper- 
ature high  enough  and  long  enough  to  destroy  the 
gonococcus;  also  it  increases  the  blood  supply  and 
stimulates  phagocytosis  and  the  formation  of  anti- 
bodies. Thus  the  indirect  action  of  its  use  plays  an 
important  part  as  a  curative  measure  by  increasing 
tissue  resistance. 

Vaccines,  autogenous  or  polyvalent  mixed,  are 
frequently  of  help.  Gentle  prostatic  massage,  after 
the  acute  symptoms  subside,  is  quite  beneficial. 
This  should  be  carried  out  every  three  or  four  days 
if  the  patient  tolerates  it  well,  but  should  not  be 
persisted  in  if  any  untoward  reactions  follow.  Epi- 
didymitis frequently  follows  vigorous  massage.  It  is 
well  to  precede  the  massage  with  bladder  irrigation 
with  a  weak  solution  of  permanganate  of  potassium 
leaving  the  bladder  moderately  filled  with  solution 
to  be  passed  following  massage. 

The  diagnosis  of  acute  prostatitis  is  not  difficult. 
Undue  frequency  of  urination  with  more  or  less 
pain  is  one  of  the  first  symptoms  noticed.  Others 
are  discomfort  or  actual  pain  in  the  perineum,  rec- 
tal distress  or  tenesmus,  terminal  hematuria  and 
occasionally  complete  retention.  Rectal  examination 
is  extremely  painful  and  a  large  pulsating  mass  ob- 
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structs  the  bowel.  Fluctuation  can  usually  be  de- 
tected. The  above  symptoms  and  signs  are  accom- 
panied with  irregular  chills,  high  fever  and  a 
leucocyte  count  ranging  from  eighteen  to  twenty- 
four  thousand.  Complete  or  partial  urinary  reten- 
tion is  a  frequent  complication. 

Occasionally  the  diagnosis  is  not  made  until  the 
abscess  ruptures.  This  occurs  most  frequently  into 
the  urethra  but  may  open  into  the  rectum,  bladder, 
perineum  or  abdominal  cavity,  making  early  diag- 
nosis very  important.  When  there  is  any  doubt  as 
to  the  presence  of  abscess,  a  perineal  puncture 
should  be  made.  The  abscess  should  be  drained 
through  the  perineum  as  soon  as  a  positive  diag- 
nosis is  made.  Some  advise  draining  it  through  the 
urethra  by  means  of  a  blunt  sound.  Others  through 
the  rectum  but  both  are  primeval  and  should  never 
be  done.  Opening  and  draining  through  the  perineum 
is  safe,  easy  and  efficient  in  the  hands  of  the  skilled. 
Great  care  should  be  taken  to  drain  all  pockets  and 

I  insert  a  cigarette  drain  in  each  of  them.  The  pack- 

j  ing  should  be  changed  daily  and  the  prostate  mas- 

i  saged  gently  every  second  day  to  empty  pockets 
and  encourage  drainage. 
Acute  seminal  vesiculitis  is  so  similar  to  acute 

!  prostatitis  that  a  differential  diagnosis  is  practically 

i  impossible.  Painful  seminal  emissions  of  a  brown 
or  reddish  color  indicate  acute  seminal  vesiculi- 
tis. It  rarely  proceeds  to  suppuration.  The  treat- 

I  ment  is  the  same  as  that  of  acute  prostatitis  short 

!  of  surgical  necessity. 

Epididymitis  is  the  most  frequent  complication 

I  of  gonorrhea  and  very  important  on  account  of  its 
sterilizing  propensity.  Its  prevalence  depends  very 

:  largely  upon  management  and  treatment  of  the  in- 
hvidual  case.  In  properly  treated  cases,  it  should 
be  rare.  Strong  solutions  injected  into  the  posterior 

■  urethra,  the  passage  of  catheter  or  sound  into  the 
bladder,  violent  prostatic  massage  or  the  pressure 
of  solutions  against  an  inflamed  cut-off  muscle — ■ 
such  treatment  may  actually  drive  the  gonococci 
into  the  ejaculatory  ducts  and  seminal  vesicles,  giv- 
ing easy  access  of  the  cocci  to  the  epididymis.  It  is 

;possible  that  the  infection  may  be  carried  to  the 
epididymis  through  the  lymphatics  but  we  think 
this  very  unlikely. 

In  the  presence  of  an  acute  posterior  gonorrhea, 
'the  sudden  stoppage  of  the  urethral  discharge 
usually  means  an  on-coming  epididymitis.  If  ac- 
companied with  high  fever  for  three  or  four  days, 
jthe  profuse  discharge  does  not  recur.  The  continued 
'high  temperature,  we  believe,  actually  cures  the 
gonococcal  infection,  otherwise,  the  discharge  will 
return  as  the  epididymitis  subsides.  It  is  usually 
|issociated  with  an  inflammation  of  the  vas,  caus- 
ing severe  pain  which  radiates  upward  into  the  in- 


guinal canal  and  vesicles.  When  it  occurs  on  the 
right  side,  it  is  occasionally  mistaken  for  appendi- 
citis. Acute  hydrocele  frequently  results  from  the 
infllamed  epididymis. 

On  slightest  indications  of  acute  epididymitis  the 
patient  should  be  put  to  bed,  the  scortum  support- 
ed with  a  well  fitting  bandage  or  suspended  by  ad- 
hesive, as  advocated  by  Hayden  or  that  by  Keyes, 
(for  technique  of  their  application,  consult  your 
textbooks)  and  the  application  of  heat  and  cold 
alternately.  It  may  be  necessary  to  give  an  anodyne 
to  control  pain.  The  non-specific  proteins  are  fre- 
quently very  beneficial,  relieving  pain  and  reducing 
the  temperature  within  a  few  hours.  Here  again 
diathermy  has  proven  quite  beneficial. 

In  the  fulminating  type,  epididymotomy, — and 
especially  when  the  vas  is  markedly  involved  and 
the  pain  extends  into  the  inguinal  canal, — is  very 
beneficial  and  is  the  method  of  choice  at  the  pres- 
ent time.  The  tunica  vaginalis  is  opened,  the  fluid 
evacuated  and  multiple  punctures  made  in  the 
epididymis  or  open  incision  made  into  the  epididy- 
mis. Drainage  should  be  maintained  for  a  day  or 
two  thereafter. 

Gonorrheal  arthritis  is  the  result  of  inability  to 
control  the  original  urethral  infection  and  is  due  to 
the  invasion  of  the  gonococcus  or  its  toxin  into  the 
blood  stream.  The  focus  of  infection  is  usually  in 
the  prostate  or  seminal  vesicles.  It  occurs  in  from 
two  to  three  per  cent,  of  the  cases  of  gonorrhea  and 
manifests  itself  in  one  or  more  of  the  larger  joints. 
It  should  be  differentiated  from  other  joint  infec- 
tions,— especially  in  the  subacute  and  chronic 
types, — as  they  may  be  mistaken  for  joint  tubercu- 
losis. As  a  rule,  only  one  joint  is  affected  in  tuber- 
culosis, but  multiple  in  gonrrheal  arthritis.  There 
is  a  tendency  for  it  to  spread  from  joint  to  joint  in 
gonorrheal  arthritis. 

Successful  treatment  depends  largely  upon  our 
ability  to  remove  the  source  of  infection  and  the 
application  of  remedial  agencies  to  relieve  pain  and 
prevent  permanent  ankylosis.  Local  applications 
are  of  great  importance  for  the  relief  of  pain.  Heat 
and  the  application  of  guiacol  and  ichthyol  oint- 
ments are  quite  beneficial.  Immobilization  of  the 
joint,  in  the  very  beginning  of  the  infections,  by 
means  of  plaster  cast  as  advocated  by  Keyes,  is 
very  advisable.  In  the  presence  of  large  accumula- 
tions of  synovial  fluid  in  the  joint  it  may  be  tapped, 
and  35  to  40  c.c.  of  the  serum  injected  immediate- 
ly into  the  gluteal  muscles  and  the  joint  washed 
out  with  a  weak  hot  antiseptic  or  normal  saline 
solution.  This  along  with  diathermy  properly  ap- 
plied is  usually  sufficient  to  perfect  a  cure,  and 
certainly  if  the  source  of  the  infection  is  properly 
treated.    Belfields'    plan    of    injecting   the    seminal 
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vesicles  through  the  vas  gives  excellent  results. 
However  in  the  very  severe  cases  it  may  be  neces- 
sary to  drain  the  vesicles  surgically. 

The  managenjent   of   the   chronic   complications 
of  gonorrhea  will  be  discussed  subsequently. 


Recollections  of  Old  Mount  Sinai  Days 

(Alfred  Meyer,  New  York,  in  J  I.  Mt.  Sinai  Hosp.,  Mar.- 
Apr.) 
As  a  boy  in  1859  I  moved  from  Greenwich  Village  to 
West  34th  Street  within  6  blocks  of  the  Jews'  Hospital  in 
28th  Street,  between  7th  and  8th  Avenues;  looked  upon  as 
far  uptown.  I  myself  built  bonfires,  baked  potatoes,  and 
picked  tomatoes  where  the  Empire  State  Building  stands 
today.  In  the  early  60's  the  hospital  must  have  had  its 
share  of  the  casualties  from  the  draft  riots  which  occurred 
in  the  neighborhood,  and  of  which  I  was  in  part  an  eyewit- 
ness— the  burning  of  the  colored  Orphan  Asylum  in  40th 
Street,  the  attack  on  the  Provost  Marshal's  office  on  Broad 
way  and  28th  Street,  the  hanging  of  a  Negro  to  a  lamp  post 
at  6th  Avenue  and  33rd  Street,  the  escape  of  frightened 
colored  men,  women  and  children  from  the  mob  to  the 
State  Arsenal  at  35th  Street  and  Seventh  Avenue  under 
protection  of  a  squad  of  soldiers. 

When  I  applied  for  interneship  at  Mount  Sinai  Hospital 
early  in  1877,  the  hospital  occupied  the  whole  block  from 
66th  to  67th  Street,  on  the  east  side  of  Lexington  Avenue. 
Opposite  was  a  sunken  lot  that  extended  to  Park  (then 
Fourth)  Avenue,  occupied  by  a  large  colony  of  squatters 
who  lived  in  a  wilderness  of  primitive  shanties. 

Some  months  after  my  start  on  the  house  staff,  there 
was  an  organization  of  the  service  into  medical  and  surgical 
divisions,  with  a  senior  and  junior  resident  on  each,  making 
a  house  staff  of  4,  with  a  semi-annual  rotation  between  the 
two  services. 

The  Attending  Staff  came  faithfully  to  see  their  cases  but 
at  very  irregular  hours  and  at  uncertain  intervals. 

Operations  were  done  a  la  Lister  under  a  cloud  of  car- 
bolic acid  vapor,  and  with  the  same  astonishing  results  of 
primary  union  reported  abroad  and  in  this  country.  Anti- 
sepsis was  soon  superseded  by  asepsis.  I  believe  that  Dr. 
Arpad  Gerster  was  the  most  active  advocate  of  this  bene- 
ficient  substitution. 

During  my  house  staff  period,  two  important  new  drugs 
were  added  to  our  therapeutic  armamentarium:  the  siala- 
gogue  jaborandi  and  the  antirheumatic  sodium  salicylate. 

Cocaine  came  into  use  at  the  hospital  some  years  later. 
Immediately  after  Dr.  Carl  Roller's  announcement  at 
Heidelberg,  through  his  friend  Dr.  Joseph  Brettauer,  of  its 
practical  anesthetic  value,  the  news  was  cabled  to  New 
York  by  Dr.  Herman  Knapp,  first  Professor  of  Ophthalmol- 
ogy at  the  P.  and  S.  There  was  naturally  a  great  demand 
for  the  new  chemical,  only  very  little  to  be  had.  I  bebeve 
I  paid  as  high  as  $1.00  per  grain  for  cocaine  hydrochloride. 
Nursing  at  Mount  Sinai  in  its  early  years  was  done  by 
scrubmaids  and  untrained  orderlies,  but  this  was  not  as 
disasterous  as  one  might  have  expected.  There  was  much 
comic  spelling  on  the  bedside  sheets.  I  believe  this  persists 
to  some  extent  even  today. 

There  were  3  elevators,  but  for  economic  reasons  thev 
rarely  functioned.  One  of  the  Attending  Surgeons,  Dr. 
Stachelberg,  while  climbing  the  stairs  usually  exclaimed  in 
z  markedly  foreign  accent,  and  not  addressing  anyone  in 
particular:  "Why  am  I  so  short  of  breath  ?  Why  am  I  ;o 
short  of  breath?"  He  died  about  1880  of  a  ruptured  aortic 
aneurism,  as  revealed  at  the  autopsy,  and  thus  the  cause  of 
his  dyspnea  was  belatedly  explained. 

It  has  always  been  my  belief  that  the  ideal  medical 
teacher  (and  that's  what  an  Attending  should  be),  should 


do  his  thinking  aloud,  at  the  bedside  if  possible,  or  away 
from  it  if  desirable  and  appropriate.  When  it  is  difficult  or 
impossible  to  reach  an  immediate  diagnosis  there  should  be 
an  analysis  and  temporary  conclusions,  and  the  reasons 
therefore  should  be  cited  in  the  order  of  their  probability, 
no  matter  how  long  the  list,  nor  how  apparently  contra- 
dictory. 

Quite  a  number  of  teeth  were  extracted  with  more  or  less 
skill  by  young  internes. 

I  recall  a  narrow  escape  from  at  least  a  calling-down  for 
several  of  us  when  it  proved  impossible  to  suppress  our 
hilarity  when  the  Attending,  whose  English  was  far  from 
perfect,  asked  a  patient  with  stricture  of  the  esophagus: 
"Do  you  ever  over-swallow  yourself?" 

The  Training  School  for  Nurses  started  in  1881  with  the 
twofold  object  of  improving  the  nursing  service  and  of 
offering  opportunity  for  useful  occupation  to  young  Jewish 
women,  but  the  number  of  Jewish  applicants  was  lament- 
ably small. 

Teaching  at  the  School  sometimes  tended  to  exceed  the 
needs  of  a  trained  nurse's  career  and  to  trench  upon  the 
physician's  field.  In  the  winter  of  1896-97  I  was  called  one 
day  by  the  then  Superintendent  of  Nurses  to  see  a  number 
of  nurses  who  were  ill  in  bed  with  what  she  had  diagnosed 
as  influenza,  then  prevalent  in  epidemic  proportions  in  the 
city.  She  had  treated  them  on  that  hypothesis  for  about  a 
week,  entirely  on  her  own  rsponsibility.  Before  we  were 
through  with  that  mess  (typhoid),  we  had  an  epidemic  of 
15  cases  on  our  hands,  including  the  Superintendent  herself. 


Weak  Foot 
(From  Page  174) 
conditions  is  the  brace  devised  by  my   father,  Dr.  Royal 
Whitman. 

Taking  a  cast  of  a  weak  foot,  in  the  non-weight-bearing 
attitude,  trimming  and  building  out  the  positive  mold  of 
the  foot,  building  up  the  inner  border  of  the  shoe,  having 
the  brace  properly  made,  applying  and  subsequently  adjust- 
ing the  brace,  is  a  tedious,  difficult  business,  and  few  have 
the  patience  to  learn  it. 

The  braces  must  never  be  applied  to  stiff  or  sensitive 
feet.  All  pain  and  stiffness  must  be  done  away  with  by 
preliminary  manipulation,  strapping,  or  even  immobiliza- 
tion in  plaster.  They  should  be  worn  for  increasing  periods 
every  day  for  a  week  to  10  days,  and  the  patient  instructed 
to  take  them  out  when  they  hurt  him,  tire  him  or  even 
bore  him.  The  patient  must  return  at  the  end  of  such  a 
period,  wearing  the  braces,  so  that  they  may  be  properly 
adjusted.  The  braces  should  be  discarded  as  soon  as  their 
object  is  accomplished. 


Alcoholism  As  A  Manifestation  of  Allergy 
(W.    D.    Silkworth,    New  York,    in    Med.    Rec,    Mar.    17th) 

Alcoholism  is  not  a  habit;  drunkenness  and  alcoholism  are  I 
not  synonymous.  True  alcoholism  is  an  allergic  state,  the  | 
result  of  gradually  increasing  sensitization  by  alcohol. 
Some  are  ellergic  from  birth,  but  the  condition  usually  I 
develops  later  in  life.  Such  patients  may  be  deprived  of  j 
liquor  altogether  for  a  year  or  longer  and  become  appar-  | 
ently  normal;  they  are  still  allergic,  however,  and  a  single  ,1 
drink  will  develop  the  full  symptomatology  again. 

There  is  another  class  that,  at  certain  intervals,  predic- 
table in  a  given  case  almost  to  a  day,  these  patients  desire 
liquor.  After  a  prolonged  spree,  they  are  apparently  normal 
during  an  interval. 

Wrong  methods  of  thinking  can  be  corrected  but  funda-  i 
mentally   this  individual  must  stand  on  his  own  platform,  J 
come  what  will — social  and  financial  troubles,  heredity,  etc. 
notwithstanding. 

Bananas  should  have  more  consideration  in  making  up 
dietaries  for  persons  of  all  ages. 
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Hand  Injuries 

More  than  one-third  of  all  industrial  injuries  are 
hand  injuries.  With  the  possible  exception  of  the 
eye,  the  hand  is  the  part  requiring  most  in  skill  and 
attentiveness  when  it  is  injured,  and  the  most 
important  part  of  the  treatment  is  that  given  in 
the  first  24  hours.  This  will  govern  to  a  great  extent 
the  end-results. 

Naturally,  hand  injuries  vary  all  the  way  from 
a  minor  puncture  wound  or  a  small  abrasion  on  the 
end  of  the  finger  up  to  a  badly  mangled  hand 
where  there  is  loss  of  much  tissue  or  of  the  whole 
hand.  In  any  case,  a  very  careful  and  accurate 
diagnosis  is  necessary. 

Since  all  hand  injuries  involve  infection,  it  is  im- 
portant for  the  hand  to  be  properly  cleansed  im- 
mediately after  the  injury.  Soap  and  water, 
preferably  sterile  water,  is  best.  This  should  be 
used  freely.  Tincture  of  green  soap  is  excellent. 
Not  only  the  hand  but  also  the  forearm  and  even 
the  arm  should  be  cleansed  where  there  is  con- 
siderable soiling  with  dirt.  Where  there  are  lacera- 
tions, especially  deep  lacerations  with  the  possi- 
bility of  tendons  being  severed,  it  is  well  to  pack 
the  wound  with  gauze  saturated  with  sterile  mineral 
oil.  This  will  allow  a  careful  cleansing  of  the  hand 
without  washing  dirt  into  the  wound. 

After  the  hand  is  cleansed  carefully  with  soap 
and  water,  70  per  cent,  alcohol  may  be  used  and 
then  a  final  cleansing  with  ether.  The  alcohol  and 
ether  will  get  rid  of  any  grease  that  may  be  present. 

The  wound  may  then  be  painted  with  half- 
strength  iodine.  This  is  not  likely  to  cause  injury 
to  the  tissues  and  is  a  safeguard.  Simple  colloidal 
iodine  or  plain  tincture  of  iodine  in  water — one  or 
two  teaspoonfuls  to  the  quart — may  be  sufficient 
tor  cleansing  purposes  and  it  acts  as  a  mild  anti- 
septic. From  this  point  on  the  wound  should  be 
handled  with  sterile  gloves  in  order  to  prevent 
secondary  infection. 

If  the  hand  is  so  bady  soiled  that  infection  is 
almost  inevitable,  it  is  well  not  to  attempt  to  suture- 
tendons  but  to  do  a  careful  debridement  and  close 
the  wound  and  skin  lightly,  leaving  plenty  of  drain- 
age. Adequate  drainage  is  essential.  After  the 
closure  is  done  a  tendon  suture  may  be  done  verv 
satisfactorily  followed  by  secondary  closure  of  the 
wound  generally. 

Tetanus  or  perfringens  antitoxin  should  be  given 
where  indicated. 

The   hand    may   be   dressed   lightly   but   should 


always  be  put  up  in  the  position  of  function  or  the 
natural  position.  The  hand  should  never  be  placed 
in  a  flat  position,  as  between  two  flat  splints. 

All  serious  hand  injuries  should  be  hospitalized 
3nd  extensive  injuries  often  do  best  put  up,  with- 
out much  dressing,  in  a  light-tent  exposed  to  light 
day  and  night.  This  management  permits  frequent 
inspection. 

If  lymphangitis  develops,  the  hand  should  be  put 
at  absolute  rest  with  large,  hot,  moist  dressings 
extending  from  the  hand  to  the  axilla.  Other  special 
c'nd  general  treatment  is  indicated.  Infection  of 
tendon  sheaths  should  be  watched  and  appropriately 
treated,  remembering  that  the  tendons  of  the  little 
finger  and  thumb  extend  far  upward  and  that  in- 
fection of  one  tendon  sheath,  if  allowed  to  proceed, 
will  probably  break  into  another  sheath  and 
extend  on  down  the  other  fingers  and  abscesses 
develop  in  the  midpalmar  and  thenar  spaces. 

In  case  abscesses  develop  they  should  be  opened 
carefully  but  incisions  must  be  so  placed  that  there 
will  be  no  injury  to  the  bloodvessels  and  nerves.  \ 
blood-pressure  apparatus  may  be  used  to  cut  off 
the  circulation  for  a  few  moments  while  the  incision 
is  being  made. 

Early  passive  and  active  motion  is  necessary. 
Ultraviolet  light  daily  from  the  beginning  of  the 
injury  is  helpful. 

It  must  be  remembered  that  all  hand  injuries 
must  be  watched  carefully.  Every  complication 
should  be  taken  care  of  promptly. 

Early  passive  and  active  motion,  massage,  deep 
heat  therapy  are  important  and  should  be  given 
along  as  indicated. 

One  of  the  most  important  things,  however,  to 
remember  about  hand  injuries  is  that  the  first  24 
hours  treatment  governs  to  a  large  extent  the  out- 
come. 


Pelvic  Examinations 

Pelvic  examinations  should  always  be  made  with 
definite  ends  in  view. 

1.  See  if  there  are  any  growths,  ulcers,  fissures  or 
tumors  about  the  vulva  or  rectum  or  perianal  area. 

2.  Note  the  condition  of  the  clitoris,  the  external 
urinary  meatus,  the  labia  and  just  inside  the  labia. 

3.  As  a  part  of  the  bimanual  pelvic  examination, 
note  carefully  the  condition  of  the  perineum,  the 
vaginal  canal  and  the  cervix,  the  position  of  cervix 
and  of  the  uterus. 

By  systemetic  palpation  learn  if  there  is  any 
enlargement  of  the  ovaries,  if  the  ovaries  are  in  the 
cul-de-sac  or  if  there  is  any  mass  or  indication  of 
pelvic  inflammatory  disease,  if  there  is  any  trouble 
in  the  posterior  direction.  Uo  not  overlook  or  be  de- 
ceived by  impacted  feces. 
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With  a  speculum,  carefully  examine  the  cervix 
and  at  the  same  time  get  a  smear  from  the  cervical 
area.  Note  carefully  tears,  erosions,  enlarged  cer- 
vical glands,  cysts,  growths,  signs  of  precancerous 
or  cancerous  growths,  cervicitis,  endocervicitis  and 
discharges  coming  from  the  cervical  canal.  Note 
the  condition  of  the  fornix.  Look  for  vaginal  ab- 
normalities, tumors,  or  ulcers.  Look  for  a  discharge 
from  Skene's  glands. 

Next  note  carefully  the  presence  or  absence  of  a 
cystocele.  Have  patient  to  bear  down  to  see  if  there 
is  a  cystocele.  Ask  patient  if  there  is  leakage  of 
urine  on  straining,  lifting  or  laughing  or  when 
bladder  is  full,  or  any  difficulty  in  voiding. 

5.  Note  carefully  the  sphincter  ani  muscle.  See 
if  it  is  torn  completely  or  partially  or  if  it  is  intact. 
At  the  same  time  note  presence  or  absence  of 
rectocele. 

Before  making  a  rectal  examination,  note  whether 
or  not  there  is  a  prolapse  of  the  uterus  or  any  other 
abnormality.  A  rectal  examination  is  helpful  and 
should  be  made  with  the  greatest  possible  care. 
Note  tumors,  growths,  strictures,  hemorrhoids,  etc. 
Record  all  findings  carefully. 

A  very  careful  examination  will  often  disclose 
much  trouble  that  would  otherwise  be  overlooked. 
Practically  all  these  conditions  may  be  remedied  by 
appropriate  surgical  treatment. 


The  Cultured  Surgeon 


(S'r  D'Arcy  Power,  London,  in  Aust.  &  New  Zealand  Jl. 
of  Surg.,  Jan.) 
The  medical  profession  in  England  has  always  been  di- 
vided into  physicians,  surgeons  and  family  practitioners. 
The  physicians,  until  the  latter  years  of  King  Henry  VIII, 
were  usually,  but  by  no  means  always,  in  orders.  They  were 
attached  to  the  monasteries,  and  each  king  had  one  or  more 
in  his  personal  service. 

The  surgeons  were  itinerant.  They  learned  their  business 
in  the  wars  when  wars  were  constant,  and  they  were,  there- 
fore, rarely  at  home.  Moreover,  it  was  their  custom,  when 
they  operated,  to  stay  in  the  patient's  house  until  he  was 
either  cured  or  had  died — sometimes  a  matter  of  months, 
sometimes  only  of  days. 

The  family  practitioners  were  numerous  in  the  larger 
towns,  and  were  to  be  found  occasionally  in  the  villages. 
They  looked  after  the  ordinary  complaints  of  the  inhabi- 
tants, and,  being  stationary  and  good  men  of  business,  they 
often  made  considerable  fortunes  and  held  such  high  civic 
offices  as  mayor,  sheriff  and  alderman. 

The  physician  was  a  man  learned  in  theory,  well  read  in 
the  classics  of  his  profession,  but  of  little  practical  knowl- 
edge; but  a  great  gentleman,  looked  up  to  and  respected 
by  those  with  whom  he  was  brought  into  relation. 

The  surgeons  from  1300  to  1600  all  had  seen  service  in 
the  field,  and  must  have  known  Poland,  France,  Spain, 
Germany  and  the  Low  Countries  as  well  as  they  knew  Eng- 
land. They  had  mixed  with  even'  class,  they  had  been  in 
command,  and  were  accustomed  to  be  obeyed.  They  loved 
to  write  of  their  experiences  and  to  tell  of  the  patients 
they  had  treated.  We  know  more  about  them  than  we  do 
of  the  physicians  and  family  practitioners  who  were  their 
contemporaries.  Ardenne,  Morested,  Gale,  Clowes  and  Wood- 


all  are  still  living  persons  for  us.  They  wrote  good  English 
and  often  prided  themselves  on  their  verse.  They  knew 
each  other,  for  they  were  few  in  number,  and,  as  they  were 
not  jealous,  they  praised  each  other  and  wrote  introduc- 
tions to  their  books,  the  one  for  another.  For  the  mo  t 
part,  they  were  wealthy,  for  in  Tudor  times  they  were 
paid  in  kind  rather  than  in  cash.  A  successful  operation 
would  be  rewarded  with  a  grant  of  land  or,  in  wartime, 
with  a  chain  of  gold,  a  ring,  or  a  cask  of  wine,  each  of 
which  could  be  turned  to  good  account.  In  earlier  days  loot 
or  the  fortunate  capture  of  a  knight  who  could  be  held  to 
ransom  was  an  easy  and  pleasant  way  of  filling  one's  coffers. 

William  Clowes  (1540  to  1604)  wrote  when  England  had 
just  become  a  nation.  He  hated  quacks,  and  much  of  his 
life  was  spent  in  an  attempt  to  destroy  them.  Writing 
against  them,  he  speaks  out: 

Where  the  learned  physician  or  surgeon  cannot  be  had 
I  admonish  the  reader  not  to  commit  themselves  unto  the 
hands  of  every  blind  Buzzard  that  will  take  upon  them  to 
let  blood,  yea,  to  the  utter  undoing  of  a  number.  For 
many  in  these  days  being  no  better  than  runagates  or 
vagabonds  do  take  upon  them  to  intermeddle  and  practise 
in  this  art  wherein  they  were  never  trained  or  had  any 
experience.  This  beastly  brood  doth  forsake  their  honest 
trades,  whereunto  God  hath  called  them,  and  do  daily 
rush  into  Physik  and  Cirurgerie.  Yea,  nowadays  it  is 
apparent  to  see  how  Tinkers.  Tooth-drawers.  Pedlers, 
Ostlers,  Carters.  Porters,  Horse-gelders,  Idiots.  Apple- 
Squires.  Broom-men,  Gawds,  Witches,  Conjurers,  Sooth- 
sayers, and  Sow-gelders,  Rogues,  Rat-catchers,  Runa- 
gates and  Proctors  of  spittle  houses  with  such  like  rotten 
and  stinking  weeds,  do  in  town  and  country  without 
order,  honesty  or  skill  daily  abuse  both  Physik  and 
Cirurgerie. 

John  Hall  (1529  to  1568)  who  practised  at  Maidstone  in 
Kent,  was  also  a  cultivated  man.  He  spent  much  of  his  short 
life  in  chastising  quacks  and  trying  to  improve  the  morals 
of  his  contemporaries. 

Cultivated  surgeons,  even  of  this  rough  type,  died  with 
Queen  Elizabeth,  and  for  more  than  50  years  Richard 
Wiseman  (1622  to  1676)  was  the  only  surgeon  with  any 
pretension  to  being  a  gentleman.  His  culture,  perhaps,  can 
be  attributed  to  the  tuberculosis  which  killed  him.  It  widen- 
ed his  sympathies,  limited  his  power  for  work,  and  so  gave 
him  time  to  think  and  write.  After  him  came  a  still  longer 
sclipse.  William  Cheselden  (1688  to  1752),  Percivall  Pott 
(1714  to  1788)  and  John  Hunter  (1728  to  1793)  lived  their 
lives  as  good,  honest  men,  rough  and  uncultivated,  without 
much  education  and  quite  unable  to  take  their  places 
amongst  the  witty  and  in  the  literary  circles  as  did  Mead 
and  Arbuthnot. 

The  cultivated  surgeon,  as  we  judge  him  by  modern 
standards,  began  with  Sir  Benjamin  Brodie  (1783  to  1862). 
The  son  of  a  clergyman,  he  had  a  good  general  education, 
was  surgeon  to  Saint  George's  Hospital,  and  had  such  wide 
interests  that  he  was  elected  President  of  the  Royal  Soci- 
ety. There  has  been  no  lack  of  similar  surgeons  since  his 
day.  Sir  Henry  Thompson  (artist  as  well  as  lithotomist) 
Sir  Seymour  Haden  (etcher  and  surgeon),  Sir  James  Paget, 
Sir  Jonathan  Hutchinson  and  Lord  Lister  were  all  courtly 
gentlemen  of  the  best  tpe.  Their  successors  follow  in  ever- 
increasing  numbers.  Men  of  better  education  entered  surg- 
ery after  the  advent  of  anesthesia,  but,  like  their  predeces- 
sors, they  still  had  but  little  leisure  to  cultivate  their  own 
minds.  The  surgeon,  for  at  least  a  generation,  was  called 
to  the  patient,  for  travelling  was  bad  and  operations  were 
still  done  at  home.  The  hospitals  were  unsuited  for  tho=e 
who  could  pay ;  there  were  no  nursing  homes.  The  intro- 
duction of  paywards  and,  above  all,  the  provision  of  trained 
nurses,  have  greatly  lightened  the  surgeon's  work.  He  has 
gained  time  to  think  about  his  own  needs,  mental  as  well 
as  physical,  and  there  is  thus  emerging  a  type  of  cultured 
surgeon  which  used  to  be  rare,  but  which  is  now  becoming 
common. 


Dr.  William  Beaumont  is  buried  in  Bellefontaine  cem- 
etery, Saint  Louis. 
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DEPARTMENTS 


HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


public.  But  a  good  many  violent  prohibitionists 
probably  enjoy  generous  dividends  derived  from 
the  sale  of  habit-forming  drugs  through  advertise- 
ments and  across  the  counters  of  drug  stores. 


Numbers 

212160 

272367 

228-03-0041 

The  upper  number  is  that  of  my  dog  Barry.  The 
number  below  that  belongs  to  Judy,  Barry's  pup. 
These  numbers  were  assigned  to  the  dogs  by  the 
City  of  Richmond.  The  dogs  are  annually  licensed 
to  live,  and  are  annually  assigned  new  numbers.  T 
pay  for  their  licenses  to  live  and  for  their  numbers. 

The  lowest  and  largest  number  is  mine — or  me. 
1  have  been  informed  that  it  has  been  made  my 
account  number  in  reference  to  records  of  my  Social 
Security  Benefit  rights. 

I  know,  but  Barry  and  Judy  do  not  know,  that 
their  loss  of  their  license  numbers  would  result  in 
the  loss  of  their  lives.  I  am  cautioned  not  to  lose 
my  license  card,  but  I  hope  that  I  am  not  to  infer 
that  its  loss  would  cause  me  to . 

Query:  Are  my  dogs  being  humanized  or  am  I 
being  caninized? 


Consistency — and  Inconsistency 

Charity  &  Children  is  the  little  four-page  weekly 
voice  of  the  Orphanage  of  the  Baptist  Church  of 
North  Carolina.  It  is  published  by  the  Orphanage 
at  Thomasville.  I  read  it  every  week.  The  editor 
speaks  out  as  he  feels.  His  writing  is  simple,  lucid, 
understandable,  and  he  is  always  courageous. 

Sometime  last  year  a  doctor  wondered  how  the 
editor  of  Charity  &  Children  could  write  in  such 
vigorous  denunciation  of  the  use  of  alcoholic  bev- 
erages while  his  pages  were  carrying  advertisements 
of  several  dangerous  and  habit-forming  proprietary 
drugs.  The  editor,  in  his  column,  frankly  expressed 
the  opinion  that  his  paper  could  not  logically  de- 
nounce the  use  of  one  habit-forming  drug — alcohol 
— editorially,  and  advertise  other  habit-forming 
drugs.  And  the  editor  assured  his  doctor-friend  thai 
when  the  contracts  expired  Charity  &  Children 
would  advertise  no  more  drugs  without  the  approval 
of  the  Orphanage's  physician.  For  several  weeks  I 
have  seen  in  Charity  &  Children  no  advertise- 
ment of  any  drug. 

Wouldn't  the  country  be  better  off  if  every  pub- 
lication carrying  advertisements  would  engage  a 
good  physician  as  censor  of  its  advertisements  of 
remedial  agencies? 

Every  advertisement  is  a  travelling  salesman  who 
cummends  and  extols  the  product  proffered  to  the 


In  Admiration 

On  the  evening  of  March  25  more  than  two 
hundred  and  fifty  physicians  from  various  sections 
of  the  country  assembled  at  the  Bellevue-Stratford 
in  Philadelphia  at  a  dinner  given  in  honor  of  Dr. 
David  Riesman  on  the  seventieth  anniversary  of  his 
birth.  And  I  had  the  good  fortune  to  be  one  of  the 
number. 

I  came  to  know  Dr.  Riesman  well  during  the 
days  of  my  internship  at  the  Polyclinic  Hospital  in 
Philadelphia  and  ever  since  those  distant  days  I 
have  lifted  up  my  eyes  to  him  as  a  traveller  looks 
upon  a  mountain  peak.  Dr.  Riesman  must  have  been 
soundly  endowed  by  heredity,  but  he  has  fabricated 
his  own  destiny  by  persistent  work,  honest  pur- 
pose, high  ideals,  and  by  his  unselfish  devotion  to 
the  single  purpose  to  which  he  devoted  his  life.  I  do 
not  easily  think  of  another  who  has  had  more  in- 
fluence upon  American  medicine  and  upon  the  art 
of  medical  teaching  and — what  is  even  more 
important — upon  the  characters  and  the  personali- 
ties of  medical  students  in  this  country,  than  David 
Riesman.  High  character,  unremitting  work  and 
lufty  idealism  have  been  the  chief  factors  in  making 
him  the  man  he  is.  Through  unceasing  activity  he 
has  gone  along  day  after  day  in  search  of  Truth  in 
medicine  and  in  life. 

And  what  a  rebuke  his  life  and  his  contribution 
to  the  progress  of  our  country  constitutes  to  the 
raucous  objectors  to  all  immigration  to  the  United 
States! 

David  Riesman  was  born  in  Germany.  As  a 
3'oungster  he  was  brought  to  the  United  States, 
where  his  education  was  continued  and  where  he 
engaged  in  business.  But  science  was  calling  him 
and  he  became  a  medical  student  in  the  University 
of  Pennsylvania  and  a  graduate  from  it  in  1892. 
Since  that  time  he  has  been  engaged  unceasingly 
in  his  efforts  to  increase  and  to  diffuse  medical 
knowledge.  His  labours  have  been  directed  to 
acquainting  himself  with  the  normal  human  physical 
body;  with  the  changes  produced  in  it  by  disease 
and  with  those  agencies  that  cause  disease.  All  of 
his  medical  work  has  been  built  upon  a  thorough 
knowledge  of  anatomy,  physiology  and  pathology. 
As  laboratory  investigator,  as  diagnostician,  as 
therapist,  as  teacher,  as  general  practitioner,  as 
writer,  and  as  inspirer  and  as  exemplar  of  youth  he 
has  made  a  wide  and  profound  impression  upon 
American  medicine.  And  now,  as  an  immortal  young 
man,  he  is  devoting  much  of  his  thought  to  the  his- 
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tory  of  medicine.  In  honouring  Dr.  David  Riesman 
we  do  honour  to  ourselves  and  we  inspire  ourselves 
to  ever  higher  ideals. 

s.  m.  &  6. 

The    Spanish    Revolution    and    Spanish    Medicine 

(M.     Fernan-Nunez,    formerly    of    Madrid,    now    Prof,    of 

Pathology,    Marquet    Univ..    in     Milwaukee     Med.    Times, 

Mar.) 

Alphonso  XIII  in  the  25  years  of  his  reign  raised  his  coun- 
try from  a  mediaeval  kingdom  to  a  thoroughly  modern 
state. 

To  the  University  of  Madrid  he  donated  $25,000,000, 
practically  his  entire  personal  fortune.  Chiefly  from  the 
nobility  and  wealthy  classes,  he  obtained  $25,000,000  more. 
To  this  the  government  added  $25,000,000.  In  the  suburbs 
of  Madrid  one  of  the  royal  hunting  preserves  was  converted 
into  a  campus.  The  king's  dream  of  a  center  of  learning 
which  would  be  second  to  none,  and  possibly  the  finest  of 
all,  was  near  realization. 

A  medical  school  building,  many  institutes  for  research 
in  the  medical  sciences,  a  large  dispensary,  and  a  hospital 
of  3,000  teaching  beds,  all  modern  to  the  last  detail,  consti- 
tuted a  medical  teaching  plant  possibly  equaled  only  by 
Columbia  and  Cornell  in  this  country.  By  law  practically 
all  persons  dying,  including  royalty,  must  be  autopsied,  and 
a  great  school  of  pathology  arose.  The  medical  curriculum 
covered  6  years  for  the  Licenciate  (general  practitioner)  and 
3  years  more  of  specialized  study  for  the  Doctorate,  which 
was  required  for  the  practice  of  a  specialty. 

Each  year  the  medical  school  enrolled  over  3,600  stu- 
dents from  all  parts  of  the  world,  especially  Spanish- 
American,  while  the  entire  university  had  an  annual  matric- 
ulation of  around  30,000.  Professors  who  could  be  removed 
only  for  treason  to  the  nation  were  appointed  by  competi- 
tive examinations,  and  were  retired  on  a  pension  at  age  63. 

Trotzky,  boasting  that  Europe  would  burn  at  both  ends 
-  -Russia  and  Spain — sent  some  of  his  most  efficient  agents 
to  convert  the  Spanish  students  to  communism. 

King  Alfonso,  when  a  national  election  brought  the 
defeat  of  the  candidates  he  had  endorsed,  abdicated  the 
throne. 

The  communists,  socialists,  anarchists,  and  other  radical 
groups  now  united  to  form  the  government.  At  the  next 
national  election  they  had  become  so  divided  that  they 
were  ousted  by  the  fascist  organization,  composed  of  the 
united  elements  of  the  monarchy,  church,  nobility  and  mili- 
tary services.  At  the  following  election  the  reunited  radicals 
returned  to  power.  Seeing  themselves  facing  extermination, 
the  fascists  rose  in  revolt  (rebels)  against  the  elected  com- 
munist govrnment  (loyalists). 

General  Franco,  commander  of  the  Spanish  foreign  legion 
which  garrisoned  Spanish  Morocco,  returned  to  Spain  as 
commander  of  the  rebel  forces  bringing  with  him  his  crack 
regiments,  chiefly  Moors.  Germany  and  Italy,  prefering  to 
fight  the  communist  fire  on  the  nearby  foreign  soil  of  Spain 
before  it  reached  their  own  terrains,  extended  aid  to  the 
Spanish  rebels. 

Today  the  magnificent  hospitals,  research  institutes,  and 
medical  school  which  proclaimed  the  Spanish  renaissance  in 
medicine  are  but  a  shambles. 

s.  M.  &  s. 

Blood   Pressure   During   Defecation 

(E.   W.   Klinefelter,  York,  Pa.,  in   Amer.  Jl.   Dig.   Diseases 
&    Nutri.,    Mar.) 

In  the  year  1931  I  attended  6  patients  who  expired  sud- 
denly of  cerebral  hemorrhage  while  they  were  on  the 
toilet  seat.     This  caused  me  to  conduct  an  investigation. 

Of  300  men  tested  during  the  defecation  the  rise  averaged 
20  15;  the  greater  the  stress  the  higher  the  rise  in  b.  p. 
In  one  patient  the  rise  was  110/88.     Certainly  an  increase 


in  b.  p.  such  as  this  would  appear  to  add  considerably  to 
the  danger  of  rupture  of  a  diseased  blood-vessel  wall. 


SURGERY 

Geo.  H.   Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


Surgery  upon  the  Starved 
When  there  is  an  obstructing  lesion  anywhere 
along  the  alimentary  tract  food  cannot  pass  and 
starvation  results.  When  the  obstruction  is  acute 
the  condition  is  a  surgical  emergency,  for  toxins 
form  in  the  obstructed  bowel  which  kill  the  patient 
in  a  comparatively  short  while  even  though  the  gut 
does  not  become  gangrenous  and  peritonitis  result. 
A  patient  with  acute  intestinal  obstruction  does  not 
die  of  starvation.  He  dies  of  toxemia,  of  infection, 
of  gangrene  of  the  gut  and  of  hemorrhage  into  the 
lumen  of  the  bowel  from  strangulation,  long  before 
the  symptoms  of  starvation  appear.  That  acute 
intestinal  obstruction  has  a  high  mortality  rate  is 
not  surprising. 

The  symptoms  of  chronic  intestinal  obstruction, 
although  more  insidious  in  their  development,  are 
characteristic.  The  condition  causes  chronic  star- 
vation which,  if  allowed  to  continue  too  long  or 
to  become  too  severe,  kills  the  patient  even  though 
the  obstruction  be  relieved  and  suitable  food  be 
taken.  Chronic  obstruction  is  usually  progressive 
from  increasing  pressure  of  an  enlarging  tumor 
outside  the  gut  or  of  narrowing  of  the  lumen  from 
a  lesion  within  the  gut.  As  the  lumen  gets  smaller 
from  day  to  day  and  less  food  passes  the  symptoms 
of  starvation  become  manifest.  If  the  fluid  intake 
is  kept  up  a  normal  individual  may  live  an  un- 
believably long  time  without  food.  The  victim  has 
to  live  from  his  own  tissues  and  the  vital  organs 
are  preserved  at  the  expense  of  the  less  highly 
organized  tissues.  Early  loss  of  fat  is  followed  by 
wasting  of  the  muscles.  The  brain  and  the  heart 
show  least  loss  of  weight.  An  individual's  total 
weight  may  be  reduced  50  per  cent.  When  starving 
a  fat  man  lives  longer  than  a  thin  one. 

Pediatricians  describe  inanition  fever  of  the  new 
born  which  begins  shortly  after  birth  and  lasts 
until  after  lactation  begins  in  the  mother.  They 
also  speak  of  inanition  fever  in  older  children.  Clin- 
icians, however,  have  failed  to  recognize  such  a  con- 
dition in  adults.  Indeed,  in  discussing  starvation 
they  say  it  is  characterized  by  subnormal  tempera- 
ture rather  than  by  fever.  This  observation  is 
doubtless  right  in  most  cases,  but  the  writer  has  seen 
fever  in  cases  of  prolonged  starvation  in  which  no 
evidence  of  infection  could  be  found  even  at  au- 
topsy. 

The  treatment  of  chronic  starvation  when  it  is 
from  mechanical  obstruction  is,  obviously,  the  sur- 


April,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


185 


gical  removal  of  the  obstruction,  whether  it  be  from 
the  pressure  of  a  tumor  outside  the  intestines,  of  a 
tumor  or  inflammatory  mass  within  the  intestines 
encroaching  upon  its  lumen,  or  of  constriction  of 
the  intestines  by  fibrous  bands.  There  is  potent- 
tial  shock  in  laparotomy  and  in  cases  of  resection 
of  the  bowel  several  days  must  pass  after  opera- 
tion before  food  can  be  safely  given.  This,  in  a 
patient  already  thin  and  weak  from  starvation, 
may  prove  to  be  more  than  he  can  survive. 

There  comes  a  time  in  progressive  starvation 
when  the  patient  can  no  longer  stand  major  surgery, 
when  the  golden  opportunity  for  operative  relief 
has  passed  and  cannot  be  recalled.  There  is  a 
limit  to  the  length  of  time  that  life  can  be  main- 
tained by  the  intravenous  administration  of  glucose 
in  normal  salt  solution.  Although  sufficient  calories 
may  be  given  in  this  way,  proteins  and  vitamins  are 
lacking.  We  have  yet  to  find  these  in  suitable  form 
for  continued  intravenous  feedings.  Transfusions 
of  unmodified  blood  are  our  nearest  approach.  Even 
these  do  not  avail  in  severe  cases. 

The  practical  lesson  in  all  this  is  primarily  for 
the  clinician.  He  should  know  that  a  patient  must 
be  in  fairly  good  condition  to  stand  major  surgery, 
that  true  intestinal  obstruction  is  mechanical  and 
can  be  relieved  only  by  operation,  that  atropine 
relieves  the  obstruction  due  to  muscular  spasm  only 
and  that  any  benefit  from  it  is  soon  manifest,  and 
that  prolonged  medical  treatment  of  obstructive 
lesions  unnecessarily  jeopardizes  the  patient's 
chances  of  recovery. 


-s.  m.  &  s. 


Allantoin  foe  Ulcers 
(T.  Kaplan,  N.  Y.,  in  Jl.  A.  M.  A.,  March.  20th) 
Its  effect  is  entirely  local  and  overgrowth  of  granulation 
tissue  may  be  readily  checked.  The  speed  with  which  the 
necrotic  base  is  converted  into  a  granulating  area  is  re- 
markable. After  the  first  week  the  wound  is  a  healthy  granu- 
lating ulcer,  and  day  by  day  new  islands  of  granulation 
tissue  spring  up.  Pain  ceases  almost  immediately  with  the 
application  of  allantoin.  Patients  are  ambulatory  under 
this  treatment. 


CLINICAL  PSYCHIATRY 

For  this  issue,  Malcolm  D.  Kemp,  M.D.  Pinebluff,  N.  C. 
Pinebluff  Sanitarium 


The  Importance  of  Eaely  Diagnosis  in  Mental 
Disease 
In  the  histories  of  mental  patients  a  thing  that 
stands  out  much  too  frequently  is  the  fact  that  the 
illness  has  been  present  and  unrecognized  for  a 
rather  long  time.  Since  many  cases  which  if  treated 
early  have  a  much  better  prognosis,  we  could  often 
halt  the  progress  of  the  illness,  prevent  an  illness  of 
much  longer  duration  and  possibly  prevent  mental 


deterioration  if  the  illness  were  treated  in  time.  It 
is  important  to  begin  treatment  at  the  earliest  pos- 
sible moment. 

The  fact  that  many  of  these  cases  go  undiagnosed 
and  even  unsuspected  for  years  is  not  altogether  the 
fault  of  the  attending  physician,  but  frequently  is 
due  to  the  fact  that  the  members  of  the  family  who 
are  in  every-day  association  with  the  individual 
do  not  notice  any  change  in  the  patient's  personality 
or  habits  until  the  neurosis  or  psychosis  is  full- 
blown. Frequently  the  change  is  so  insidious  that 
the  illness  is  well  under  way  before  it  attracts  the 
attention  of  even  the  intelligent  and  alert,  and  even 
when  the  patient  is  brought  to  a  mental  hospital 
the  relatives  date  the  illness  back  only  two  weeks 
or  a  month.  Close  questioning  here  almost  in- 
variably finds  that  there  has  been  a  change  in  the 
personality  or  habits  of  the  individual  for  quite 
some  time — often  for  years — before  they  began  to 
suspect  that  the  person  was  ill. 

Unfortunately,  there  still  persists  a  feeling  that 
mental  illness  is  a  distinct  disgrace,  and  some 
people  bring  a  relative  to  a  mental  hospital  with 
the  thought  and  often  the  expression,  "Doctor,  I 
would  much  rather  see  him  dead."  In  some  cases, 
this  attitude  results  in  the  postponement  of  any 
action  even  when  it  is  suspected  that  the  patient 
may  be  mentally  ill.  Fortunately,  the  public  is 
coming  to  understand  that  a  disorder  of  the  nervous 
system  is  not  different  from  a  diseased  appendix 
or  gallbladder,  but  that  it  involves  a  different  part 
of  the  individual  and  gives  rise  to  different  symp- 
toms— distorted  thinking  and  personality  changes  in 
the  place  of  pain,  nausea,  etc. 

It  behooves  us  then  to  look  carefully  into  the 
history  of  our  patients  and  to  take  a  little  extra 
time  to  inquire  into  the  patient's  mental  and  emo- 
tional attitudes,  because  many  mental  disturbances 
begin  with  some  physical  complaint.  The  patient 
becomes  aware  of  the  fact  that  something  is  wrong 
and  often  naturally  assumes  that  it  must  be  some- 
thing physical. 

Probably  the  most  frequent  disorder  that  goes  un- 
diagnosed and  not  even  suspected  for  years  is  schizo- 
phrenia (dementia  praecox).  The  great  majority  of 
cases  of  schizophrenia  develop  from  about  the  age 
of  puberty  to  the  age  of  thirty — two-thirds  of  these 
cases  occur  before  the  age  of  thirty — and  the  peak 
is  reached  at  twenty-five.  Few  cases  of  this  sort 
develop  after  forty  and  most  of  these  few  are  in 
women  who  have  been  becoming  insidiously  ill  for 
a  much  longer  time  than  is  supposed. 

There  is  almost  invariably  a  history  of  these 
cases  having  been  treated  by  numerous  physicians 
for  bodily  complaints.  Vague  stomach  complaints 
are  frequent  and  often  the  individual  is  concerned 
about  his  heart.     Some  are  afraid  that  they  have 
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a  venereal  disease — inherited  or  acquired — or  that 
they  are  sexually  impotent.  In  some  of  the  larger 
cities  they  sometimes  become  the  prey  of  the 
"men's  specialists."  Fortunately,  in  North  Carolina 
I  believe  we  do  not  have  many  of  these  quacks, 
but  if  such  a  patient  is  told  that  it  is  imagination, 
he  most  likely  will  pass  on  to  a  chiropractor.  Even 
when  thoroughly  examined  physically  and  they  are 
told  that  there  is  no  physical  basis  for  their  com- 
plaints, they  often  go  from  physician  to  physician 
until — after  numerous  gastric  analyses,  sinus  drain- 
age and  sometimes  much  medication — the  disease 
is  so  far  advanced  that  bizarre  thinking,  behavior 
changes,  delusions,  hallucinations,  or  catatonia 
makes  the  diagnosis  unmistakable. 

The  point  which  I  want  to  emphasize  most  is 
this:  If  a  patient  consults  us  concerning  vague 
body  ailments  and  we  are  unable  to  find  some 
organic  basis  for  the  symptoms,  it  is  important 
to  take  time  to  inquire  rather  thoroughly  into  the 
mental  and  emotional  attitudes,  habits  and  be- 
havior. Frequently,  it  will  be  found  that  there  has 
been  a  change  in  the  personality — perhaps  a  loss  of 
interest  in  studies  or  companions,  or  withdrawal 
from  social  activity.  No  longer  is  enjoyment  af- 
forded by  things  that  have  been  a  source  of  pleasure 
previously.  Often  there  is  a  guilt  complex — remorse 
from  masturbation,  indulgence  in  phantasies,  or 
ideas  of  reference — a  feeling  that  the  actions  of 
others  or  events  have  some  special  significance  in 
relation  to  him.  This  change  has  often  been  so 
insidious  that  it  has  gone  unnoticed  by  the  patient's 
family  but  it  is  usually  there. 

This  schizoid  or  schizophrenic  personality  is  gen- 
erally described  as  a  shut-in,  withdrawn,  oversen- 
sitive, bashful,  and  fearful  type — a  person  who 
does  not  mix  well,  is  over  studious.  Often  the 
patient  is  described  as  a  perfect  son  or  daughter, 
rather  religiously  inclined,  and  with  morals  above 
reproach,  one  who  never  cared  much  for  social 
activities,  preferring  to  stay  at  home.  However, 
this  is  not  always  true.  Schizophrenia  does  develop 
in  young  people  who  have  out-going  personalities, 
have  many  friends,  enjoy  jarties,  dances  and  some- 
times athletics.  Naturally,  in  this  type  of  person- 
ality, changes  are  often  more  easily  noticed.  Just 
here,  I  wish  to  say  that  the  individual  who  is  too 
good,  too  perfect  and  does  not  have  a  healthy  in- 
terest in  the  opposite  sex  will  bear  watching. 

Rather  frequently,  a  change  in  the  individual's 
attitude  toward  religion  is  noticeable.  He  spends 
considerable  time  in  reading  the  Bible  and  often 
becomes  quite  concerned  about  his  immortal  soul. 
In  schizophrenic  psychosis  the  total  personality  is 
involved.  The  symptomatology'  is  so  extraordin- 
arily varied  thai  only  the  more  common  symptoms 
will  be  described. 


Emotional  blunting,  or  failure  of  affect,  shows 
itself  in  apathy  and  indifference.  On  the  surface, 
the  patient  gives  one  the  impression  of  mild  de- 
pression and  a  feeling  of  failure.  He  does  not  seem 
to  appreciate  joy  or  sorrow.  Along  with  this,  there 
is  a  certain  dreaminess  and  a  lack  of  being  in  touch 
with  reality.  He  is  withdrawn  and  indifferent  to 
what  is  going  on  about  him  though  the  attention 
given  happenings  in  his  environment  is  fleeting,  the 
patient  is  often  quite  well  aware  of  the  mand  re- 
members them  after  recovery.  The  schizophrenic 
often  is  negativistic  and  resists  any  effort  on  the 
part  of  others  to  have  him  to  do  anything.  Stereo- 
typed speech  and  movement  are  frequent.  The  in- 
difference often  manifests  itself  in  his  lack  of  in- 
terest in  his  appearance  and  habits.  Delusions  and 
hallucinations  are  usually  present. 

Here  is  a  case  history  showing  the  insidious  de- 
velopment of  schizophrenia: 

A  Jewish  woman,  single,  38,  born  in  Virginia  of  a  fam  ly 
ill  moderate  circumstances,  the  youngest  of  12  siblings.  The 
family  history  was  negative  for  nervous  and  mental  illness 
except  that  one  brother  had  a  nervous  breakdown  during 
the  depression  of  1931 — recovered.  Birth  and  early  child-  ' 
hood  were  normal  though  she  was  considered  a  somewhil 
nervous  child.  Usual  childhood  diseases.  No  injuries.  Began 
school  at  seven,  finished  two  years  high  school  and  one 
semester  in  college  tudying  domestic  science.  She  did  no' 
like  being  away  from  home  and  felt  that  she  was  not  liked 
by  other  girls,  mostly  gentiles.  She  returned  home  and 
lived  with  her  mother  and  did  most  of  the  house  work.  In 
love  with  one  man  but  mother  discouraged  marriage,  and 
she  gave  up  seeing  him.  All  the  other  children  were  mar- 
ried. Spent  much  time  reading  love  stories,  but  found  ii 
increasingly  difficult  to  concentrate.  Six  years  ago,  shorth 
after  her  mother's  death,  she  began  to  complain  of  her 
stomach,  weight  declined  from  122  to  111  pounds,  was 
treated  for  "dropped  stomach"  and  put  on  a  diet  of  starches. 
She  later  had  gastric  analysis  and  gastrointestinal  x-ray 
studies  which  were  negative.  She  began  to  become  depressed 
for  a  week  or  two  at  a  time  but  would  come  out  of  it. 
Wanted  to  be  with  people  all  the  time.  One  year  ago, 
while  visiting  in  Baltimore,  she  became  restless,  unable  to 
sleep,  felt  confused  and  dizzy,  paced  the  floor,  became  very 
much  concerned  about  a  slightly  swollen  cervical  gland, 
began  to  take  walks  to  a  nearby  reservoir,  and  talked  oi 
wanting  to  end  it  all.  She  developed  the  delusion  that  all  of 
her  family  had  died  and  that  he  was  in  some  way  respon- 
sible. She  was  taken  to  a  hospital  finally  with  a  full-blown 
case  of  schizophrenia. 

B.   M.   &   6. 

Emotional  Disturbances  in  Endocrine  Diseases 


Various  types  of  insanity,  mild  degrees  of  mental  retarda- 
tion, personality  changes  and  behaviour  problems  have 
been  improved  frequently  by  glandular  therapy. 

Emotional  disturbances  in  endocrine  disease  may  be 
primarily  a  part  of  the  disease.  This  is  especially  true  of 
hyperthyroidism,  hypothyroidism,  Simmond's  disease, 
Addison's  disease,  hyperinsulinism  and  disturbances  of 
gonadal  function.  Emotional  disturbances  may  be  secon- 
dary to  gross  endocrine  deformity  and  may  result  from  the 
realization  of  the  abnormal  appearance.  This  is  true  par- 
ticularly in  dwarfism,  gigantism,  severe  acromegaly,  obesity, 
and   in   anomalies    of   hair   distribution.   Thirdly,   an   endu- 
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crine    abnormality    and    an    emotional    state    may    co-exist 
independently  of  each  other. 

Emphasis  was  placed  upon  the  improved  prognosis  in 
these  conditions  that  may  be  expected  with  treatment  of 
the  underlying  overfunctioning  or  underfunctioning  endo- 
crine gland.  This  is  to  be  contrasted  with  the  usual  poor 
prognosis  in  psychiatric  disturbances  of  indeterminate 
etiology. 


-s.   M.   *  8.- 


GENERAL  PRACTICE 

Wingate  M.  Johnson,  M.D.,  Editor,  Winston-Salem,  N.  C 


Practice  oj  Medicine,  by  Jonathan  C.  Meakins 
(C.  V.  TMosby  Company,  $10.00),  is  a  massive  vol- 
ume of  1300  pages.  Seventeen  of  its  21  chapters 
were  written  by  Dr.  Meakins  himself  —  which  is  a 
tribute  to  his  versatility.  Of  the  remaining  four,  two 
— on  Diseases  of  Metabolism  and  on  Diseases  of  the 
Ductless  Glands — were  written  by  Dr.  E.  H.  Ma- 
son; one  on  Diseases  of  the  Urinary  System  by  Dr. 
Walter  deM.  Scriver;  and  one  on  Diseases  of  the 
Xervous  System  by  Dr.  J.  Norman  Petersen. 

Such  a  book  is  too  comprehensive  for  a  detailed 
review.  After  looking  it  over  carefully,  however,  I 
am  well  pleased  with  my  copy.  Dr.  Meakins,  who  is 
a  past  president  of  the  American  College  of  Phy- 
sicians, and  Professor  of  Medicine  at  McGill,  has 
a  dozen  or  more  honorary  degrees,  including  mem- 
bership in  the  Royal  College  of  Physicians  both  of 
London  and  of  Edinburgh.  He  had  best  be  allowed 
to  give  the  idea  of  the  book  in  his  own  words:  "This 
volume  is  not  intended  for  the  specialist,  nor  does 
it  aspire  to  be  encyclopedic,  but  rather  for  the  stu- 
dent and  practitioner,  to  assist  them  in  solving  the 
numerous  puzzles  and  problems  with  which  they 
are  daily  confronted  .  .  .  The  practice  of  medicine 
.  .  .  requires  a  complete  understanding  of,  and 
sympathy  with,  all  aspects  of  human  life.  One,  to 
practice  it  whole-heartedly,  must  be  a  combination 
of  a  confessor,  a  judge,  a  counselor  and,  above  all, 
a  friend''. 

The  book  is  written  in  a  clear,  concise  style.  For 
the  most  part  the  descriptions  of  diseases  are  good, 
but  at  times  it  is  too  sketchy  and  gives  an  impression 
of  having  been  written  rather  hastily.  As  important 
as  influenza  has  become  within  the  past  two  dec- 
ades, for  example,  less  than  nine  pages,  including 
five  illustrations,  are  devoted  to  it.  The  respiratory 
type  is  the  only  one  described,  and  the  treatment  is 
dismissed  with  a  dozen  lines. 

A  valuable  feature  of  the  book  is  its  rich  collec- 
tion of  illustrations,  many  of  them  superb.  There  are 
35  color  plates,  besides  hundreds  of  woodcuts.  They 
often  tell  more  than  pages  of  description  could  do. 

Dr.  Meakins  is  to  be  congratulated  upon  a  colos- 
sal task  well  done. 


"Educating  the  Public" 

Dr.  Northington  prefers  to  say  "Informing  the 
Public";  but  whatever  one  chooses  to  call  the  at- 
tempt to  make  the  average  citizen  skilled  in  diag- 
nosis— which  is,  I  believe,  universally  considered 
the  most  difficult  of  all  medical  subjects — it  is 
highly  debatable  whether  more  good  or  harm  is 
accomplished  by  the  process.  Certainly  we  doctors 
should  learn  more  about  cancer  than  we  know  now 
before  we  attempt  to  teach  the  layman  how  to  rec- 
ognize it  in  its  early  stages.  Some  readers  may  recall 
an  article  by  Dr.  Alvarez  published  a  year  or  two 
ago,  in  which  he  reported  the  experience  at  the 
Mayo  Clinic  with  doctor-patients  who  had  malig- 
nant growths  in  the  gastrointestinal  tract.  An  ap- 
palling proportion  of  these  medical  men  failed  to 
recognize  their  own  disease  until  it  was  well  ad- 
vanced. And  in  16,662  examinations  of  male  policy- 
holders of  the  Metropolitan  Life  Insurance  Com- 
pany, not  a  single  cancer  was  found — yet  a  layman, 
after  one  or  two  lectures  on  the  subject,  is  supposed 
to  recognize  a  cancer  in  its  incipiency! 

After  many  years  of  the  cancer  propaganda  we 
have  had,  I  can  truthfully  say  that  I  have  yet  to 
see  the  first  patient  who  came  to  me  as  a  result  of 
such  propaganda:  but  I  have  seen  dozens  of  indi- 
viduals scared  out  of  their  wits  by  finding  an  inno- 
cent wart,  mole,  or  enlarged  lymph  node,  or  by  i 
spastic  colon — or  even  without  any  tangible  basis 
at  all  for  their  fear.  It  is  a  debatable  question 
whether  cancer  phobia  is  not  worse  than  cancer.  At 
least  the  phobia  is  often  much  harder  to  cure. 

With  the  syphilis  problem  the  light  of  publicity 
may  help  more  than  it  has  with  cancer;  though 
here  care  is  needed  to  keep  from  frightening  the 
public  unduly.  So  far  the  chief  reaction  I  have 
noted  is  that  more  housewives  send  their  servants  to 
the  health  department  for  blood  tests;  which  is  as 
it  should  be.  But  they  go  into  a  state  of  panic  if  a 
report  of  a  four-plus  or  even  a  two-plus  positive 
comes  back,  and  usually  have  already  sent  the  poor 
darky  precipitately  out  of  the  house  before  calling 
me  to  ask  how  soon  I  can  take  blood  for  Wasser- 
mann  tests  on  the  whole  family,  including  the  baby. 
Fortunately  I  can  give  them  a  concrete  example  in 
our  own  household,  in  that  the  best  cook  we  ever 
had  yielded  a  four-plus  Wassermann  reaction;  but 
I  kept  her  and  gave  her  treatment  until  it  became 
negative.  I  knew  she  was  clean  enough  not  to  be  a 
source  of  danger  to  us. 

A  few  nights  ago,  at  late  bedtime,  a  patient  of 
mine  called  me  to  see  him.  In  terror  he  showed  me 
a  simple  herpes  on  the  glans,  and  said  that  he  would 
not  have  been  so  alarmed  over  it  if  he  had  not  read 
an  article  in  the  current  Reader's  Digest  about  the 
great  prevalence  of  syphilis  and  he  was  afraid  he 
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might  have  contracted  it  from  the  surrounding  air. 
So  his  subscription  to  this  popular  magazine  cost 
him  the  price  of  a  night  visit  extra. 

If  and  when  syphilis  becames  the  fashionable 
topic  of  conversation  at  our  luncheon  clubs,  sew- 
ing circles,  parent-teacher  associations,  and  after- 
noon teas,  I  trust  that  it  will  be  emphasized  that 
the  spirochetes  do  not  have  the  habit  of  jumping 
across  the  room  to  attack  innocent  bystanders. 


Cardiac  Emergencies 

(Drew   Luten.  St.  Louis,  in  Jl.    Mo.    Med.   Assn.,  Jan.) 

Coronary  Thrombosis. — The  patient  invariably  should  be 
put  at  rest  no  matter  how  mild  may  be  the  evidences  of 
obstruction.  In  most  cases  morphine  (or  dilaudid)  is 
advisable.  The  dose  should  not  be  small.  Little  food 
should  be  allowed  at  first.  Abdominal  distention  should 
be  avoided.  Nembutal  probably  is  to  be  preferred  in  cases 
in  which  barbiturates  are  deemed  in  order.  Unless  signs 
of  congestive  heart  failure  appear  digitalis  should  not  be 
ordered. 

Angina  Pectoris. — A  transient  attack  of  pain  due  to  tem- 
porary coronary  insufficiency  usually  can  be  aborted  by  the 
prompt  administration  of  glyceryl  trinitrate,  tablet  1/200 
gr.  Complete  examination  of  the  patient  and  a  more  com- 
prehensive regimen  should  not  long  be  delayed. 

Adams-Stokes  Attacks. — Care  applicable  to  convulsive 
seizures  in  general  must  be  given  to  the  patient.  In  nn 
individual  seizure  the  general  prospect  favors  resumption 
of  ventricular  beating  and  special  measures  directed  toward 
that  objective  seldom  are  to  be  employed.  If,  however, 
spontaneous  beating  appears  improbable  the  intraventric- 
ular injection  of  a  few  minims  of  epinephrine  is  in  order. 

In  cases  in  which  the  attacks  recur  at  short  intervals 
give  epinephrine  from  5  to  10  minims  subcutaneously  and 
repeat  as  indicated.  Atropine  or  barium  chloride  may  be 
tried. 

s.  M.  &  6. 

PEDIATRICS 

G.  W    Kutscher,  M.D.,  F.A.A.P  .  Editor,  Asheville,  N.  C 


booklet  on  the  subject  of  feeding  children.  Perhaps 
the  highest  recommendation  any  physician  inter- 
ested in  the  feeding  of  children  can  offer  such  a 
treatise  is  that  it  does  not  contain  a  lot  of  misstate- 
ments. The  author  of  this  book  is  no  food  faddist. 
Fancy  theories  regarding  food,  its  preparation,  com- 
binations and  the  art  of  eating  are  absent.  Just 
plain  everyday  knowledge,  boiled  down  to  simple 
language  make  this  book  valuable  to  the  laity  for 
whom  it  was  written.  It  is  a  safe  booklet  to  recom- 
mend to  mothers  of  our  young  patients. 

The  author  never  has  believed  in  diet  lists; 
rather,  he  has  always  explained  a  foundation  diet 
from  which  the  mother  can  make  modifications. 
The  finest  diet  in  the  world  is  valueless  if  the  child 
refuses  to  eat  it.  The  numerous  nickel  pick-up 
drinks  from  fountain  or  bottle  are  strongly  con- 
demned both  for  child  and  adult.  Cooked  cereals 
are  preferred  over  dry  or  cold  cereals.  Whole-wheat 
products  are  preferred  to  the  refined  or  white  flour 
products. 

The  second  part  of  the  book  deals  with  the  prob 
lems  of  feeding  children  from  the  crib  to  college? 
It  includes  chapters  on  breast  and  bottle  feedings, 
the  pre-school  child  and  its  diet;  the  child  who 
refuses  to  eat ;  the  school  child ;  the  adolescent  and 
the  boy  or  girl  going  to  college.  The  advice  given  is 
sound;  it  is  not  difficult  to  understand  and  th?  ideas 
are  practical.  All  in  all,  the  booklet  will  help  our 
patients  to  obtain  a  sound  plan  of  Feeding  Our 
Children.  That  is  the  title  of  the  160-page  booklet, 
by  Frank  Howard  Richardson,  M.D.,  F.A.C.P., 
published  by  Thos.  G.  Crowell  Co.,  New  York,  and 
sold  regularly  for  one  dollar. 


Health  Questions  Answered,  by  Dr.  W.  W.  Bauer, 
Director  of  Health  and  Public  Instruction  of  the 
American  Medical  Association  (Bobbs-Merrill, 
$2.00)  is  unique  in  its  conception.  It  is  "a  compila- 
tion of  questions  selected  from  more  than  10,000 
letters,  asking  almost  15,000  questions".  It  literally 
piv:s  the  answers  to  most  of  the  questions  that  lay- 
man ask  their  doctors.  These  answers  are  clear, 
common  sense,  and  spiced  with  enough  humor  to 
make  them  palatable.  In  no  sense  of  the  word  docs 
it  attempt  to  teach  the  patient  to  diagnose  and  treit 
his  own  ailments;  but  it  constantly  reminds  him 
that  this  is  the  doctor's  job.  It  can  h?artily  be  rec- 
ommended as  a  safe  book  to  put  into  the  hands  of 
any  family;  also  to  be  put  on  the  doctor's  reception- 
room  table.  Incidentally,  it  will  mt  hurt  the  doc- 
tor to  browse  in  it  himself. 

Feeding  Our  Children 
A  recent  evening  was  enjoya'oly  spent  reading  a 


Burbot-Liver  Oil  As  An  Antirachitic 
(Thos.    Myers,   St.   Paul,   in  Jl- Lancet,  March) 

The  burbot,  or  lawyer  fish  (Lota  maculosa),  is  the  only 
fresh-water  relative  of  the  cod,  being  found  abundantly  li- 
the majority  of  the  northern  rivers  and  lakes  of  this  con- 
tinent, also  in  northern  Europe  and  Siberia.  It  is  assumed 
that  the  burbot,  at  one  time  a  salt-water  fish,  remained  ;n 
the  residual  waters  when  the  sea  receded  from  the  Noun 
American  continent,  and  became  adjusted  to  fresh-water 
conditions.  It  weighs  about  3  pounds,  10%  of  which  is 
represented  by  the  liver.  This  yields  from  30  to  60%  of  oil. 
The  vitamin  content  of  burbot-liver  oil  has  been  assayed  dt 
4500  units  of  vitamin  A,  and  640  units  of  vitamin  D  per 
gram,  or  about  8  times  greater  than  the  requirements  jor 
cod-liver  oil. 

The  medicinal  application  of  burbot-liver  oil  finds  its 
most  useful  place  in  the  treatment  and  prevention  of  rickets. 

While  no  definite  conclusions  should  be  drawn  from  so 
limited  a  study,  the  possibilities  of  this  preparation  are 
worthy  of  further  investigation. 


Be  sure  that  every  patient  with  diarrhea  receives  plenty 
of  fluids,  and  retains  them  for  a  time.  Also  that  he  is  kept 
warm. 
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R    B    Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


How  Far  and  How  Fast 

One  of  the  largest  problems  confronting  hospital 
trustees  is  how  far  they  should  go  with  their  ap- 
pointments of  young  doctors  on  the  staff,  and  how 
fast  they  should  promote  these  young  men.  In  the 
writer's  opinion  this  matter  should  be  given  serious 
thought  and  careful  consideration,  and  the  welfare 
of  both  the  institution  and  the  medical  profession 
should  always  be  paramount  in  all  of  their  con- 
siderations. In  this  article  we  will  attempt  to  give 
only  the  opinions  as  formed  from  personal  observa- 
tion, and  will  not  attempt  to  offer  a  wonderful 
panacea  for  anybody's  trouble. 

There  was  a  time  when  the  young  practitioner 
considered  it  an  honor,  and  certainly  an  economic 
asset,  to  be  associated  with  an  older  physician  whose 
reputation  was  established  in  the  neighborhood  in 
which  he  practiced.  It  seems  to  be  the  opinion  that 
practice  had  at  least  helped  to  make  perfect,  and 
that  years  of  service  had  instilled  a  confidence 
which  exceeded  that  obtained  by  the  display  of 
degrees  and  diplomas.  Whether  or  not  this  was 
true  will  be  left  to  the  decision  of  the  reader,  but  at 
least  it  certainly  was  the  custom.  It  is  not  an  un- 
common experience  today,  when  discussing  medical 
practice  with  the  older  physician,  to  have  him 
make  mention  of  the  teachings  of  his  preceptor.  It 
is  also  worthy  of  notice  that  in  at  least  one  post- 
graduate school  in  which  the  various  specialties  of 
medicine  are  taught  and  degrees  obtained  the  pre- 
ceptor method  of  teaching  is  still  adhered  to  to  a 
large  extent. 

Today  there  seems  to  be  a  tendency  on  the  part 
of  the  well  trained  graduate  to  feel  that  the  medical 
world  is  before  him  to  be  conquered,  and  that  his 
theoretical  knowledge,  broadened  and  supported 
by  one  to  two  years  of  hospital  experience,  is  all 
the  equipment  necessary  for  him  to  come  out  vic- 
torious in  any  community  in  which  he  chooses  to 
hang  his  shingle  out.  The  writer  is  confident  that 
a  certain  amount  of  self-confidence  is  very  prais- 
worthy,  and  that  without  it  success  is  seldom  a- 
chieved.  On  the  other  hand  it  would  seem  that 
experience  has  borne  out  that  the  young  practitioner 
has  found  for  the  last  few  years,  and  is  finding 
rather  difficult  the  road  to  financial  success.  It  is 
further  borne  out  that  in  the  majority  of  cases  there 
is  not  a  great  deal  of  difference  between  the  mor- 
bidity rate  of  the  practice  of  the  older  physician 
and  the  young  graduate.  Exceptions  to  any  rule 
are,  of  course,  always  admitted. 

It  is  further  the  observation  of  a  good  mam- 
men  with  analytical  m|inds  that  the  young  gradu- 


ate's errors  are  apt  to  be  result  of  over-confidence 
in  his  ability  rather  than  lack  of  confidence.  Also, 
it  has  been  the  observation  of  many  hospital  ad- 
ministrators that  for  the  most  part  the  young  gradu- 
ate does  not  have  the  patience  necessary  for  his 
contentment  during  the  first  few  years  of  his  prac- 
tice. The  old  adage  of  "Half  a  loaf  is  better  than 
no  bread"  apparently  has  not  stamped  itself  upon 
the  young  graduate's  mind. 

The  older  practitioners  have  their  peculiarities, 
many  of  which  are  not  as  admirable  as  they  could 
he.  More  often  than  otherwise  they  are  not  quite 
as  considerate  as  they  should  be  of  the  ambitious 
young  doctor  who  has  recently  located  in  their 
community.  This  is  true,  but  by  no  means  is  it 
always  the  result  of  neglect  or  wilful  discourteous- 
ness,  but  rather  the  result  of  the  pressing  require- 
ments of  a  busy  practice.  However,  it  should  not 
be  that  they  would  allow  themselves  to  become  too 
absorbed  in  their  own  affairs  to  take  notice  of  their 
younger  professional  brethern.  They  should  at 
least  make  a  telephone  call  once  or  twice  a  month 
inquiring  into  his  good  health  and  successful  es- 
tablishing of  a  practice.  This  alone  would  mean  a 
great  deal  to  the  young  doctor,  and,  no  doubt, 
would  be  the  means  of  more  consultations  for  the 
older  doctor. 

Just  what  to  do  with  the  relationship  between  the 
old  and  young,  the  proven  and  unproven,  the  estab- 
lished and  unestablished  medical  men  calls  for  an 
enormous  amount  of  study  by  hospital  administra- 
tors. In  trying  to  solve  this  problem  the  author 
of  this  article  offers  a  few  suggestons  for  con- 
sideration. 

The  older,  established  physician,  if  he  be  a  suc- 
cessful medical  and  business  man,  does  not  owe 
any  back  debts  of  from  one  to  five  thosand  dollars 
for  his  education.  He  has  worked  hard  over  a 
period  of  years  to  obtain  the  position  that  he  now 
holds  in  the  hospital  and  the  community,  and  it 
would  be  unreasonable  to  expect  him  to  relinquish 
these  without  putting  up  some  objection.  He  has 
learned  from  experience  that  it  does  not  pay  to 
attempt  to  do  something  that  he  is  not  qualified  to 
do.  In  this  respect  he  is  a  conservative  physician. 
The  current  expenses  of  his  business  are  usually 
taken  care  of  without  a  great  deal  of  embarrass- 
ment on  his  part.  He  has  learned  the  likes  and  dis- 
likes, the  peculiarities  and  idiosyncrasies  of  his  pa- 
tients and  their  people.  A  word  from  him  is  all  that 
is  necessary  to  establish  confidence  in  the  mind  of 
the  patient  toward  the  nursing  service  in  a  hospital. 
This  asset  is  greatly  to  be  desired  in  many  cases 
where  patients  are  disgruntled  and  dissatisfied. 
However,  the  older  physician  is  not  any  more  im- 
mune to  professional  jealousy  than  his  younger 
brother,  and  perhaps  less  so. 
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In  contrast,  the  recent  graduate  more  often  than 
otherwise  is  greatly  in  debt  for  his  education  and 
the  long  and  expensive  preliminary  education,  which 
may  or  may  not  prove  to  be  a  wise  requirement  of 
the  educators,  is  no  small  item  in  this  indebtedness. 
The  medical  college  expenses  and  his  one  or  two 
years  of  hospital  training  have  necessarily  caused 
him  to  live  a  great  deal  in  the  future,  and  to  an- 
ticipate the  day  when  he  will  become  self-support- 
ing and  not  have  to  count  every  nickel  that  he 
spends.  It  is  no  wonder  therefore  that  he  appears 
to  be  mercenary  in  the  eyes  of  the  older  men.  One 
should  hesitate  to  unduly  criticize  this  conduct  in 
the  face  of  such  a  great  temptation.  Patience  and 
perseverance  are  most  needed  by  the  young  men  of 
today. 

Automobiles  and  office  esuipment  have  been 
bought  on  the  installment  plan  by  the  young  doctor. 
How  are  these  monthly  bills  to  be  met?  Perhaps 
some  fine  young  woman  has  been  waiting  for  years 
to  become  his  bride.  Where  is  the  money  coming 
from  to  take  care  of  her?  Office  rent,  telephones 
and  automobile  expenses  are  regular  nightmares. 
Any  patient  coming  into  his  office  may  be  a  poten- 
tial operative  case  which  will  bring  a  fee  a  great  deal 
larger  than  the  office  visit.  If  the  diagnosis  was 
wrong  he  was  honest  in  his  opinion  and  therefore 
no  moral  turpitude  is  attached.  If  the  patient  does 
not  die  he  will  usually  be  satisfied  at  least  tempo- 
rarily, and  frequently  until  the  bill  is  paid.  Often 
driven  to  financial  distress  an  illegal  operation  will 
be  considered  because  of  its  large  stipend.  Oh! 
What  temptations  the  young,  recent  graduate  has. 
He  has  no  practice,  no  money,  apparently  little 
sympathy  from  his  elders,  much  installment,  much 
rent  and  a  multitude  of  collectors.  In  the  face  of  all 
this  let  him  take  courage  and  have  patience,  re- 
membering at  all  times  that  no  matter  how  bad  the 
situation  is  it  could  be  worse  and  that  yielding  to 
temptation  will  in  the  end  always  be  the  most  ex- 
pensive procedure. 

It  should  be  the  aim  of  the  hospital  administra- 
tors to  help  the  young  without  being  disloyal  to 
the  old.  There  is  a  happy  medium  between  going 
too  fast  and  going  too  far  with  the  young  prac- 
titioner in  allowing  him  to  treat  patients  in  the 
hospital  and  denying  him  altogether  the  privileges 
of  the  hospital.  A  heart-to-heart  talk  between  the 
happy  solution  of  this  difficult  problem. 


Complications  of  Diabetes  Mellitus  and  Their 

Treatment 

(J.    O.    Piper.    Waterville,    in    Maine    Med.    Jl.,    Mar.) 

Diabetic  coma  before  insulin  was  almost  100%  fatal;  since 

the  use  of  insulin  it  is  almost   100%   curable.  Symptoms: 

nushed  cheeks,  collapse,  air  hunger,  weak  and  rapid  pulse, 

extremities  cold  and  clammy  and  a  heavy  acetone  odor  to 

the  breath.  Urine  usually  shows  a  large  amount  of  sugar 


and  a  large  trace  of  acetone  bodies. 

Remember  that  cases  of  brain  injury  may  show  sugar  in 
the  urine.  However,  the  coma  seen  with  this  condition  or 
with  heart  and  uremic  conditions  is  much  more  apt  to  be 
rather  cyanotic,  while  the  diabetic  case  is  pale. 

Onset  of  diabetic  coma  often  with  nausea  and  vomiting 
and  an  abdominal  pain  like  that  of  acute  appendicitis. 

The  white  count  is  always  elevated  in  diabetic  coma. 

Diabetic  coma  demands  the  constant  attention  of  the 
doctor  treating  it,  with  the  aid  of  his  laboratory. 

Put  in  bed,  cover  warmly,  hot  water  bottles  placed  around 
him;  make  immediate  blood  sugar  estimation,  empty  bowels 
by  enema.  If  the  patient  can  drink  and  retain  water,  fluids 
should  be  forced;  if  not,  1500  ex.  of  salt  solution  under 
the  skin,  20  units  of  insulin  intravenously,  and  20  intra- 
muscularly. We  always  give  15  m.  of  tr.  digitalis  subcu- 
taneously  every  4  hours. 

Two  hours  afterward,  another  b.  s.  estimation  is  don,-, 
and  if  it  is  little  lowered  and  the  condition  not  improved, 
the  same  dose  is  repeated. 

Two  hours  later  the  same  procedure  and  from  the  effects 
of  the  use  of  insulin,  the  next  dose  is  estimated.  Usually  the 
patient  makes  a  favorable  response  after  the  second  dose,  if 
not  before. 

In  some  cases  urine  does  not  show  the  acetone  bodies; 
these  are  usually  helped  by  the  intravenous  use  of  500  c.c. 
o'  a  10%  glucose  solution  with  10  units  of  insulin.  We  have 
had  to  use  this  twice  daily  for  2  or  3  days  to  entirely  re- 
lieve the  coma.  Watched  very  carefully,  and  the  insulin 
used  every  2  hours  until  b.  s.  is  down  to  200  mgs.  to  100 
c.c,  it  is  usually  safe  to  leave  the  patient.  At  this  time,  we 
usually  prescribe  10  units  of  insulin  every  4  hours,  with  an 
estimation  of  the  b.  s.  at  least  t.i.d. 

When  able  to  take  food  orange  juice,  4  ounces  every  r 
hours,  then  skimmed  milk  is  added  and  then  vegetables,  etc., 
but  no  fats  for  2  or  3  days,  then  regular  diabetic  diet. 

For  estimating  b.  s.  the  La  Motte  outfit  may  be  used  in 
any  home  and  without  any  great  amount  of  experience. 

Neuritis  is  a  fairly  common  complication  of  diabetes, 
and  a  very  troublesome  one.  There  is  no  special  treatment 
except  to  control  the  diabetes  in  the  best  possible  manner. 
The  neuritis  may  persist  for  a  long  time  after  the  diabetes 
is  under  control,  but  it  practically  always  gets  well. 

Diabetes  is  made  worse  by  infection  and  infection  is 
aided  by  diabetes. 

Infections  develop  much  more  frequently  in  the  mild 
diabetes  than  in  the  severe  cases.  Freely  incise  all  pus 
pockets  and  institute  free  drainage. 

While  the  infection  is  being  taken  care  of  by  drainage, 
the  diabetes  has  to  be  cared  for  by  the  free  use  of  insulin. 

Gangrene  in  diabetics  is  of  several  types:  arteriosclerotic 
quite  common,  obliterative  endarteritis  less  common, 
embolic  and  thromboangiitis  obliterans  rare.  The  diabetic 
differs  from  the  other  forms  in  that  it  spreads  laterally  as 
well  as  along  the  vessels,  is  moist  and  tends  to  involve  soft- 
parts,  and  there  is  line  of  demarcation.  The  circulation  !■■ 
always  interfered  in  these  cases,  and  a  very  slight  infection 
from  as  small  an  injury  as  a  cut  on  the  toe  from  trimming 
the  toenail  may  precipitate  gangrene. 

Conservative  treatment  can  be  carried  out  only  on  the 
diabetic  gangrene,  and  this  is  probably  successful  only  in 
the  early  cases. 

Handle  the  sugar  metabolism  by  diet  and  insulin,  the  in- 
fection as  outlined,  and  improve  the  circulation.  Persevere 
in  these  cases,  for  we  have  seen  several  where  it  seemed 
utterly  impossible  to  save  the  limb,  and  today  these  people 
have  perfectly  good  legs  to  walk  on. 

Joslin  says  "Feed  the  patient  up  to  the  last  hour  possib'e 
before  operation:  he  will  most  likely  fast  altogether  too 
much  afterward." 

Spinal  anesthesia  is  the  choice  whenever  possible. 
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After  the  first  24  hours  following  an  operation  give  50 
gms.  carbohydrate  per  day. 

In  heart  degeneration  3  doses  of  insulin  have  brought 
on  complete  decompensation. 


Appendicitis 
i  From   Page  177) 
so   much   depended  upon   a   correct   diagnosis    just   here 
that  we  should  ever  bear  this  in  mind. 

After  hearing  this  discussion  I  had  in  my  own  practice 
within  a  very  short  time  three  cases  of  pneumonia  in 
children,  all  of  which  developed  grave  acute  symptoms 
in  the  abdomen,  resembling  very  closely  appendciitis.  I 
took  two  of  these,  after  hours  of  great  anxiety,  to  be 
cases  of  sympathetic  abdominal  irritation,  and  as  the 
symptoms  of  pneumonia  subsided  in  these  cases  the  ab- 
dominal symptoms  disappeared  also.  In  the  third  case, 
however,  the  typical  symptoms  of  subacute  appendicitis 
remained,  and  I  had  to  have  the  diseased  appendix  re- 
moved six  weeks  later. 

In  all  of  these  cases  fortune  favored  me  and  each  fully 
recovered.  Now  in  presenting  this  experience  I  wish 
to  state  that  every  general  practitioneer  should  ever  be 
on  the  alert  to  recognize  such  cases ;  make,  if  possible, 
a  differential  diagnosis  between  real  appendicitis  and 
sympathetic  abdominal  irritation.  If  there  is  any  doubt 
in  our  minds  as  to  the  real  abdominal  condition,  then  a 
skilled   abdominal   surgeon   should   be   consulted. 

Dr.  Wixgate  Johnson,  Winston -Salem,  N.   C: 

Dr.  Highsmith's  paper  calls  to  our  minds  in  a  very 
forceful  manner  one  of  the  most  important  problems  that 
confront  the  surgeon  and  the  general  practitioner.  I  wish 
only  to  emphasize  one  point  he  made — namely  that  while 
an  increase  in  leukocytes  is  a  very  valuable  aid  in  confirm- 
ing a  diagnosis  it  is  possible  to  have  a  gangrenous  appendix 
with  a  normal  leukocyte  count.  In  these  days  when  so 
much  stress  is  laid  upon  laboratory  findings  there  is  danger 
that  the  laboratory  may  become  our  master  instead  of  our 
servant.  The  late  Dr.  Hobart  A.  Hare  once  said  that  the 
medical  graduate  of  today  is  too  apt  to  consider  a  leukocyte 
count  of  more  importance  in  diagnosing  appendicitis  than 
is  palpation  of  the  right  lower  quadrant  of  the  abdomen. 


PUBLIC  HEALTH 


N.  Thos.  Ennett,  M.D.,  Editor,  Greenville,  N.  C. 
Pitt  County  Health  Officer 


"Public  Health  Should  Come  Through  Public 
Schools" 
The  heading  of  this  article  is  the  title  of  an  acl- 
dros-  delivered  by  Charles  F.  Carroll,  jr..  Superin- 
tendent of  Swain  County  Schools.  Bryson  City, 
and  published  in  the  Xorth  Carolina  Health  Bul- 
Ih  Bulletin,  September,  1936.  The  address  was  de- 
live.ed.  by  invitation,  before  the  North  Carolina 
Slate  Health  Officers'  Association  meeting  in  Ashe- 
ville,  May,  1936.  The  writer  was  present  when 
this  address  was  delivered,  and  apparently,  it  made 
a  profound  impression  upon  the  audience.  In  the 
January  number  of  the  Journal  of  School  Health, 
published  in  Albany,  N.  Y.,  by  the  American 
Association  of  School  Physicians,  we  find  an  excerpt 


from  this  address,  taken  from  the  Bulletin  of  the 
Massachusetts  Department  of  Public  Health,  De- 
cember,  1936. 

The  quotation  in  the  Journal  oj  School  Health 
is  as  follows: 

"What  we  need  in  North  Carolina  today  is  a  health 
education  program  within  the  schools  that  is  militantly 
purposeful  in  every  respect,  and  that  is  supervised  by,  and 
is  responsible  to,  one  definitely  known  agency.  Therefore,  I 
recommend  that  consideration  be  given  to  the  idea  of 
establishing  in  North  Carolina  at  the  earliest  possible  time 
a  department  or  agency  whose  chief  duties  will  be  the  pro- 
motion of  health  education  in  the  schools  by  coordinating 
and  making  more  extensive  and  intensive  the  various  health 
activities  which  do,  or  can,  contribute  to  a  sound  health 
education  program.  Whether  this  department  or  agency 
would  function  under  the  State  Board  of  Health  or  the 
State  Department  of  Public  Instruction  is  of  secondary  im 
portance.  I  am  interested  solely  in  satisfying  a  real  need. 
For  the  directorship  of  this  department  or  agency,  I  would 
recommend  a  person  with  public  health  training  and,  if 
possible,  with  some  background  in  pure  educational  work." 

Of  course,  what  Superintendent  Carroll  here  ad- 
vocates is  so  sound  that  one  wonders  why  private 
physicians  and  public  health  officials,  especially, 
have  not  already  "militantly"  advocated  such  a 
program. 

It  is  encouraging,  however,  that  there  is  at  least 
one  school  man,  and  we  hope  there  are  many  more, 
who  sees  that  the  question  of  public  health  progress 
is  inextricably  bound  up  with  the  public  school 
system.  And  it  is,  probably,  equally  true  that 
progress  in  public  education  is  inextricably  bound 
up  with  public  health. 

As  the  writer  recalls  the  address,  Superintend- 
ent Carroll  placed  his  main  emphasis  on  the  need 
in  Xorth  Carolina  of  the  establishment  of  a  "de- 
partment or  agency  whose  chief  duty  will  be  the 
promotion  of  health  education  in  the  schools"  and 
that  the  directorship  of  this  department  or  agency 
should  be  a  person  with  public  health  training  and 
if  possible  with  some  background  in  educational 
work. 

The  writer  regards  the  pronouncement  from 
Superintendent  Carroll  as  the  most  important  state- 
ment in  connection  with  public  health  that  has  come 
to  his  attention  in  many  moons.  If  health  officers 
and  private  physicians  will  actively  support  such 
public  health  leadership  as  exhibited  by  Superin- 
tendent Carroll,  it  is  our  opinion  that  public  health 
in  North  Carolina  will  enter  a  new  era  of  great 

progress. 

s.  m.  &  s. 

The  Comparative  Efficiency  of  Flavoring  Agents 
in.  H.  Wright.  Minneapolis,  in  J  I.  A.  M.  A.,  Mar.  20th) 
Tested  on  600  individuals:  As  pleasant-tasting  vehicles 
the  syrups  of  prepared  cacao  and  raspberry  are  the  flavors 
of.  choice.  The  syrups  of  raspberry,  eriodictyon  and  pre- 
pared cacao  best  disguise  bitter;  the  syrups  of  cinnamon, 
orange  and  sarsaparilla  the  salty  taste;  the  syrups  of  rasp- 
berry and  prepared  cacao  the  taste  of  tincture  of  digitalis, 
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EYE,  EAR,  NOSE  AND  THROAT 


The  Ophthalmoscopic  Signs  of  Failing  Health 
(A.  J.  Bedell,  Albany,  N.  Y.;  in  III.  Med.  Jl.,  March..) 
The  optic  nerve  impinged  upon  may  show  a  papilledema 
with  exudate  along  the  major  vessels,  narrowing  of  ths 
retinal  arteries  and  distention  of  the  retinal  veins,  edema  of 
the  retina  and  nerve-head  producing  oblique  retinal  folds; 
or  in  the  presence  of  a  large,  firm  intraorbital  mass,  distinct 
retinal  ridges.  Such  fundus  changes  should  be  searched  for 
whenever  there  is  external  evidence  of  orbital  disease. 

When  there  is  a  pathological  process  in  the  frontals,  the 
ethmoids,  the  sphenoids  or  the  antra,  the  optic  nerve  may 
show  inflammatory  and  edematous  changes.  Multiple 
sclerosis  causes  at  least  50%  of  all  retrobulbar  neuritis  cases. 
The  fundus  appearance  is  characteristic.  Later  the  edema 
subsides,  and  in  the  pronounced  case  the  temporal  pallor 
of  the  disk  becomes  the  dominant  fundus  sign. 

In  retrobulbar  neuritis  due  to  certain  drugs  a  similar, 
less  intense,  edema  is  evident. 

Headache,  fever  and  intense  photophobia  probably  mean 
meningeal  irritation,  usually  an  inflammation.  In  meningitis 
choked  disk  is  rare,  but  secondary  atrophy  with  pallor  ot 
the  nervehead  is  seen  often  enough. 

The  fundus  changes  in  tuberculous  meningitis  are  usually 
those  of  the  typical  military  lesions  in  the  choroid,  but 
may  include  retinal  edema  and  papilledema. 

In  lethargic  encephalitis  congestion  of  the  disk  with  some 
edema  is  the  usual  picture. 

The  headache  from  an  intracranial  aneurysm  is  often 
frontal,  one-sided,  and  if  long  continued  causes  a  unilateral 
ptosis.  The  fundus  picture  is  not  pathognomonic. 

The  fundus  in  exophthalmic  goiter  presents  no  distinctive 
pattern. 

Edema  of  the  brain  is  among  the  most  ordinary  causes 
of  headache.  There  is  practically  always  some  edema  of 
the  nerve-head. 

When  the  pituitary  is  enlarged  pressure  continuous  for  a 
long  time,  there  is  a  definite  waxen  pallor  of  the  disk.  As 
the  growth  increases  true  atrophy  becomes  white. 

In  all  brain  tumors,  the  careful  examination  of  the  func- 
tion of  eye,  central  vision  and  field  will  disclose  other  signs 
which  can  be  correlated  with  the  fundus  appearance  to 
make  the  diagnosis  certain. 

There  is  little  question  but  that  the  first  sign  of  hyper- 
tension is  an  edema.  Unless  the  patient's  fundus  has  been 
seen  on  previous  occasions,  it  may  be  difficult  to  tell  when 
the  fundus  vessels  first  show  evidence  of  increased  b.  p.  As 
the  pressure  increases  the  artery  becomes  more  taut,  pushes 
the  vein  to  one  side,  slightly  indents  the  vein  or  even  com- 
presses it;  thicker  patches  of  edema  appear  as  snow-bank 
opacities  in  the  retina  with  delicate  striate  hemorrhages. 
With  the  edema  the  greater  opacities  are  more  numerous, 
the  hemorrhages  larger,  dark  brown  granular  areas  develop 
in  the  deep  retina  about  the  posterior  pole.  These  come  just 
before  the  patient  enters  the  terminal  stage  in  which  the 
retinal  edema  and  the  snow-banks  often  almost  disappear, 
and  the  hemorrhages  become  decidedly  fewer 

Some  patients  take  more  than  20  years  to  complete  this 
cycle  while  others  pass  through  it  to  a  fatal  termination 
within  a  few  months. 

In  pregnancy  toxemia  fundus  changes  may  be  a  slight 
artery  spasm,  or  extensive  exudate,  large  hemorrhages,  great 
engorgement  of  the  vessels  and  considerable  reduction  in 
vision.  If  the  spasm  of  the  artery  is  frequent,  and  prolonged 
with  an  elevation  in  b.  p.  emptying  the  uterus  is  in  order. 
After  the  hypertension  of  pregnancy  is  once  established, 
the  b.  p.  seldom  if  ever  returns  to  normal. 

Sudden  nausea  and  vomiting  may  be  the  onset  of  an 
acute   congestive   glaucoma.   Mild   recurring   spells  may    be 


brought  about  by  chronic  glaucoma  due  to  neglected  iritis, 
uvetitis,  retinal  detachment  or  an  unchecked  congestive 
yttack.  When  the  media  are  clear  the  distinctive  excavation 
of  the  optic  nerve  is  readily  recognized. 

Following  the  exposure  to  x-rays  for  the  destruction  of 
a  malignant  growth,  a  patient  may  become  toxic  and  the 
fundus  show  hemorrhages,  exudates  and  edema,  and  oc- 
casionally look  exactly  like  the  fundus  of  malignant  endo- 
carditis. When  patients  suddenly  discover  that  they  are 
blind  in  one  eye,  they  frequently  have  an  attack  of  nausea 
and  vomiting.  This  has  been  observed  in  embolism  and  in 
thrombosis. 

An  unsuspected  or  inadequately  treated  syphilis  may 
cause  choroidal  changes,  pepper-and-salt  fundus. 

With  the  exception  of  lipemia  retinalis  a  child  does  not 
show  fundus  changes  even  when  the  diabetes  is  extreme, 
long  continued  or  fatal.  Many  adults  may  be  emaciated 
as  a  reult  of  chronic  diabetes  and  have  no  fundus  changes. 
A  single  flame-shaped  hemorrhage  may  be  the  sign  which 
attracts  attention  to  the  metabolic  upset.  The  so-called 
diabetic  retinitis  is  distinguished  by  yellowish  deposits 
irregular  in  outline  and  in  thickness  scattered  about  the 
posterior  pole.  They  disappear  under  proper  dietary  and 
insulin  treatment.  Arteriosclerosis,  hypertension  and  diabetes 
are  combined  often.  Sudden  loss  of  vision  may  be  caused 
by  a  macular  hole  as  well  as  retrobulbar  neuritis. 

The  isolated  tubercle  of  the  choroid  gives  a  curious  re- 
flecting  sheen  which  probably  is  not  found  in  any  other 
choroidal  lesion. 

Perhaps  the  most  difficult  tubercle  to  diagnose  is  the 
very  large  one  which  occurs  in  children.  It  has  a  smooth 
white  surface  with  an  occasional  soft  yellowish  overlying 
mass  and  which,  because  of  the  age  of  the  patient  and  the 
difficulty  in  making  a  detailed  fundus  examination  may 
lead  to  the  erroneous  diagnosis  of  glioma  of  the  retina.  The 
recurring  hemorrhages  in  the  vitreous  which  are  part  of 
cprly  ocular  tuberculosis  may  at  times  be  very  perplexing. 
Sarcoma  of  the  choroid  may  first  become  evident  as  n 
small  isolated  more  or  less  rounded  dark  elevation  pushing 
the  retina  forward  causing  radiating  wrinkles  in  it  or 
detachment  of  it. 

United  as  a  profession  we  progress,  isolated  as  specialists 
we  fail. 

s.  M.  &  6. 

CLINICAL  CHEMISTRY  &  MICROSCOPY 

C.  C.  Carpenter.  B.A.,  M.D..  F.A.C.P.,  Editor 
Wake  Forest,  N.  C. 


Sudden  Death 


In  a  series  of  85  postmortem  examinations  conducted  in 
the  past  3  years,  there  were  4  cases  of  sudden  death  and  .5 
others  slightly  outside  of  the  time  criteria,  but  with  mech- 
anisms often  present  in  the  first  group. 

In  one  case,  a  physician  examined  a  short  time  before 
death,  and  assured  that  she  was  in  good  condition,  a  white 
woman,  26,  teacher  in  the  local  Junior  College,  under  dia 
betic  management  10  years,  secretive  about  her  condition. 
A  short  time  before  death,  she  was  in  the  hospital  for  a 
respiratory  infection,  and  the  diabetes  was  discovered  in  a 
routine  urinalysis.  Discharged  from  the  hospital  receivim; 
100  units  of  insulin  daily  including  a  midnight  dose.  The 
midnisrht  dose  had  been  discontinued  and  the  insulin  re- 
duced to  75  units,  2  days  before  her  death.  The  patient 
taught  school  the  day  of  her  death  and  was  apparently 
normal  in  every  respect.  It  is  known  that  it  was  impossible 
for  her  to  take  her  noon  dosage  of  insulin.  She  prepared  her 
evening  meal  at  home  and  was  found  dying  in  her  apart- 
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merit  at  2:30  a.  m.  No  blood  was  obtained  for  chemical 
analysis.  A  small  amount  of  urine  obtained  at  autopsy  con 
twined  no  sugar.  A  complete  postmortem  examination  was 
done  with  entirely  negative  findings.  The  patient  may  have 
taken  an  excessive  dosage  in  the  evening  because  of  her 
inability  to  receive  insulin  at  noon,  and  died  of  hypogly- 
cemia and  insulin  shock.  The  patient  had  weathered  similar 
attacks.  Candy  and  sugar  were  in  her  room  and  purse  in 
anticipation  of  such  reactions. 

A  graduate  nurse,  23,  had  been  told  that  her  examination 
was  entirely  negative  save  for  a  possible  mitral  valve  defect 
indicated  by  a  systolic  murmur  at  the  apex.  She  had  con- 
sulted her  doctor  because  of  recurrent  attacks  of  collapse 
and  unconsciousness  with  cyanosis,  dyspnea  and  rapid, 
feeble  pulse.  The  evening  before  death,  she  played  tennis. 
She  and  her  roommate  went  to  a  late  show,  talked  until 
2:00  a.  m.  At  6:00  her  roommate  awakened  by  a  strug- 
gling of  the  patient  found  her  unconscious,  p.  imperceptible, 
cyanotic,  and  she  died  within  5  minutes.  Postmortem  exam- 
ination, including  examination  of  the  brain,  was  entirely 
negative.  A  sister  of  this  patient  died  suddenly  after  recita- 
tion in  class.  Two  other  children  in  the  family  died  sudden- 
ly in  early  infancy.  Details  could  not  be  obtained.  On  the 
bases  of  the  previous  attacks  of  unconsciousness  and  the 
clinical  observations  at  those  times,  I  have  attributed  this 
death  to  heart  block  with  ventricular  fibrillation.  I  have 
no  pathologic  proof  for  this  diagnosis. 

Primipara,  30,  delivered  with  low  forceps  without  trauma, 
placenta  delivered  and  repair  done  under  nitrous  oxide- 
oxygen.  No  unusual  medication.  As  the  repair  was  being 
completed  the  p.  became  rapid,  feeble  and  patient  blue.  Un- 
der oxygen  she  regained  consciousness  to  complain  of 
manipulations.  Normal  saline  was  given  in  the  vein;  she 
had  a  recurrence  of  the  rapid  and  thready  pulse,  and  lapsed 
into  unconsciousness  and  died.  Time  from  first  signs  of 
failure  was  90  minutes.  The  blood  loss  measured  under 
1,000  c.c.  Postmortem  examination,  including  that  of  the 
head,  revealed  no  cause  for  death.  No  embolism,  either  o." 
air  or  coagulated  blood,  was  found. 

Woman,  41,  history  of  repeated  attacks  of  gallbladder 
colic  increasing  to  twice  weekly,  operated  upon  just  before 
the  anticipation  of  attack.  Gallbladder  removed  contained 
many  gallstones,  responded  well  but  next  evening  pulse  170 
at  wrist  and  a  deficit  was  noted  when  listening  to  the 
heart;  persisted  for  19  hours  in  spite  of  all  efforts;  death 
en  the  following  day.  No  signs  of  hemorrhage  at  post- 
mortem examination,  no  evidence  of  infection. 

Woman,  55,  admitted  with  a  diagnosis  of  poisoning  after 
partaking  of  mushroom  soup,  and  in  2  hours  sudden,  sever,', 
epigastric  pain,  dyspnea  and  orthopnea,  rapid,  thready  p. 
and  cold,  clammy  skin.  She  was  seen  by  her  physician  at 
noon  of  the  day  following  the  onset  of  the  attack.  Nausea, 
omiting  and  diarrhea  were  noted,  the  patient  immediately 
sent  to  the  hospital,  and  morphine  given  with  relief  of 
symptoms.  She  was  comfortable  until  evening  of  the  day 
ri  admission  when  she  died  very  suddenly.  She  was  not 
=cen  by  her  physician  after  her  admission  to  the  hospital 
and  no  laboratory  work  was  done.  This  patient  was  known 
to  have  diabetes.  Both  breasts  had  been  removed  with  a 
microscopic  diagnosis  of  malignancy  in  one  breast  5  yeais 
prior.  Autopsy  was  performed  on  a  court  order  3  months 
after  death.  The  body  was  in  a  surprisingly  good  state  of 
preservation.  The  only  pathological  findings  were  coronary 
sclerosis,  very  marked  in  the  right  main  branch,  and  scar- 
ring of  the  myocardium  from  previous  multiple  infarcts. 
Examination  of  the  gastrointestinal  tract,  li\er  and  brain 
substance,  revealed  no  evidence.  Death  was  attributed  '  > 
coronary  sclerosis. 

Woman,  44,  10-year  history  of  incapacitating  mitral 
stenosis,  had  a  sudden  attack  of  cyanosis  following  ven  , 
clysis,  but  recovered  under  oxygen  therapy.  Four  davs  later. 


under  a  similar  attack  the  patient  expired.  An  electro- 
cardiogram taken  between  the  two  attacks  revealed  an 
inverted  T  wave,  ST  segments  below  the  iso-electric  line 
and  auricular  fibrillation.  Autopsy  revealed  a  fish-mouth 
mitral  valve  with  recent  rheumatic  vegetations  on  one 
leaflet  and  an  antemortem  thrombus,  2  cm.  in  diameter, 
attached  by  a  narrow  pedicle  to  these  vegetations  which 
had  completely  occluded  the  orifice  of  the  mitral  valv.j, 
passive  congestion  of  the  lungs,  liver  and  left  kidney.  The 
spleen  contained  one  large  infarct  changing  the  form  of  the 
spleen  to  a  3-lobed,  clover-leaf  shaped  organ. 


INTERNAL  MEDICINE 

Paul  H.  Singeb,  A.B.,  M.D.,  F.A.C.P.,  Editor 
Asheville,  N.  C. 


Pain  and  Pain  Equivalents  in  Heart 
Disease 

Under  this  heading  Dr.  Clough  Turrill  Bur- 
nett, of  Denver,  presents  an  interesting  paper  in 
the  February  issue  of  Annals  of  Internal  Medi- 
cine. The  paper  is  full  of  excellent  thoughts  and 
reflections,  only  the  highlights  of  which  will  be 
touched  upon  in  this  abstract. 

In  the  last  several  years  there  have  been  three 
main  theories  of  pain  production  in  the  heart.  All- 
butt  believed  that  the  pain  arises  in  aortic  lesions 
mainly.  Opposed  to  this  was  the  teaching  of 
Mackenzie  that  the  pain  was  due  to  exhaustion 
of  the  myocardium,  induced  by  coronary  artery 
disease.  Closely  related  to  this  was  the  theory 
of  Allan  Burns  who,  in  1809,  attributed  the  pain 
to  anemia  of  the  heart  muscle. 

Katz  concludes  from  his  animal  experiments : 
"The  stimulus  for  pain  appears  to  consist  of  some 
metabolic  product  quantitatively  in  proportion  to 
the  work  done  by  the  heart.  The  amount  of  the 
product  produced  is  ...  .  increased  when  the 
heart  works  inefficiently,  especially  when  the 
diastolic  blood  pressure  is  elevated,  because  the 
heart  has  to  exert  more  effort  in  raising  the  pres- 
sure of  its  contents  above  the  diastolic  aortic 
pressure." 

Thomas  McCrae  challenged  the  idea  that  an- 
gina pectoris  is  always  due  t<>  coronary  disease 
and  believed  that  we  sin  mid  regard  this  disease 
as  cne  having  a  multiple  etiology,  including  myo- 
cardial disease,  viscero-sensory  reflexes,  and 
possibly  purely  neuro-psychic  mechanisms.  It  is 
certain,  at  least,  thai  extracardiac  factors  pre- 
cipitate attacks.  Early  gastric  lavage  prevented 
attacks  in  one  patient;  in  another  prostatic  treat- 
ment "cured"  the  angina.  I  have  in  mind  also 
a  man  whose  anginal  attacks  were  relieved  for 
many  months    following  a  cholecystectomy;  yet 
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later  he  again  suffered  from  angina  and  died  in 
his  second  attack  of  coronary  thrombosis.  (When 
the  first  person  singlar  pronoun  is  used  in  this 
abstract,  it  is  Dr.  Burnett's  use  of  it  and  not 
mine. — Ed.) 

It  is  probable  that  the  presence  or  absence  of 
the  anginal  syndrome  is  to  a  considerable  extent 
dependent  upon  the  degree  to  which  the  nervous 
system  of  the  individual  is  sensitive  to  various  in- 
fluences, physical  and  psychic,  for  it  has  been 
amply  proved  that  extensive  limitation  of  the 
coronary  circulation  mlay  exist  without  pain  or 
other  evidence  of  the  anginal  syndrome.  It  may 
be  assumed  that  such  individuals  have  a  high 
threshold  of  sensitivity  to  those  influences  which 
act  as  a  trigger  mechanism  and  set  off  the  painful 
attack  in  susceptible  individuals.  There  is  some 
evidence  that  this  trigger  mechanism  is  associated 
with  an  endocrine  imbalance,  since  adrenalin  is 
known  to  precipitate  attacks  in  individuals  sub- 
ject to  angina  and  not  in  controls. 

Until  fairly  recently  angina  pectoris  was  con- 
sidered, if  not  definitely  as  a  disease  of  the  in- 
telligensia,  certainly  as  a  disease  of  the  upper 
classes,  but  even  this  idea  is  losing  ground.  Many 
doubt  the  importance  of  occupation.  It  has  been 
pointed  out  that  while  "occupation  does  not  ap- 
pear to  play  a  significant  part  in  determining  those 
whose  coronary  arteries  are  affected  by  sclerosis 
— with  respect  to  the  occurrence  of  pain,  however, 
occupation  seems  to  be  of  real  importance,"  and 
that  pain  occurs  in  a  higher  percentage  of  house- 
wives and  manual  laborers  than  of  clerical,  skilled 
workers  and  professional  men. 

In  patients  with  conorary-artery  disease  angina 
is  apt  to  follow  strain,  physical  or  emotional, 
whereas  coronary  thrombosis  occurs  often  while 
the  patient  is  at  rest.  Certain  instances  of  an- 
gina occurring  during  sleep  may  be  the  result  of 
strain  during  a  nightmare.  Either  type  of  seizure 
may  occur  with  or  following  a  meal,  a  reflex  ef- 
fect that  is  not  understood.  Leuten  reports  two 
instances  of  coronary  thrombosis  which  followed 
closely  upon  the  taking  of  a  cold  drink.  In  such 
cases  there  are  two  possibilities,  a  reflex  coronary 
constriction  with  sequential  thrombosis  or  a  direct 
effect  of  cold  upon  the  heart. 

The  diagnosis  rests  in  part  upon  the  history  of 
similar  attacks,  especially  in  angina,  and  the 
presence  or  absence  of  a  strain  factor ;  but  in 
each  the  immediate  pain  may  be  identical  in  type. 
in  point  of  origin  and  in  distribution.  It  is  the 
sequence  of  events  which  tells  one  whether  this 


attack  is  a  recurrence  of  angina  pectoris  or  a  new 
situation  to  be  dealt  with — coronary  thrombosis. 
Various  authors  have  differentiated  cases  by  the 
occurrence  of  high  or  low  substernal  pain  and 
the  reference  of  this  pain  to  one  or  both  arms. 
The  writer  is  unable  to  make  such  a  differentia- 
tion. Likewise,  there  is  often  an  absence  of  the 
crushing,  tearing,  agonizing  pain  of  the  classical 
textbook  description.  When  this  picture  occurs 
diagnosis  is  made  easier;  but,  because  in  either 
angina  pectoris  or  coronary  thrombosis  the  pain 
may  be  mild  or  absent,  or  mav  originate  at  a 
point  apparently  not  related  to  the  heart,  or  may 
not  be  referred  to  either  arm  and  even  not  trans- 
mitted beyond  its  point  of  origin,  some  consid- 
eration nf  those  symptoms  which  mav  take  the 
place  of  pain  is  in  order. 

Patients  frequently  experience  in  their  seizures 
other  symptoms  in  lieu  of  pain  and  such  symp- 
toms may  be  considered  as  equivalents  of  pain. 
According  to  Libman  these  pain  equivalents  are 
more  frequently  noted  in  individuals  who  are 
hyposensitive  to  ordinary  painful  impressions. 
Not  infrequently,  in  lieu  of  pain,  dyspnea  of  an 
arresting  type  is  experienced.  This  is  sudden, 
paroxysmal,  often  nocturnal  and  accompanied  by 
a  sense  of  impending  death,  lasts  during  the  at- 
tack and  may  disappear  as  suddenly  as  it  ap- 
peared. 

I  have  seen  several  instances  of  coronary  oc- 
clusion in  which  the  predominating  and  initial 
feature  was  sudden  dyspnea.  Two  seizures  oc- 
curred by  coincidence  in  a  theatre :  In  one  a  well 
known  actor  was  forced  by  dyspnea  to  stop  in 
the  midst  of  his  lines ;  in  the  second  instance  a 
woman  of  50  years  was  seized  with  such  sudden 
and  urgent  air  hunger  that  she  had  to  be  carried 
from  the  theatre.  She  had  no  pain  at  any  time,  but 
a  terrifying  dyspnea;  yet  she  presented  all  the 
usual  signs  of  infarct,  including  a  pericardial  rub. 
Both  of  these  cases  showed  unmistakable  evi- 
dence nf  occlusion;  neither  had  significant  pain. 

Profuse  localized  sweating  may  occur  as  an 
equivalent  of  pain.  Such  sweating  should  not  be 
confused  with  that  which  commonly  occurs  with 
the  shock  of  coronary  thrombosis,  nor  with  the 
k-ss  marked  sweating  of  angina  pectoris. 

Palmer  reports  a  case  of  a  physician  of  61  who, 
two  weeks  after  an  attack  of  precordial  nocturnal 
pain  lasting  an  hour  and  requiring  morphine, 
awoke  to  find  the  precordium,  shoulder  and  left 
arm  drenched  with  sweat;  elsewhere  no  sweat- 
ing.    There  was  no  pain,  pressure  or  heaviness. 
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He  had  had  similar  painful  attacks  two  and  six 
years  previously.  This  case  is  reported  as  a  case 
of  angina  pectoris. 

A  doctor  of  67  years  who,  at  the  onset  of  his 
attacks  had  typical  anginal  seizures  and  later  an 
occlusion,  has  during  the  past  two  years  had  at- 
tacks without  pain  initiated  by  salivation,  nausea 
and  vomiting.  If  he  stops  at  the  onset  of  the 
attack,  only  the  salivation  occurs.  After  the  at- 
tack he  voids  copiously.  This  has  recurred  fre- 
quently and  over  a  long  period  and  has  not  been 
associated  with  physical  or  electrocardiographic 
changes  indicative  of  infarct.  Save  for  the  ab- 
sence of  pain  and  the  symptoms  described,  the 
patient's  sensations  are  those  of  his  former  an- 
ginal attacks. 

Paroxysmal  headache,  vertigo,  nausea  and 
vomiting,  and  a  sudden  feeling  of  great  weak- 
ness have  all  been  described  by  reliable  clinicians 
as  pain  equivalents  in  angina. 

There  are  several  other  conditions  in  which 
paroxysmal  attacks  or  precordial  pain  occur.  Eso- 
phageal or  gastric  distention  may  cause  apical 
pain  and  be  relieved  by  belching  or  removing  gas 
by  the  stomach  tube.  Rhythmic  or  arrhythmic 
paroxysmal  tachycardia  may  give  rise  to  pre- 
cordial pains  of  varying  intensity.  These  are  not 
usually  of  the  type  and  severity  which  would 
cause  confusion  with  angina  pectoris;  moreover, 
the  patient  clearly  recognizes  the  sudden  disturb- 
ance in  rhythm,  and  it  is  not  as  a  rule  until  this 
has  continued  for  some  time  that  pain  is  signifi- 
cant. I  have  seen  recurrent  precordial  pain  and 
tenderness  in  a  boy  of  17  years  whose  paroxvs- 
mal  auricular  tachycardia  returned  each  time  digi- 
talis in  large  doses  was  withdrawn. 

An  easily  differentiated  type  of  precordial  pain 
is  that  associated  with  advanced  myocardial  dis- 
ease. Here  the  pain  is  rarely  of  the  severe  arrest- 
ing type,  is  precordial  and  without  radiation.  This 
pain,  the  associated  dyspnea  and  peripheral  signs 
of   failure  often  clear  under  digitalis  therapy. 

In  advanced  valvular  disease,  especially  ste- 
nosis  nf  the  mitral  and  aortic  valves,  paroxysmal 
pain  may  occur.  In  the  first  instance  it  is  thought 
that  the  coronary  vessels  are  collapsed  following 
sudden  increase  in  intraauricular  pressure ;  in 
the  second,  sudden  drops  in  an  already  reduced 
pulse  pressure  lead  likewise  to  a  decreased  coro- 
nary  flow. 

In  both  hyperthyroidism  and  the  hypothyroid 
ism   i if   myxedema  rather  typical   anginal   symp- 
toms may  occur.     Approaching  diabetic  coma  and 


the  hypoglycemia  of  insulin  shock  may  be  ac- 
companied by  such  a  painful  picture.  Xot  in- 
frequently in  profound  anemias  painful  attacks 
occur  which  strongly  suggest  angina  pectoris.  In 
this  condition  the  myocardial  demands  exceed  the 
available  oxygen  supply  and  a  transient  myocar- 
dial anoxemia  ensues. 

The  upper  abdomen  presents  surgical  emer- 
gencies which  often  only  with  great  difficulty 
and  loss  of  time  are  differentiated  from  acute 
coronary  occlusion.  Because  the  electrocardio- 
gram is  at  times  a  bit  tardy  in  presenting  its  evi- 
dence, it  behooves  one  to  weigh  all  clinical  evi- 
dence carefully  before  denying  surgery.  An  ex- 
ploratory operation  in  the  presence  of  an  in- 
farcted  heart  is  no  greater  error  than  an  unoper- 
ated  ruptured  ulcer. 

According  to  Hamman,  spontaneous  intersti- 
tial emphysema  is  likely  to  be  confused  with 
coronary  thrombosis.  The  sudden  tearing  of 
mediastinal  tissue  may  produce  severe  pain,  al- 
though I  have  twice  observed  this  in  the  course 
of  induced  pneunothorax.  and  in  neither  instance 
was  there  appreciable  pain,  though  the  tears  were 
sufficient  to  lead  to  widespread  emphysema  of 
the  cervical  tissues.  Hamman  describes  a  pe- 
culiar crunching  sound  with  each  heart  beat  which 
might  be  mistaken  for  a  pericardial  rub. 

Another  type  of  precordial  pain  which  has  been 
frequently  classed  with  the  neuroses  and  pre- 
sents the  general  picture  of  a  neurosis,  and  is 
truly  toxic  in  origin,  is  the  dull  ache,  occasionally 
severe  pain,  noted  by  those  who  have  become 
sensitized  to  tobacco,  tea  and  coffee.  This  pain 
is  rarely  reflected,  lasts  for  hours,  but  is  not  in- 
capacitating ;  at  no  time  does  the  patient  appear 
ill. 

Dr.  Burnett's  paper  shows  how  protean  are 
the  causes  of  precordial  pain  and  how  it  behooves 
the  clinician  to  be  familiar  with  the  less  common 
sources  of  this  symptom  in  order  that  everyone 
suffering  from  an  anginal  pain  will  not  be 
branded  as  a  victim  of  coronary  disease. 


The    Treatment    of    Brain    Edema 

(R.    H.    Young,    in    Neb.    State    Med.    Jl.,    Dec.    Iiy    way    of 
Intern't'l    Med.    Dig.,    Mar.) 

Decreased  blood  volume  is  necessary  before  fluid  can 
be  withdrawn  from  the  cerebrospinal  spaces,  and,  per- 
haps  t<>  some  slight  extent,  from  the  cells.  Solutions 
which  are  permeable  diffuse  through  the  capillaries  and 
into  the  tissues,  so  that  after  the  initial  dehydrating  ef- 
fect, they  may  draw  fluids  back  into  the  tissues,  after  the 
use   of   salines   or   glucose.      Many   times  the  increase  in 
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edema  and  spinal  fluid  pressure  after  the  initial  decrease 
is  more  difficult  to  manage  than  conditions  before  treat- 
ment was  instituted.  By  restriction  of  fluid  intake  and 
by  loss  of  fluid  from  the  bowel,  skin,  lungs  and  kidney, 
vascular  fluid  volume  can  be  kept  suitable  for  the  use 
of  the  hypertonic  solution. 

To  date  there  has  been  but  one  clinical  report  on  the 
use  of  sucrose.  The  decrease  in  the  cerebrospinal  fluid 
tension  is  greater  and  longer  than  with  glucose.  Sucrose 
is  twice  the  molecular  weight  of  glucose  and  is  less 
permeable.  Sucrose  passes  the  blood-brain  barrier  in 
only  a  very  small  amount,  and  80  to  90%  of  the  sugar  is 
excreted  through  the  kidney.  Hypertonic  sucrose  solu- 
tion may  be  made  cheaply  and  easily  by  dissolving  gran- 
ulated sugar  in  twice  its  volume  of  double  distilled  water 
and  placing  in  a  boiling  water  bath  for  3  hours. 


GYNECOLOGY 

For  this  issue,  Fred  M.  Dula,  M.A.,  M.D.,  Lenoir,  N.  C. 


Unruptured   Ectopic   Pregnancy 
Report  of  Case 

Although  ectopic  pregnancy  is  by  no  means 
as  rare  as  has  been  assumed,  the  preoperative 
diagnosis  of  ectopic  pregnancy  is  made  all  too  in- 
frequently. Even  in  centers  where  all  the  re- 
finements of  diagnostic  methods  and  all  the  train- 
ing and  experience  of  leaders  in  the  field  of  gyne- 
cology are  available,  the  preoperative  diagnosis 
of  this  condition  is  rarely  as  high  as  80  per  cent1. 
That  of  unruptured  ectopic  is  seldom  made,  the 
condition  being  encountered  in  the  operation  for 
other  and  suspected  conditions. 

Inasmuch  as  approximately  one  pregnancy  in 
300  is  ectopic2  and  in  view  of  the  fact  that  there 
are  few  cases  reported,  it  would  seem  that  enough 
deaths  from  this  condition  in  the  early  months 
of  pregnancy  are  being  reported  as  of  undeter- 
mined cause,  to  alarm  us  if  recognized  and  re- 
ported accurately. 

Ruptured  ectopic  is  invariably  an  emergency 
condition, — the  extent  of  the  emergency  depend- 
ing upon  the  site  of  the  rupture,  and  the  interval 
of  time  between  rupture  and  operation.  For  this 
reason  and  because  very  frequently  the  surgeon 
sees  the  patient  only  after  she  has  reached  the 
state  of  shock,  the  mortality  rate  is  from  2  to  5 
per  cent.,  whereas  with  operation  before  rupture 
it  is  negligible. 

In  a  study  of  the  available  literature  there  are 
found  reports  of  only  47  cases  in  which  preop- 
erative diagnosis  of  unruptured  ectopic  was  made, 
and  operation  performed  before  rupture.  In  this 
series  of  cases  and  in  the  case  herewith  reported 
there  has  been  no  fatalitv.     There  have  doubtless 


been  more  cases  in  the  years  since  Dr.  Charles  K. 
Bridden,  a  New  York  surgeon,  first  operated  for 
ectopic  pregnancy,  and  which  operation  he  de- 
scribed in  a  letter  written  December  25th,  17593. 

The  extremely  small  percentage  of  correctly 
diagnosed  unruptured  ectopics  is  not  without 
basis  in  difficulty  of  diagnosis. 

There  is  no  characteristic  symptom-complex, 
although  there  are  a  few  findings  which  are  pres- 
ent in  the  majority  of  cases.  Of  these,  irregular 
vaginal  bleeding,  mild  cramp-like  lower  abdom- 
inal pains  (which  may  be  vague,  indefinite),  sen- 
sitiveness to  manipulation  of  the  uterus  and  af- 
fected tube,  and  pelvjc  mass  are  most  noteworthy. 
Signs  and  symptoms  are  comparatively  rare. 
Little  reference  to  the  A-Z  test  is  found  in  the 
literature  reviewed ;  however,  it  is  our  opinion 
that  this  constitutes  one  of  our  mpst  valuable  di- 
agnostic measures.  Hysterography  may  also 
offer  valuable  data4. 

It  will  be  noted  that  abdominal  and  vaginal 
tenderness  are  frequently  absent,  inasmuch  as 
these  signs  are  most  frequently  due  to  the  pres- 
ence of  blood  in  the  peritoneal  cavity — a  condi- 
tion which  has  not  developed.  The  so-called 
Cullen's  sign  is  of  little  diagnostic  value  in  any 
case. — it  being  absent  in  the  unruptured  case 
and  present  only  when  the  amount  of  blood  in  the 
peritoneal  cavity  has  reached  the  point  at  which 
the  individual  is  in  shock. 

As  regards  pelvic  mass,  this  sign  is  quite  fall- 
ible, ectopic  pregnancy  being  readily  confused 
with  salpingitis,  uterine  fibroids,  and  ovarian  cyst. 
Indeed,  in  cases  where  the  abdominal  wall  is 
thick,  or  the  mass  small,  or  in  the  presence  of  re- 
sults of  previous  pelvic  inflammatory  disease,  this 
mass  may  not  be  made  out  at  all.  It  would  seem, 
then,  that  of  this  list  of  symptoms  and  findings 
irregular  vaginal  bleeding,  hysterography  and 
positive  A-Z  test  would  be  our  most  reliable  diag- 
nostic criteria. 

In  this  connection  it  is  well  to  bear  in  mind  that 
both  of  the  cardinal  symptoms  may  be  produced 
by  the  presence  of  chorionepithelioma.  It  is 
possible  to  differentiate  the  two  conditions  by  the 
gonadotropic  titer  of  the  urine,  this  being  unus- 
ually high  in  chorionepithelioma5. 

Instant  Case 
A  19  year  old  white  nullipara  entered  the  hospital  with 
the  chief  complaint  of  cramp-like  pains  in  the  lower  ab- 
domen; these  pains  were  indefinite,  transient  and  more 
noticeable  during  and  following  urination ;  they  were 
inconstant  as  to  location  and  reference,  occurring  on 
either  or  both  sides. 


April.  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


Two  days  before  admission  there  had  occurred  a  small 
amount  of  spotting,  which  persisted  for  several  hours. 
This  had  disappeared  at  time  of  admission. 

Past  history  revealed  nothing  remarkable ;  she  had 
had  the  usual  childhood  diseases :  tonsillectomy  5  years, 
appendectomy  15  months  ago. 

Menarche  at  IS  years;  periods,  at  first,  had  been  ir- 
regular. For  the  past  2  years  they  had  become  quite  reg- 
ular, save  that  occasionally  flow  would  occur  2  or  3  days 
later  than  at  expected  time.  Menstruation  was  reported 
as  having  always  been  painful.  There  had  been  no  preg- 
nancies. Last  period  had  occurred  2  weeks  ago,  and 
was    apparently   normal. 

The  patient  was  well  developed,  well  nourished  and 
yielded   the   following  physical   findings : 

1.  Slightly  anemic  appearance.  2.  Slight  suprapubic 
tenderness.  3.  Cervix  softened  and  of  violaceous  hue, 
with  very  small  amount  of  slightly  chocolate-colored 
bloody  discharge.  4.  Blood  p.  110/70.  p.  100.  t.  9S.8,  r.  20, 
white  count  13.800.  red  count  4.040.000,  hemoglobin 
6Sc/r,  urine  negative.  5.  Uterus  slightly  enlarged,  of 
doughy  consistency,  and  with  movable  nodule  of  walnut 
size  iii  region  of  right  cornu.  6.  Movement  of  cervix  and 
uterus,  producing  tension  on  adnexa,  caused  pain  in 
fornices.  Direct  pressure  over  either  adnexal  region 
produced  pain.  Right  adnexal  region  yielded  vague, 
indefinite  feeling  of  induration. 

Presumptive  diagnosis  of  ectopic  pregnancy  or  ovarian 
cyst  was  made,  to  be  differentiated  by  further  tests.  Im- 
mediately the  urine  was  collected  for  an  A-Z  test ;  this 
was  reported  positive  48  hours  later. 

On  the  third  day  in  the  hospital  the  patient  began  to 
spot  again,  this  time  the  bleeding  more  profuse  and 
brighter  red.  and  it  was  now  definitely  decided  that  we 
were  dialing   witli   an   unruptured   ectopic   pregnancy. 

At  operation  the  uterus  was  found  to  be  slightly  en- 
larged and  soft,  the  right  tube  was  nodular.  In  the  outer 
end  i  if  the  left  tube  there  was  an  unruptured  ampullary 
pregnancy  of  2  centimeters  diameter.  A  few  drops  of 
old  blood  from  the  lumen  of  the  tube  was  found  on  the 
subjacent   pelvic  peritoneum. 

Lrit   salpingectomy  was  performed  in  routine  manner. 

The  postoperative  course  was  not  remarkable,  and 
the  patient  sent  home  in  good  condition  on  the  eleventh 
day. 

Noteworthy  features:  1.  Unruptured  tubular  preg- 
nancy diagnosed  preoperatively.  2.  Presence  of  few  sug- 
gestiyi  symptoms  and  signs  of  pregnancy.  3.  During  the 
examination  it  would  seem  that  involved  tube  had  been 
at  li  i  temporarily  thrown  over  to  opposite  side.  4. 
Positive  A-Z  test.  5.  Nodular  salpingitis,  right — this 
condition  probable  basis  of  ectopic,  left.  6.  Previous 
sppendectomy. 

Summary 

1.  Ectopic  pregnancy  is  not  rare  as  is  com- 
monly assumed. 

_'.  Diagnosis  of  tin's  condition  before  rupture 
is  seldom  made;  this  fact  accounts  fur  fairly 
high    i_'-5r;  i    operative  mortality. 

o\  There  is  no  characteristic  symptom-com- 
plex by  which  unruptured  ectopii  m.-i\  Ik-  recog- 
nized. .Must  important  features  of  tin's  condition 
are  i  a  i  irregular  vaginal  bleeding,  (b)  mild 
cramp-like  lower  abdominal  pains,  )c)  sensitivi 
ness  to  manipulation  of  the  affected  tube  and 
uterus,  and  id  i  pelvic  mass.  The  last-named  ma) 


not   lie  discernible  in  certain  types  of  cases. 

4.  Hysterography  and  the  A-Z  test  are  im- 
portant aids  tn  the  diagnosis  of  unruptured  ectopic 
pregnancy. 

5.  Any  case  of  irregular  vaginal  bleeding  and 
in  which  any  other  confirmatory  sign  of  ectopic 
pregnancy  may  lie  present  should  be  hospitalized, 
and  observed  for  confirmatory  signs;  A-Z  test 
and  hysterography  should  be  routinely  done. 

6.  A  case  of  unruptured  ectopic  pregnancy, 
diagnosed  preoperatively,  is  presented. 
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Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
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Roentgen  Therapy  of  Mastoiditis 

The  efficacy  of  roentgen  therapy  in  the  treatment 
of  many  infections  has  been  emphasized  by  Archer1, 
Hodges1',  Merritt  and  McPeak3,  May4,  ourselves'"', 
and  others.  However,  these  reports  are  scattered 
through  a  large  volume  of  literature  and  are  not 
familiar  to  the  medical  profession  in  general.  Fur- 
thermore, very  little  attention  has  been  given  the 
roentgen  treatment  of  mastoiditis,  and  it  is  the 
purpose  here  to  direct  attention  to  this  method  of 
therapy.  Ross1''  in  1932  reported  good  results  fol- 
lowing roentgen  irradiation  of  mastoiditis,  but  fen 
other  reports  can  he  found  in  the  American  liter- 
ature. 

During  the  past  few  years  we  have  treated  an 
occasional  mastoid  infection  with  the  roentgen  ray. 
but  until  recently  we  have  not  been  impressed  by 
the  results.  It  is  probable  that  in  the  pasl  our  volt- 
age has  been  loo  low  (132  kv.).  filter  tOO  light 
l.5mm.  al.)i  and  dosage  too  small  (125  r  to  the 
skin).  Recently  an  entirely  different  technique  has 
been  adopted  and  in  the  pa  I  three  months  ten 
early  acute  mastoid  infections  have  been  treated 
with  excellent  results.  All  of  these  patients  were 
treated  early  in  the  disease;  within  three  days  of 

tl et.  All  presented  the  usual  typical  symptoms 

and  signs  of  acute  mastoiditis,  and  the  clinical 
diagnosis  in  each  case,  except  one,  was  confirmed 
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by  roentgen  study  of  the  mastoids.  The  roentgen 
hndings  consisted  of  a  diffuse  opacity  of  a  portion 
or  all  the  mastoid  cells  which  was  interpreted  as 
the  result  of  edema  or  pus.  Not  one  of  the  group 
showed  roentgen  evidence  of  destruction  of  the  cell 
walls  or  abscess  formation.  The  secret  of  success, 
as  in  the  treatment  of  other  infections,  is  believed 
to  be  the  institution  of  therapy  early  in  the  course 
of  the  disease.  Those  late  cases  with  definite  abscess 
formation  have  been  treated  surgically,  as  it  is  an 
established  surgical  principle  that  collections  of  pus 
anywhere  should  be  evacuated,  and  the  delay  nec- 
essarily incident  to  roentgen  therapy  may  some- 
times permit  an  already  necrosed  mastoid  to  rup- 
ture into  the  cranial  cavity  with  fatal  results.  This 
complication  seldom  occurs  within  the  first  few 
days  of  the  disease. 

About  half  of  the  patients  in  this  group  were 
children,  all  above  the  age  of  six  years.  It  has  not 
been  necessary  to  give  more  than  three  treatments 
to  any  one  patient,  and  in  about  half  the  group  one 
dose  has  been  sufficient.  The  symptoms  in  all  en- 
tirely subsided  in  from  two  to  ten  days.  Three  of 
the  patients  were  clinically  well  within  three  days, 
and  one  patient,  a  young  man  eighteen  years  of 
age,  was  symptom-free  forty-eight  hours  after  the 
first  treatment.  Surgery  was  not  necessary  in  any 
one  of  this  group  of  consecutively  treated  patients. 
Neither  is  there  evidence  of  a  chronic  middle-ear 
or  mastoid  infection  in  an  one  of  the  group,  though 
the  period  of  observation  is  as  yet  rather  brief. 

It  is  common  knowledge  that  a  large  percentage 
of  acute  mastoid  infections  will  subside  without 
any  form  of  therapy,  and  one  may,  therefore,  ques- 
tion the  value  of  roentgen  treatment  in  these  cases. 
Yet  it  is  difficult  to  believe  that  this  number  of 
consecutively  treated  cases  would  undergo  spon- 
taneously such  prompt  and  complete  cure. 

The  results  herein  described  suggest  that  roent- 
gen irradiation  may  be  valuable  in  the  treatment  of 
simple  otitis  media,  and  may  prevent  the  spread  of 
infection  to  the  mastoid  proper.  Favorable  results 
have  been  reported  in  some  cases,  but  further  in- 
vestigation is  necessary  before  definite  conclusions 
ran  be  reached. 

The  technical  factors  employed  were:  high  volt- 
age (220  kv.),  heavy  filter  (2mm.  cu.),  SO  cm.  S. 
T.  D.,  and  a  dose  per  sitting  of  200  r  measured  in 
air,  which  was  reduced  to  100  r  in  children.  Treat- 
ments were  given  at  about  forty-eight  hour  inter- 
vals depending  on  the  response  of  the  individual 
patient.  The  total  dosage  never  exceeded  500  r;  if 
a  third  treatment  was  necessary  this  was  reduced  to 
100  r.  The  size  of  the  treatment  portal  was  deter- 
mined by  the  size  of  the  individual  mastoid,  as 
obtained    by    study    of    the    roentgenograms,    and 


usually  measured  5x5  cm.  square  for  adults  and 
somewhat  smaller  for  children.  Care  was  exercised 
to  include  all  the  mastoid  area  in  the  irradiated 
field.  The  x-ray  beam  was  directed  downward  a 
few  degrees  from  a  perpendicular  to  the  sagittal 
plane. 

Since  many  workers  have  proved  the  value  of 
roentgen  therapy  in  numerous  other  infections,  it  is 
reasonable  to  expect  that  the  same  results  may  be 
obtained  in  early,  acute  mastoiditis.  Treatment 
should,  when  possible,  be  instituted  within  three 
days  of  the  onset  of  symptoms.  As  in  other  infec- 
tions, as  time  elapses  between  onset  and  treatment, 
so  will  the  percentage  of  favorable  results  decreai3 
proportionately. 

Final  conclusions  cannot  be  drawn  from  th- 
results  in  so  small  a  group  of  patients,  but  a  method 
of  therapy  which,  when  properly  applied,  offers  .i 
promise  of  cure  in  many  cases  of  a  dangerous  dis- 
ease, while  eliminating  the  danger,  complication -v 
economic  loss,  and  mortality  necessarily  incident 
to  surgery,  deserves  trial  when  it  can  be  intelli- 
gently applied. 
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Maternal  Welfare 
(A.  W.  Bingham,   East  Orange,   in  Sup.  to  Jl.  Med.  Soc.  of 
N.   J.,   Mar.) 

The  functions  of  the  family  doctor  to  the  pregnant 
woman  begin  as  soon  as  she  suspects  herself  to  be  preg- 
nant; and  he  will  continue  to  advise  her  until  the  end  of 
her    post-partum   period. 

Pre-natal  examinations  should  be  made : 

a.  Once   a   month   during  the   first    6    months    of 
pregnancy. 

b.  Twice  a  month  during  the  last  3  months. 

c.  On  the  appearance  of  any  abnormal   symptoms. 
All  these  examinations  are  for  the  benefit  of  the  child 

as  well  as  the  mother.   The  family  doctor  will  need  to 
make  a  written  record  of  the  pregnant  mother : 

1.  To  refresh  his  own  memory  of  the  procedures  at 
each  examination,  and  to  be  sure  that  he  considers  every 
important  point  at  every  visit  of  the  patient. 

2.  To  impress  the  mother  with  his  interest  in  her 
welfare  and  encourage  her  to  be  persistent  in  her  calls 
on  him. 
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UROLOGY 

Robert  W.  McKay.  M.D.,  Editor,  Charlotte,  N.  C. 


An  Interesting  Urological  Case 
We  all  know  that  all  roentgenological  shadows 
in  the  region  of  the  kidney  are  not  stones.  Many 
of  them  are  calcified  glands,  phleboliths,  or  cal- 
cium deposits  which  lie  outside  the  kidney. 

Recently  a  case  has  come  under  our  observa- 
tion in  which  the  patient's  chief  complaint  was 
bleeding  and  the  plain  roentgenogram    (Fig.    1) 


Fig.  1. — The  shadow  at  the  end  of  the  ureteral  catheter 
occurred  in  a  woman  with  constant  localized  pain  and 
severe    hematuria   from   this   side. 

revealed  a  shadow  that  was  suspicious  of  stone 
since  it  occurred  in  the  same  side  in  which  the 
patient  had  pain  and  bleeding.  The  patient's 
history  was  as   follows: 

Case  Report 

A  white  woman,  aged  54,  complaining  of  pain  in  the 
left  side  and  bleeding  on  urination.  There  is  no  historj 
of  any  familial  malignancy  or  renal  disease,  nor  "I  am 
severe  illnesses  or  operations.  For  the  past  two  years 
she  has  had  discomfort  and  marked  pain  in  the  left  kid- 
ney region,  not  following  down  the  course  of  tin  ureter 
From  time  to  time  in  the  past  tun  years  she  has  passed 
urine  dark  in  color.  The  pain  in  the  left  side  has  been 
constantly  localized  and  has  gradually  becomi  mori 
severe.  On  consulting  her  family  doctor  he  found  blood 
in  the   urine  and  referred  her  to  us. 

A  middle-aged  woman,  suffering  great  Main  in  tin 
left  side,  poorly  nourished,  and  obviouslj  in  ver;  bad 
physical   condition. 

The  white  blood  cells  were  14.25(1.  reds  1,800,000,  hgbr 
58'  i  (Sahli),  non-protein  nitrogen  44  mg.  |xr  100  c.  c, 
Wassermann  negative,  b.  p.  130/60. 


The  urine  sp.  gr.  1.010,  acid,  glucose  negative,  albumin 
"iii-plus,  bile  negative,  acetone  negative,  numerous  r. 
b.  c,  occasional  w.  b.  c.  no  casts,  no  bacteria,  no  crystals. 

The  abdomen  showed  definite  spasticity  and  pain  on 
pressure  over  the  region  of  the  left  kidney.  Xo  mass  or 
pulsation  was  made  out. 

Cystoscopic  examination  revealed  some  trigonitis  and 
cystitis.  Urine  coming  from  the  right  ureter  was  clear, 
that  from  the  left  ureter  very    bloodj 

Plain  roentgenogram  (Fig.  1)  revealed  an  interesting 
shadow  in  the  region  of  the  upper  pole  of  the  left  kidney, 
round,  dense  in  its  miter  periphery,  with  a  central  area 
of  rarefaction.  Because  of  the  spinal  deformity  she  was 
questioned  as  to  an  injury  and  it  was  found  that  some 
ten  years  ago  she  had  been  run  over  by  a  wagon  on 
which  she  had  been  riding  and  had  quite  a  bit  of  pain 
and  tenderness  over  the  left  side  subsequent  to  this  injury. 


Fig.  2.  Tin  above  pyelogram  shows  kidney  pelvis 
normal,  ureter  normal,  with  an  extrarenal  shadow,  dense 
in  its  periphery   and   showing   rarefaction   in   its  center. 

A  retrograde  pyelogram  was  then  taken  revealing  .i 
normal  pelvis  with  normal  ureter,  also  the  fact  that  the 
shadow  Mm  in  id.  previous  x  raj  picture  was  extra 
renal.  At  this  lime  it  was  thought  that  the  extrarenal 
shadow  was  a  calcified  gland  and  the  usual  procedures 
of  medication  bj  mouth  and  instillation  into  the  renal 
pelvis  were  carried  out  in  an  attempt  to  stop  the  hem- 
orrhage, neither  of  which  wa     effective. 

Indigo    carmine    appearand     tin*     from    right    kidnej 

was  five  minuti      concentratioi    d.     No  dye  could  be 

sei  n  ci  ming   fi  "in  the  l(  fl  kidnej    in  thirtj   minuti        Bi 
cause-  of  the  fan  that   wi    wen   unabli   to  control  bleeding 
fri  ni   id"   left    kidne;     n    i    ploratoi      operation 
,i  ed. 

i  q..  r . 1 1  ii  in  M. i  carried  i  ml  under  spinal  am  th<  ia 
w hi.  h    woi  ked  cision    was   made, 

the  uretei  «  -  clamped  and  tied  and  the  kidnej  delivered 
into  ih'  wound,  b;  rer;  littli  trai  tion,  bul  immi  diati  Ij 
there  wa  amount  of  hemorrhage  due  i"  rup- 

tun    of  an  aneurism  and  a  pad    wa     pul 
until    ih"    hemorrhage    was   controlled.      Following    this, 
using   thi  idi  .   a   i  lamp  was  put  on  the 
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pedicle  and  it  was  cut  and  ligated.  The  usual  drainage 
was  placed  in  the  cavity  and  wound  closed  in  the  usual 
manner.  The  patient  left  the  operating  table  with  no 
bleeding   and  apparently   in   excellent  condition. 

On  the  fourth  day  following  operation  she  developed 
signs  of  consolidation  in  the  left  chest  and  two  days  later 
died  suddenly,  apparently  of  myocardial  failure  secondary 
to  her  pneumonia. 


Fig.  3. — Pathological  specimen  removed  at  operation, 
showing  a  true  dissecting  aneurism  of  the  renal  artery. 

Pathological  report :  There  is  a  saccular  aneurism  of 
the  renal  artery  (15x1 2mm.) — just  proximal  to  the  bi- 
furcation of  the  artery  at  the  hilum.  There  is  a  wide 
separation  of  the  innermost  portion  of  the  wall  from  the 
outermost.  It  is  a  dissecting  aneurism  splitting  the  media 
and  involving  a  considerable  portion  of  the  lateral  half 
of  the  original  sac. 

We  were  very  much  interested  in  the  reason 
for  the  intermittent  and,  at  the  time  of  examina- 
tion continuous,  hemorrhage  which  occurred 
from  the  kidney  containing  the  aneurism.  We 
have  no  definite  explanation  for  this  unless  it  was 
caused  by  emboli  originating  in  the  aneurismal 
sac. 

True  aneurisms  of  the  renal  artery  are  indeed 
rare  pathological  entities,  although  they  have 
been  recognized  since  1718  at  which  time  Daniel 
Xebel  reported  an  aneurism  of  the  renal  artery 
in  a  physician  who  had  fallen  from  his  horse 
and  injured  his  kidney.  Between  1718  and  1900 
only  thirteen  cases  were  reported  and  from  1718 
until  the  present  time  a  search  of  the  literature 
reveals  only  fifty-nine  cases. 
Etiology 

The  first  thing  that  the  physician  thinks  of 
when   the  diagnosis  of  aneurism  has  been  made 


is  syphilis.  Apparently,  however,  syphilis  and 
arteriosclerosis  play  little  part  in  the  production 
of  aneurism  of  the  renal  artery.  Apparently  the 
condition  frequently  follows,  after  some  time 
has  elapsed,  trauma  to  the  affected  side.  Conse- 
quently, injury  is  given  as  the  chief  contributory 
cause  in  its  production,  such  injuries  being  falls, 
blows  in  the  back,  being  struck  by  vehicles  and 
objects,  stab  and  gunshot  wounds. 
Signs  and  Symptoms 
The  signs  and  symptoms  would  naturally  de- 
pend on  the  size  of  the  aneurism  and  whether  or 
not  the  condition  is  progressive.  In  review- 
ing the  literature  it  is  evident  that  those  cases 
which  were  diagnosed  previous  to  operation  were 
large  aneurisms  in  which  pulsation,  bruit  and 
tumor  mass  could  be  made  out  on  physical  exam- 
ination. Pain  is  the  most  constant  symptom  and 
hematuria  is  the  most  constant  sign.  In  the  in- 
stant case  the  pain  was  localized  directly  over 
the  kidney  area  and  was  described  as  a  constant 
dull  ache  that  remained  strictly  localized.  The 
hematuria,  as  described  by  the  patient,  was  in- 
termittent at  first  but  at  the  time  we  saw  her  it 
had  become  continuous.  When  the  kidney  was 
opened  for  pathological  study  the  aneurismal  sac 
had  not  ruptured  into  the  renal  pelvis.  We  were 
quite  interested  in  determining  the  exact  cause 
of  the  bleeding,  and,  although  the  histological 
sections  do  not  prove  it  so,  we  are  of  the  opinion 
that  the  hematuria  was  caused  by  emboli  being 
thrown  into  the  sac  from  the  kidney. 

Diagnosis 

As  mentioned  above,  the  diagnosis  is  difficult 
as  proven  by  only  seven  out  of  the  fifty-six  cases 
reviewed  by  Mathe  being  suspected  before  op- 
eration or  death.  A  pulsating  mass  in  the  lum- 
bar region  associated  with  pain  and  hematuria 
and  a  history  of  trauma  to  the  affected  side  should 
certainly  arouse  suspicion  of  its  occurrence. 
However,  if  the  only  findings  are  pain  and  hema- 
turia the  diagnosis  is  indeed  difficult.  If  the 
aneurismal  wall  becomes  calcified  the  roentgen- 
ological findings  are  of  great  help  as  the  shadow 
cast  by  the  aneurismal  sac  has  a  dense,  ring-like 
appearance,  marked  by  sharply  defined  rarefac- 
tion in  its  center.  Renck  published  two  cases  in 
which  the  extrapelvic  shadow  cast  by  the  aneuris- 
mal sac  was  precisely  the  same  in  appearance  as 
the  one  shown  in  figure  2. 

Prognosis 

The  prognosis  of  any  aneurism  of  the  renal 
artery,  whether  it  be  true  or  false,  is  exceedingly 
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grave,  death  being  caused  by  rupture  of  the  an- 
eurism   intraperitoneal!}-,   into   the   pelvis   of    the 
kidney,  or  extraperitoneally. 
Treatment 

The  only  treatment  is  surgical  intervention  with 
nephrectomy.  In  performing  the  nephrectomy, 
if  the  condition  has  been  previously  diagnosed, 
it  is  extremely  important  to  clamp  the  pedicle 
early  in  the  operation  before  it  is  torn,  as  hap- 
pened in  the  above  reported  case.  The  unfor- 
tunate part  of  this,  however,  is  that  usually  the 
diagnosis  and  tearing  of  the  aneurismal  sac  oc- 
cur simiultaneously. 

Summary 

A  true  aneurism  of  the  renal  artery  is  reported. 
The  occurrence  of  renal  aneurism  is  extremely 
uncommon.  Its  preoperative  diagnosis  is  even 
more  infrequent  than  its  occurrence.  Aproxi- 
mately  fifty  per  cent,  of  renal  aneurisms  give  a 
history  of  previous  severe  trauma  to  the  lumbar 
region  on  the  side  affected,  the  factor  of  trauma 
apparently  being  a  great  deal  more  important  in 
its  production  than  either  syphilis  or  arterioscelr- 
osis.  In  its  diagnosis  the  signs  and  symptoms  of 
pain,  hematuria,  and  a  more  or  less  diagnostic 
dense,  ring  like  shadow  with  rarefaction  in  its 
center  are  suggestive.  In  the  larger  aneurisms  a 
pulsating  mass  plus  bruit  make  the  diagnosis 
much  easier.  The  only  treatment  is  surgical  in- 
terference with  nephrectomy  if  possible.  Unfor- 
tunately in  the  small  aneurisms  the  diagnosis  is 
seldom  made  until  hemorrhage  at  the  operating 
table  makes  one  extremely  suspicious  of  its  oc- 
currence. 


DERMATOLOGY 


Skin  Manifestations  of  Druo  Intoxications 
iWm.  J.   Morginson,  Springfield,  III.  in   III.   Med.  J  I.,  Mar.) 

Arsenic  eruptions  may  follow  therapy  or  result  from  in- 
gestion and  absorption  of  even  minute  quantities  in  food, 
the  arts  and  industry. 

The  Jarisch-Herxheimer  reaction  is  produced  chiefly  by 
the  arsphenamines  in  the  treatment  of  syphilis  and  consists 
of  a  flare-up  of  manifestations  of  the  disease  following  a 
large  initial  dose;  occurs  8  to  12  hours  following  the  in 
jection  and  may  be  accompanied  by  fever. 

The  nitritoid  crisis  is  an  acute  vascular  reaction  to  the 
arsphenamines — hypersensitivity.  Diffuse  erythema,  acute 
edema,  laryngeal  stridor  and  loss  of  consciousness.  The  pa- 
tient's entire  arm  should  be  observed  while  injecting 
neoarsphenamine;  with  any  increased  redness  of  the  skin 
immediately  discontinue  the  injection. 

The  9th-day  erythema  is  erythema  closely  resembling 
measles  and  scarlet  fever,  due  to  reaction  to  the  phenol 
portion  of  the  arsphenamine  molecule. 

The  non-specific  cutaneous  reactions  to  arsenic  may  be 
due  to  one  or  more  large  doses  or  to  smaller  doses  in  a 
highly  susceptible  individual  or  to  chronic  intoxication  from 
small  doses  over  a  prolonged  period.  Pruritus,  particularly 


of  the  trunk,  palms  and  soles,  and  the  patient  should  be 
questioned  repeatedly  regarding  increased  itching.  Skin 
roughened  erythematous  rash,  usually  commencing  on  the 
lateral  surfaces  of  the  trunk,  not  uniform,  redness,  pain  and 
swelling  of  the  palms  and  soles,  edema  of  the  eyelids  and 
results  in  fine  desquamation  or  an  acute  exfoliative  derma- 
titis. Rarely  the  eruption  may  be  vesicular,  bulbous,  pus- 
tular and  even  gangrenous. 

The  skin  lesions  following  chronic  arsenical  poisoning 
may  be  erythematous,  keratotic  especially  of  the  palms 
and  soles,  or  pigmentary,  and  may  produce  hyperidrosis, 
disorders  of  the  nails  and  herpes  zoster.  Occasionally  epi- 
theliomata  follow  on  arsenical  intoxication  and  are  usually 
added  to  the  hyperkeratosis.  Arsenical  pigmentation  is  char- 
acteristic in  patches  of  recticular  mottling  enclosed  areas 
of  normal  white  skin.  There  is  darkening  of  normally  pig- 
mented areas;  the  skin  is  dry,  harsh  and  of  increased 
thickness. 

Quinine  may  produce  a  scarlet  erythema  which  disappears 
on  pressure.  Urticaria,  papules,  vesicles,  bullae,  petechiae, 
and  other  purpuric  lesions  occur ;  may  Jbe  ..a  .desquamation 
like  that  of  scarlet  fever  persists  for  weeks  and  months 
and  can  be  exacerbated  by  emotional  excitement. 

Question  all  patients  before  administering  quinine  in  an,' 
form. 

Cinchophen  and  derivatives,  "atophan''  and  "novatophan," 
in  addition  to  producing  erythematous,  urticarial  and  acute 
exfoliating  eruptions  are  frequently  extremely  toxic  in  small 
doses. 

Bromides  may  produce  characteristic  eruptions  after  one 
or  two  large  doses  or  after  prolonged  use.  Papular  and 
pustular  acne-like  lesions  located  over  the  face,  chest, 
shoulders  and  legs;  or  raised,  crusted,  granulomatous 
masses  variously  sized,  rounded  or  irregular,  reddish-brown 
studded  with  minute  pustular  points.  They  may  produce 
non-characteristic  eruptions. 

Iodides'  lesions  closely  resemble  those  of  bromides.  Nodu- 
lar lesions  may  suggest  syphilitic  gummata  and,  if  potas- 
sium iodide  is  being  administered  its  dosage  may  be  in- 
cieased  with  an  aggravation  of  the  eruptions.  Vesicular  and 
bullous  lesions  on  erythematous  bases  with  dark  centers 
resembling  smallpox,  usually  on  the  face,  neck,  hands  and, 
when  the  ruptured  bullae  are  replaced  by  soft  vegetating 
lesions,  they  may  resemble  pemphigus  vegetans.  Vesicular 
and  condylomatous  lesions  or  excoriations  over  the  tongu", 
palate,  fauces  and  gastrointestinal  tract.  Other  symptoms 
of  iodism  as  corvza.  pharyngeal  catarrh,  gastrointestinal 
irritation   and   sometimes  marked    fever 

Barbital  and  its  compounds  may  produce'  generalized 
erythematous  or  local  fixed  eruptions,  occasionally  bulbous 
and  erosive  lesions  on  the  buccal  mucosa,  and  can  be  ac- 
companied by  fever. 

The  characteristic  phenol pthalein  eruption  consists  of 
erythematous  plaques  followed  by  pigmentation,  the  lesions 
cccurring  in  the  same  sit  is  each  time  the  drug  is  taken. 
Vesicles,  erosions  or  superficial  excoriations,  when  they 
occur,  are  usually  located  in  the  mouth  nr  (in  the  skin  ol 
the  genitals. 

Treatment.  The  causal  drug  must  be  discontinued  at  once. 
Saline  cathartics,  alkaline  diuretics  and  forced  fluids  should 
be  instituted  Sodium  thiosulfate  in  one-gram  doses  intra- 
venously followed  by  intravenous  calcium  medication,  if 
indicated  for  arsenical  intoxications.  The  intravenous  ad- 
ministration of  large  quantities  of  decinormal  saline  solution 
benefil  iodide  and  bromide  eruptions.  Hepatitis,  nephritis, 
eto  .  when  thej  arise,  require  hospitalization  and  appropri 
ate  medication 

Local  medications  comfort-  calamine  and  zinc  lotion, 
applications  of  olive  oil,  dusting  with  powders,  colloidal 
baths,  etr.  Continuous  -aline  dressings  benefil  nodular  and 
granulomatous   lesions   produced   by   iodides   and   bromide;. 
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The  Tri-State  Medical  Association  completed 
another  successful  year  in  its  history  at  the  Norfolk 
meeting  in  February.  We  have  seen  a  larger  at- 
tendance at  other  meetings  but  from  point  of 
interest  in  the  scientific  program  the  essayists'  sub- 
jects were  provocative  of  free  and  enlightening 
discussions. 


hotel  accommodations  and  worthy  in  the  medical 
field.  Even  now  is  not  too  soon  to  anticipate  a  so- 
journ next  February  and  take  along  your  neighbor- 
ing fellow-physician. 

Healthy  growth  in  membership  has  been  recorded 
in  each  of  the  past  ten  years.  Progress  in  any  or- 
ganization is  commensurate  with  the  support  given 


The  Tri-State  offers  an  opportunity  to  every 
physician  in  the  Carolinas  and  Virginia  to  partici- 
pate not  only  in  the  scientific  discussion  but  in  the 
close  fellowship  and  exchange  of  views.  Often  these 
personal  contacts  contribute  as  much  to  one's  edifi- 
cation as  does  the  formal  program  and  too  they 
stimulate  one's  interests. 

Our  next  meeting  place  is  Asheville,  in  North 
Carolina's  Land  of  the  Sky,  a  city  ample  in   its 


by  its  membership  and  that  the  next  meeting  may 
be  successful  beyond  all  others  we  bespeak  the 
sustained  interest  of  all  the  members  in  enlarging 
the  present  enrollment  and  participating  actively 
in  its  program.  There  are  many  medical  problems 
common  to  the  three  states  and  our  ties  of  heri- 
tage and  tradition  should  enhance  our  understand- 
ing in  the  discussion  of  these  and  thus  give  to 
the  association  added  strength. 

—HOWARD  R.  MASTERS 
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Socialist  Party's  Platform  Called 
Preventive  Medicine's   Dreams 

This  journal  clues  not  regard  Socialism  as  an 
abhorrent  thing.  It  is  inclined  to  believe  the  av- 
erage Socialist  is  a  good  deal  better  man  and 
citizen  than  the  average  Democrat,  or  Republi- 
can, or  Prohibitionist,  or  Communist ;  and  the 
nearer  Mr.  Roosevelt  comes  to  Socialism  the  bet- 
ter are  we  pleased.  This  does  not  mean,  though, 
that  medicine  should  be  socialized  ahead  of  every 
other  profession,  trade  or  other  means  of  making 
a  living. 

A  statement  carried  on  the  front  of  the  Feb- 
ruary issue  of  The  Health  Bulletin  of  the  North 
Carolina  State  Board  of  Health  suggested  these 
thoughts.    There  Dr.  Milton  J.  Rosenau  tells  us : 

"Preventive  medicine  dreams  of  a  time  when  there 
shall  be  enough  for  all,  and  every  man  shall  bear  his 
share  of  labor  in  accordance  with  his  ability,  and  every 
man  shall  possess  sufficient  for  the  needs  of  his  body 
and  the  demands  of  health.  These  things  he  shall  have 
as  a  matter  of  justice  and  not  of  charity. 

"Preventive  medicine  dreams  of  a  time  when  there 
shall  be  no  unnecessary  suffering,  and  no  premature 
deaths ;  when  the  welfare  of  the  people  shall  be  our 
highest  concern ;  when  humanity  and  mercy  shall  replace 
greed  and  selfishness ;  and  it  dreams  that  all  these  things 
will  be  accomplished  through  the  wisdom  of  man." 

With  these  dreams  we  have  no  fault  to  find. 
They  are  creditable  to  the  dreamer's  heart  and 
his  head.  It  was  not  Doctor  Rosenau,  though,  but 
Citizen  Rosenau,  who  had  the  dreams;  it  was 
not  as  a  professor  but  as  a  humanitarian.  And 
the  distinction  should  be  kept  clear. 

Often  in  the  newspapers  one  sees  letters-to-the- 
editor  on  the  sales  tax.  the  Supreme  Court,  bath- 
ing beauties,  or  what  not,  from  persons  who  show 
the  bad  taste  to  sign  themselves  as  "Dr.,"  "Rev.," 
"M.  D.,"  or  "D.  D." 

The  sales  tax  is  imposed  on  us;  the  Supreme 
Court  looks  upon  us;  and  we  look  upon  the 
bathing  beauties,  in  our  strictly  personal  char- 
acters of  plain  Bill  Joneses  and  Sam  Smiths. 

When  a  doctor  of  medicine  or  a  doctor  of  di 
vinity  writes  as  an  expert  in  his  line,  it  is  in 
order  to  indicate  thai  lie  has  a  doctorate;  but 
there  is  no  mure  reason  for  signing  bis  scribblings 
■  in  general  subj'ects  with  bis  title  than  for  putting 
"husband  of  Susan"  after  his  name,  if  he  hap- 
pen to  have  a  wife  of  that  name,  and  be  proud 
of   her. 

There  are  further  reasons  why  it  is  unfortun 
ate  thai  a  di  icti  ir  i  if  med  i  <     • 

cialist  doctrines  as  dreams  of  medicine,  i   i 
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tive  or  otherwise.  It  is  no  secret  that  medicine 
is  under  attack  by  a  multitude  who  are  bent  on 
Socializing  medicine,  albeit  Socialism  in  general 
they  regard  as  an  abomination  to  be  classed  with 
Atheism,,  Bolshevism,  Infidelity,  and  a  lot  of 
other  things  of  which  they  do  not  bother  even 
to  learn  the  meaning. 

Strange  that  philanthropists — lovers  of  men, 
as  the  Greek  translates — should  pick  out  the  very 
calling  most  difficult  of  pursuit  under  a  Socialist 
plan — as  any  one  of  average  information  and 
intelligence  could  have  foreseen  and  has  been 
borne  out  by  the  experience  of  every  people  that 
has  tried  the  experiment. 

Such  "dreams"  coming  from  a  doctor  of  medi- 
cine, however  far  removed  from  the  practice  of 
medicine,  can  not  fail  to  be  interpreted  by  some 
as  a  confession  that  it  is  the  fault  of  medicine  that 
these  dreams  are  not  realities  today  ;  that  medi- 
nne  has  stood  in  the  way  and  kept  statesman- 
ship, law,  theology,  education,  commerce,  manu- 
facturing— everything  else — from  making  a 
Utopia  of  this  wicked  and  hypocritical  world. 

Go  ahead  with  your  dreams  but  don't  missign 
them,  and  thus  further  misrepresent  and  injure 
medicine,  to  the  delight  of  those  who  abominate 
the  principles  of  Socialism  as  affecting  their  own 
callings  and  elections,  but  would  apply  them  in  all 
their  rigor  to  the  work  of  the  group  that  comes 
nearest  today  to  m&nistering  efficiently  to  the 
needs  of  all  mankind  alike. 


illegal  practitioners,  can  not  fail  to  improve  the 
quality  of  medicine  in  Alabama  by  increasing  the 
influence  of  the  regular  doctors. 

It  is  not  specifically  so  stated,  but  it  is  clearly 
implied  that  Dr.  Hill's  bill  was  enacted  into  law. 
Anyhow,  the  Alabama  law  contained,  already,  the 
essential  features. 

In  North  Carolina  and,  it  is  believed,  in  most 
other  states,  there  is  great  need  for  a  similar  law; 
therefore  this  heartening  information  as  to  what 
can  be  done  is  passed  on  to  our  readers  with  the 
suggestion  that  plans  be  put  afoot  now  looking  to 
getting  for  North  Carolina  doctors  equal  relief, 
power  and  prestige. 


Doctors  to  Get  Back  Two-Fifths  of 
Occupational  Tax 

Alabama  has  a  long-headed  doctor  in  her  Legis- 
lature. The  March  issue  of  the  journal  of  that 
state's  medical  association  brings  the  information 
that: 

At  the  1936-1937  extra  session  of  the  Legislature,  Dr.  R 
L.  Hill,  of  Winfield,  Representative  in  the  House  from 
Marion  County,  introduced  and  sponsored  an  amendmen: 
which  provides  that,  after  the  end  of  the  present  fiscal 
>ear  two-fifths  of  the  revenue  derived  from  the  occupational 
tax  levied  on  physicians  will  be  made  available  to  count\ 
societies;  the  intent  being  that  the  funds  thus  accruing  to 
such  local  medical  societies  will  be  wisely  applied  by  making 
more  readily  available  to  their  physicians  current  medical 
literature,  through  the  building  of  small  libraries,  and  in  a 
more  rigid  enforcement  of  the  medical  practice  act  in  the 
matter  of  the  illegal  practitioner. 

The  idea  is  a  new  one  to  us,  but  it  has  an  appeal 
far  beyond  the  dollar  value  of  the  indirect  refund 
The  acknowledgement  and  advertisement  to  the 
public  of  ths  justice  and  wisdom  of  thus  partially 
requiting  the  public  services  of  private  practitioners, 
and  of  supporting  them  in  their  proceedings  against 


For  Clean-Smelling  Hospitals 
At  my  request  some  time  ago  the  Editor  of  the 
Department  of  Hospitals  of  this  journal  wrote  on 
hospital  odors.  Since  then  it  has  come  under  my 
eye  that  one  hospital,  the  Methodist  Episcopal  of 
Indianapolis,  had  done  away  with  its  odors.  The 
Reader's  Digest  brought  the  news  that  this  infor- 
ation  was  carried  by  the  Modern  Hospital,  and  we 
had  to  go  back  to  the  issue  for  November,  1934, 
only  to  then  find  a  very  meager  account.  A  letter 
lo  the  Methodist  Episcopal  brought  a  courteous, 
prompt  and  full  reply,  the  pith  of  which  is: 

"The  article  mentioned  in  Reader's  Digest  is  somewhat 
misleading.  It  implies  that  we  have  a  source  of  Spring 
Flowers  odor  which  we  turn  on  at  will.  We  do  not.  Our 
program  was  rather  to  get  rid  of  hospital  smells  by  remov- 
ing the  cause  a'nd  when  the  cause  was  removed  we  depend- 
ed on  fresh  air  to  bring  the  sweet  odors,  for  there  is  nothing 
sweeter  than  fresh  pure  air.  To  get  rid  of  bad  hospital 
odors,  is  to  do  away  with  the  cause  of  bad  odors  depending 
on  soap  and  'elbow  grease'.  This  program  removed  about 
all  the  bad  odors  we  had  and  the  public  thought  because 
the  odor  was  gone  we  were  using  something  to  freshen  the 
air." 

If  one  wishes  to  go  farther  and  supply  a  positive 
pleasant  odor,  he  may  use  a  compound  originated 
by  the  chief  Pharmacist  of  the  hospital  which  has 
been  so  successful  in  this  effort. 

"Spray  Perfume  Oil  B-2447  from  Givaudan-Delawanr  i 
Inc.,  So" Fifth  Ave.,  N.  Y.  City,  using  2  oz.  to  1  gallon  of 
Tax  Free  Alcohol,  cost  $1.15. 

"This  deodorant  used  as  strong  as  is  necessary  to  change 
the  atmosphere  and  when  it  is  necessary  to  use  any  deodor- 
ant, does  the  work. 

Do  not  hesitate  to  write  if  we  can  be  of  any  further 
service  to  you." 

From  medical-student  days  even  to  now  hospital 
odors  have  been  very  offensive  to  me,  and  the  in- 
troduction of  lysol  and  kindred  things  into  general 
use  did  not  improve  matters.  It  was  noted  that  when 
in  daily  hospital  attendance  the  odors  made  no 
impression,  but  that  they  struck  with  full  force  on 
return  from  a  vacation  of  even  a  few  days. 
The   reason   why   nearly   all  hospitals  have   o'o- 
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jectionable  odors  is  that  those  in  charge  of  the 
hospitals  do  not  smell  the  odors.  Why  not  ask 
patients  soon  after  their  arrival,  and  visitors?  Or 
ask  persons  generally  if  they  would  not  give  pref- 
erence to  an  odorless  hospital  or  one  with  a  pleas- 
ant odor,  over  any  hospital  they  have  ever  smelled ; 
which  is  to  say,  any  one  they  have  ever  entered. 

Get  your  hospital  so  you  can  truthfully  say  that 
it  no  longer  has  a  constant  hospital  odor  and  let 
il  be  known  that  this  transformation  has  been 
wrought ;  but  before  you  put  out  the  news  make 
every  preparation  for  taking  care  of  a  patient  in 
every  bed. 

The  fewer  hospitals  to  follow  the  lead  of  the 
Indianapolis  institution,  the  more  advantage  to 
those  few;  the  more  hospitals  to  cease  to  be  mal- 
odorous, the  more  patients  comfortably  served. 


On  Blaming 

Certain  it  is  that  pain  in  the  belly  should  make 
any  doctor  think  that  maybe  prompt  surgical  opera- 
tion is  in  order,  and  that  an  hour  or  so  of  investiga- 
tion and  observation  should,  in  many  an  instance, 
decide  him  on  having  this  operation  done  without 
the  waste  of  a  minute.  But  that  does  not  mean  that 
the  knife  is  the  proper  therapy  for  every  belly  pain; 
that  the  rule,  operate  in  case  of  doubt  is  giving  the 
patient  the  benefit  of  the  doubt;  or  that  the  wisest 
physician  or  surgeon  can  know  what  should  be  done 
in  the  best  interest  of  the  patient  in  every  case. 

Back  yonder  when  typhoid  was  common,  it  was 
the  regular  thing  to  ask  of  any  one  who  suffered 
a  relapse  of  the  disease,  "What  did  he  eat"?  Every- 
body thought  he  knew  that  every  relapse  followed 
on  eating  something  the  doctor  had  said  he  must  not 
eat.  The  latter  half  of  the  foregoing  sentence  is 
redundant,  for  the  doctor  always  said  a  typhoid 
patient  should  not  eat  anything  whatever. 

Xow  that  we  have  no  typhoid  patients  to  treat, 
we  have  learned  that  eating  had  nothing  to  do  with 
the  relapses,  that  they  are  a  part  of  the  natural 
history  of  the  disease. 

To  a  great  extent  the  same  is  true  of  rapid  ad- 
vance and  rupture  in  certain  cases  of  acute  in- 
flammation of  abdominal  organs;  so  it  is  neither 
kind,  nor  just,  nor  intelligent  to  demand  to  know: 
Who  did  sin,  this  man  or  his  doctor? 

These  reflections  were  inspired  by  reading  anew 
that  on  November  12th,  1902,  Dr.  Walter  Reed 
developed  digestive  symptoms,  that  after  four  days 
he  was  operated  upon  and  a  ruptured  appendix  was 
removed,  and  that  on  November  22nd,  he  died  from 
generalized  peritonitis. 

Practically  as  much  was  known  about  appendi- 
citis in  1902  as  is  known  now,  and  we  may  be  as- 
sured Walter  Reed  knew  all  that  was  to  be  known 


about  the  indications  for  operation.  Such  incidents 
have  dotted  all  the  stretch  of  time  from  then  to 
now.  A  good  doctor,  in  the  hands  of  a  good  sur- 
geon, died  the  same  way  right  here  in  Charlotte 
within  the  past  six  months. 

In  medicine  and  in  surgery  there  remain  a  whole 
lot  of  problems  properly  represented  by  x,  y  and  z. 

Do  not  blame  another  doctor  for  not  knowing  as 
much  about  a  patient  from  examining  his  exterior 
the  day  before  yesterday,  as  you  know  about  him 
after  observing  important  symptoms  which  de- 
veloped only  today,  and  after  looking  and  feeling 
inside  him.  The  referring  doctor  probably  is  an 
abler  diagnostician  than  you;  but  don't  expect  him 
to  be  that  much  abler. 


A  CHILD  AGAIN 

(The   Arthritic    Speaks) 
By  G ROES  BECK  WALSH 

Fortune  lends  me  time  to  savor 
The  amenities  of  life 
On  a  plane  that  grants  protection 
From  the  ugliness  and  strife. 
I  can  say  with  perfect  candor 
That    the   struggle   seems   to   breed 
More  of  enmity  and  malice 
Than  the  love  we  chiefly  need. 

Toil  and  danger  reared  the  rafters 
That  protect  mle  from  the  storm. 
Other  men  in  sweat  and  tumult 
Mine  the  coal  that  keeps  me  warm, 
While  I  watch  these  driven  creatures 
By  their  varying  passions   fed, 
Thanking  God    for  no  such  problems 
In  the  kingdom  of  my  bed. 

For  the  touch  of  ancient  Midas 

Could  not  bring  to  me  the  joy 

That  the  past   brought  down   from  heaven 

To  a  sickly  little  boy. 

I   can  see  the  quiet  nursery 

In  the  golden  candle  light 

And  the  shadows  of  my  parents 

Yearning  toward  me  through  the  night. 

Kindly  nurses  broughl   me  gruel, 
Bathed  my  little  face  and  hands, 
Wrapped  my  body  in  the  blankets 
Cap-a-pie  at   my  commands. 
Love  and  pity  came  with  sickness. 
All  the  world  was  kindly  then. 
Wrapping  gentle  arms  about   me, 
Just  an  ailing  child  again. 
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Through  the  tortured  years  of  boyhood 

I  was  ever  in  retreat 

Quick  to  seek  that  blessed  haven 

Dear  narcotic  for  defeat. 

When  the  storms  of  adolescence 

Beat  too  strongly  on  my  bead, 

It  was  sweet  to  dodge  the  issue 

By  a   fortnight  spent  in  bed. 

I  was  quick  to  learn  the  lesson 
I  must  never  say:  "I  fear 
Life  or  any  of  its  problems" 
That  is  why  I'm  lying  here. 
If  I  did,  a  fierce  resentment 
Shone   upon    my   listener's    face 
While  he  hastened  to  denounce  me 
As  a  traitor  to  the  race. 

But  1   found  there  is  no  sounding 
The  credulity  of  man 
If  you  mold  your  fleshly  body 
In  the  furtherance  of  your  plan. 
Silent  thought  and  observation 
Brought  this  simple  truth  to  me : 
You  must  show  such  scars  of  battle 
As  yi  mr  audience  can  se. 

Call  it  singing  for  your  supper, 
Call  the  process  what  you  may. 
But  the  sight  of  something  monstrous 
Melts  the  hardest  heart  away. 
So  I  was  not  long  in  finding 
How  the  changes  come  to  bless 
Any  portion  of  our  bodies 
We   maintain   in   idleness. 

Doubting  Thomas  dogged   my   footsteps 

Till  I  learned  to  be  discreet 

And  avoid  the  very  semblance 

(  )f  surrender  or  defeat. 

bet  the  Doctors  write  of  diet 

And  the  capillary  bed, 

(  )f  the  poison  in  the  tissues, 

(  )f   the   grossly   overfed. 

So  immersed  in  erudition 

Not  a  one  of  them  would  dare 

Visualize  my  present  status 

As  a  purposeful  affair. 

For  the  sacred  oil  of  learning 

Blinds  the  eyes  that  it  anoints. 

To  the  hedonism  hidden 

In  the  swelling  of  my  joints. 


Brittle  bone  and  rigid  sinew, 
Mask  and  buskin  of  my  art. 
They  had  won  a  swift  redemption 
But  the  brave  and  subtle  heart 
Ruled  the  kingdom  of  my  body 
To  its  swelling  finger-tips, 
Placed  a  bold  and  cheery  answer 
Ever  ready  on  my  lips. 

So  that  all  who  sought  my  dwelling 
Hurried  to  their  tasks  again 
Quick  to  see  how  quiet  courage 
Glorifies  the  sons  of  men. 
1  have  carved  the  cross  I  carry. 
And   the   crown   of   thorns  I  wear 
Knows  the  mind  that  planned  its  weaving 
And  the  hand  that  placed  it  there. 


CONTRITION 


(A  bona  tide  Not< 


of  Transmittal  received  bj 
Haywood.) 


Dear  Doctor  —  My  excuse  I  make 
Because  so  long  I  seem  to  take 
To  pay  this  bill  now  long  since  due — 
And   knowing  you   must   feel  right  blue 
At  patients  who  in  time  of  stress 
Call  for  your  knowledge  and  finesse 
In  healing  all  and  sundry  ills 
(With  resolutions  to  pay  bills K 
Alas !   Alas !   Man  is  so  made 
That  when  no  longer  he's  afraid 
Of  streptococci,  measles,  croup 
And  other  ills  that  make  him  droop, 
Thought  of  the  Doctor's  bill  soon  flees 
With    symptoms    of    the    dread    disease. 
Ah,  yes!    The  thought  of  doctors'  bills 
Flies  swiftly  as  the  banished  ills. 

So  please  accept  this  tardy  check 

And  do  not  say  "I'll  not,  by  heck"! 

When  next  time  I  send  out  a  call 

For  you  to  haste,  in  Spring  or  Fall 

And  come  to  me  where'er  I   lay 

Praying  to  live  another  day. 
This  thought  concludes  my  halting  verse 
Oh   don't  complain— it  might   be  worse. 
Your  patience  is  a  thing  that  thrills 
How  can  your  patients  dodge  their  bills? 

Sorrowfully, 


An  Instrument  for  Facilitation  of  the  Two-Point 

Discrimination  Test 

il.  C.   Nichols.  Providence,  in   R.   I.   Med.  Jl.,  JIarch) 

A  test  that  should  be  a  part  of  every  neurological  exam- 
ination is  frequently  neglected  because  no  adequate  instru- 
ment for  its  performance  is  available. 

The  instrument  I  have  devised  carries  its  own  scale  so 
that  a  magnified  reading  may  be  taken  off  directly.  It  may 
be  folded  for  ease  in  carrying.  This  instrument  might  be 
very  useful  for  making  measurements  of  electrocardiographic 
films,  kymograph  records,  or  wherever  many  determinations 
of  distances  under  30  mm.  must  be  made. 

IThe    manufacturer   is    Pilling,   Philadelphia.— Edit  or.] 
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NEWS  ITEMS 


Dr.  Huffines  called  the  sixth  meeting  of  the  Buncombe 
County  Medical  Society  to  order  at  S  p.  m.,  March  15th, 
31  members  present. 

Dr.  Worley  reporting  for  the  Delinquent  Accounts  Comm., 
urged  completion  of  delinquent  lists  and  that  the  lists  be 
turned  over  to  Miss  Mashburn,  since  the  plan  of  the  com- 
mittee is  to  have  these  lists  published  April  1st. 

Dr.  McCall  announced  that  the  Tri-State  Medical  Society 
had  accepted  our  invitation  to  meet  in  Asheville,  Feb.  1938. 

Dr.  G.  F.  Parker  then  in  the  essay.  Primary  Treatment 
of  Wounds,  urged  simple  mechanical  cleansing  of  wounds 
and  plenty  of  soap  and  water,  l/2  to  1%  aqueous  solution 
of  iodine,  in  his  opinion,  is  quite  satisfactory  for  superficial 
wounds  and  abrasions.  Dr.  Parker  gave  the  formula  for 
an  ointment  which  he  finds  valuable  in  his  office  work. 
This  ointment  is  incorporated  into  the  layer  of  gauze  which 
is  applied  immediately  over  the  wound.  One  of  its  greatest 
assets  is  the  prevention  of  adherence  of  the  dressing  to  the 
wound.  Each  wound  must  be  searched  carefully  for  pos- 
sible foreign  bodies.  Dr.  Parker  then  presented  four  reels 
of   motion   pictures  on   the   treatment   of   wounds. 


The  Second  Annual  Reunion  of  Ex-Interns  of  Hos- 
pitals of  the  Medical  College  of  Virginia  will  be  held 
April  30th.  beginning  at  10:00  a.  m.  in  the  Auditorium  of 
Cabaniss  Hall,  Dr.  A.  C.  Broders,  president,  pre- 
siding. 

Program:  Sternal  Punctures  and  Their  Advantages  in 
Diagnosis,  Dr.  J.  H.  Scherer,  Director  of  Laboratories, 
Memorial  Hospital;  Thyroid  Disease  and  Its  Surgical  Man- 
agement, Dr.  J.  M.  Emmett,  Chief  of  Surgical  Service, 
Chesapeake  and  Ohio  Hospital,  Clifton  Forge,  Virginia; 
On  Conversion,  Dr.  E.  H.  Williams,  Westbrook  Sanatorium, 
Richmond;  The  Lower  Segment  Cesarian  Section,  Dr.  W.  R. 
Payne,  Newport  News;  Motion  Pictures  of  School  and 
Hospital  Activities. 

At  1:15  Lunch  will  be  served  in  the  Dining  Room  of 
Cabaniss  Hall — the  Hospitals  being  hosts. 

At  2:30  Clinics  and  Demonstrations  of  Cases — Amphi- 
theatre in  Memorial  Hospital  as  follows: 

Pediatric  Drs.  Sutton  and  Galvin 

Obstetric  Drs.    Ware   and   Spaulding 

Neurosurgery Drs.   Coleman   and   Crutchfield 

Medicine., Drs.  Porter  and  Walker 

Surgery Drs.   Bigger   and   Hoge 

Radiology Drs.  Frederick  B.  Mandeville 

5:00   to    6:15.    Smoker   tendered    by    the    Hospital   Staff. 
6:30  Banquet,  Dining  Room  of  Cabaniss  Hall — tendered 
by  the  Hospitals.  Toastmaster:    Or.  A.  C.  Broders. 

This  program  is  being  sent  out  as  an  advanced  notice. 
Every  ex-intern  is  urged  to  note  this  date  on  his  calendar 
and  make  his  plans  to  attend.  Last  your  there  were  over 
one  hundred  ex-internes  back  for  the  meeting.  More  are 
expected  this  year. 

Xathan    Bloom,   M.D.,   Secretary. 


History  of  Richmond  Medicine 
Under  the  direction  of  the  Richmond  Academy  of  Medi- 
cine, an  exhibit  showing  the  history  and  development  of 
medicine  in  Richmond  in  the  past  200  years  will  >>e 
opened  to  the  public  on  Mav  15  and  will  ro.iinue  until 
Oct.  1. 

The    exhibit    will   be    incorporated    into    the    program    of 
the    Medical     College    of     Virginia's     centennial     and     the 
Richmond    bicentennial,    both    of    which    will    lu-    held    dm 
ing  the  summer. 


There  will  be  22  exhibit  t"  be  shown  in  twin  buildings, 
the  Richmond  Academy  oi  Medicine  and  the  Medical  Col- 
lege library-.  The  exhibits  will  contain  contrasts  of  old  and 
modern  sick  rooms,  the  evolution  of  transportation,  picture 
gallery  of  Richmond  doctors,  old  and  modern  surgical 
instruments,  books  written  by  Virginia  physicians  and  sur- 
geons, libraries  by  periods,  'New  Deal  in  Medicine,"  medi- 
cal photography  and  illustration,  children's  clinic,  old  and 
new  fashions  in  professional  dre>i  and  a  display  by  the 
Richmond  Tuberculosis  Association 


The  33rd  Annual  Meeting  or  mi  American  Neisserian 
Medical  Society  will  be  held  on  June  Sth  in  the  Senator, 
Atlantic  City.  The  program  will  consist  cf  papers  and 
discussions  of  the  various  phases  of  the  management  and 
control  of  gonorrhea.  All  who  are  interested  are  cordially 
invited  to  be  present. 


Tri-State  Members  Mentioned  for  High  Post 
Dr.  M.  L.  Townsend,  superintendent  of  Chvey  Chase 
Sanatorium,  Washington  and  Dr.  Paul  V.  Anderson. 
i  f  Westbrook  in  Richmond  are  two  of  the  country's 
psychiatrists  who  have  been  spoken  of  as  a  possible 
successor  to  the  superintendency  of  St.  Elizabeth's  Hos- 
pital, Washington,  made  vacant  by  the  death  of  Dr.  Wm. 
A.  White. 


Dr.  Sam  Greex.  former  chairman  of  the  Atlanta 
Democratic  Executive  Committee  was  sent  to  jail  on  a 
contempt  charge  Mch.  19th  for  refusing  to  answer  a 
question  in  court  about  a  matter  he  insisted  was  a  pro- 
fessional confidence.  Asked  by  opposing  lawyers  to  name 
a  woman  on  whom  a  certain  type  of  blood  test  had  been 
made,  he  refused.  Judge  John  D.  Humphries  issued  a 
contempt  ruling.  The  physician  was  qualified  as  an  ex- 
pert witness,  and  Judge  Humphries  ruled  matters  be- 
tween a  physician  and  patient  are  not  privileged  if  the 
doctor  is  testifying  as  an  expert.  After  a  few  hours  Dr. 
Green  was  released  on  the  payment  of  a  $25.00  fine. 


Dr.  Rudolph  Leuchtenberger,  research  worker  in 
inmmunology  and  infectious  diseises,  recently  arrived  from 
Germany  and  joined  the  Bacteriology  and  Chemistry  De 
partment  of  the  Medical  College  cf  Virginia.  Dr.  Leuchten- 
berger studied  for  his  medical  career  in  Heidelberg.  Munich. 
Hamburg  and  Strassbourg,  and  was  connected  with  the 
Pathological  Institute  at  Hamburg  and  the  Internal  Clinics 
at  Leipsig  and  Cologne.  His  work  on  tuberculosis,  blood 
diseases  and  liver  disorders  has  been  extensive,  and  he  has 
lectured  on  these  subjects  in  both  Germany  and  Turkey. 
Assisted  by  his  wife,  he  will  continue  his  researches  in 
Richmond. 


Or.  Edwin  P.  Lehman  attended  the  Southeastern  Surgi- 
cal Congress,  meeting  in  Charlotte,  North  Carolina,  Marcu 
sth-lOth.  and  spoke  on  the  subjccl   ol   Subphrenii     Vbsce  - 


Dr  W.  R.  Wf.isiger,  of  Richmond  addressed  the  mem 
bers  of  the  Masonic  Lodge  al  Wesl  Point,  Virginia,  on 
Man  h  11th. 


Hi    George  D.  Vick,  ol  Selma,  presided  over  a  largelj 
attended    meeting   of   Alumni   o)    "  of   North 

Carolina  in  Johnson  County  al   Selma  on   March   26th. 


Announcement    is    marl.'    thai    the    Medical    College    of 
Virginia,    al    the   approaching    commencement,    will    confer 

the  honorary    degrei    ol    Doi   oi   upon   Dk    I    T 

Ricgin,  Commissioner  ol   Health  ol  Virginia. 
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Dr.  J.  Winthrop  Peabody,  Washington,  D.  C,  announces 
the  removal  of  his  office  to  The  Parkwood,  1746  K  Street, 
N.  W.  Hours  by  appointment. 


Medical  College  of  Virginia 


Our  Medical  Schools 


University  of  North  Carolina 


The  Spring  Course  in  the  Division  of  Public  Health 
at  the  University  of  North  Carolina  began  on  March  first,  to 
last  until  June  first.  Fifty-three  men  have  registered  for  th° 
course, — 1  from  Connecticut,  2  from  Delaware.  7  from 
Florida,  12  from  Georgia,  17  from  North  Carolina,  S  from 
South  Carolina  and  6  from  West  Virginia. 

Of  these  students  1°  are  physicians  preparing  themselves 
in  take  up  the  work  of  public  health  officers;  12  are  sani- 
tiry  engineers  taking  special  work;  6  are  sanitarians  and  1? 
in  the  sanitary  group  are  being  trained  as  sanitary  inspec- 
tors. 

Virginia,  Maryland  and  the  District  of  Columbia  are  the 
only  states  in  Sanitary  District  No.  2  not  represented  in  the 
course. 

The  Post  Graduate  Course  in  Medicine  of  the  Exten- 
sion Division  and  the  School  of  Medicine  of  the  University 
ol  North  Carolina  is  being  given  at  Raleigh. 

Five  of  the  seven  lectures  have  been  given.  The  two  to 
be  given  are:  Goitre,  Dr.  Geo.  P.  Mueller,  Professor  of 
Surgery,  Jefferson  Medical  School,  April  21st;  and  Acute 
Infectious  Diseases,  Dr.  Charles  F.  McKahnn,  Professor  of 
Pediatrics,  Harvard  University,  April  2Sth. 


AS  AC 

ELIXIR    ASPIRIN    COMPOUND 


Contains  five  grains  of  Aspirin,  two  and  a  half 
grains  of  Sodium  Bromide  and  one-half  grain  Caf- 
feine Hydrobromide  to  the  teaspoonful  in  stable 
Elixir.  ASAC  is  used  for  relief  in  Rheumatism,  Neu- 
ralgia, Tonsillitis,  Headache  and  minor  pre-  and  post- 
operative cases,  especially  the  removal  of  Tonsils. 

Average  Dosage 
Two  to  four  teaspoonfuls  in  one  to  three  ounces  of 
water  as  prescribed  by  the  physician. 

How  Supplied 
In  Pints,  Five  Pints  and  Gallons  to  Physicians  and 
Druggists. 


Burwell  &  Dunn  Company 

Manufacturing    fcsfp   Pharmacists 
Established    DjM^    in    1SS7 

CHARLOTTE,  N.  C. 

Sample  sent   to  any   physician  in   the   TJ.    S.   on 
request. 


The  eighth  annual  Stuart  McGuire  lecture  series  was 
held  March  24  and  25  with  Dr.  J.  Earle  Moore  of  Johns 
Hopkins  as  lecturer.  Dr.  Moore's  subjects  were,  The  Diag- 
nosis of  Syphilis  by  the  General  Practitioner  and  The 
Management  of  the  Wassermann-Fast  Patient. 

During  the  afternoon  of  March  24  and  the  day  of 
March  25  the  annual  spring  postgraduate  clinics  were  held. 
Dr.  Otis  L.  Anderson,  Director  of  the  Division  of  Venereal 
Disease  Control,  Virginia  State  Health  Department,  gave  a 
talk  on  Practical  Points  in  Securing  Specimens  for  Labora- 
tory Diagnosis  and  Interpreting  Reports,  and  Dr.  L.  J. 
Roper,  Associate  Director  of  the  same  division,  showed  a 
moving  picture  and  record  entitled,  For  All  Our  Sakes.  Dr. 
Dudley  C.  Smith,  Professor  of  Dermatology  and  Syph- 
ilology.  University  of  Virginia,  gave  a  paper  on  Contacts 
in  Syphilis.  Other  papers  and  clinics  were  given  by  mem- 
bers of  the  college  faculty. 

The  college  announces  the  following  promotions  in  the 
major  faculty:  Dr.  E.  H.  Terrell,  from  Associate  Professor 
of  Proctology  to  Professor  of  Clinical  Proctology;  Dr. 
Everett  H.  Ingersoll,  from  Assistant  Professor  of  Anatomy  . 
to  Associate  Professor;  Dr.  Paul  Kimmelstiel  from  Asso- 
ciate in  Pathology  to  Associate  Professor;  Dr.  E.  U.  Waller- 
stein  from  Assistant  Professor  of  Otolaryngology  to  Asso- 
ciate Professor;  Dr.  James  P.  Baker,  from  Associate  in 
Medicine  to  Assistant  Professor;  Dr.  Ernst  Fischer,  from 
Associate  in  Physiology  to  Associate  Professor  of  Physiology 
and  Pharmacology ;  Dr.  A.  Stephens  Graham  from  Asso- 
ciate in  Surgery  to  Assistant  Professor;  Dr.  Randolph  H. 
Hoge  from  Associate  in  Surgery  and  Gynecology  to  Assist- 
ant Professor;  Dr.  T.  D.  Jones,  from  Associate  in  Pediatrics 
to  Assistant  Professor;  Dr.  Kinloch  Nelson  from  Associate 
in  Medicine  to  Assistant  Professor;  Dr.  J.  B.  Stone,  from 
Associate  in  Pediatrics  to  Assistant  Professor;  Dr.  George 
Z.  Williams,  from  Associate  in  Pathology  to  Assistant 
Professor;  Dr.  J.  H.  Scherer,  from  Instructor  in  Medicine 
to  Assistant  Professor;  Dr.  J.  Blair  Fitts,  from  Associate 
in  Orthopedic  Surgery  to  Assistant  Professor;  Dr.  Donald 
M.  Faulkner,  from  Associate  in  Orthopedic  Surgery  to  As- 
sociate Professor  and  Chief  of  Clinic;  Dr.  H.  Page  Mauck. 
from  Associate  to  Professor  of  Clinical  Orthopedic  Surgery. 
In  the  school  of  dentistry  Dr.  Grant  Van  Huysen  was 
promoted  from  Associate  in  Anatomy  to  Assistant  Professor. 


University  of  Virginia 


The  second  Alpha  Omega  Alpha  lecture  for  the  current 
session  was  delivered  on  February  15th  by  Dr.  Julian  M. 
Ruffin.  of  the  Medical  Department  of  Duke  University. 
Dr.  Ruffin  spoke  on  the  subject  of  Pellagra. 

At  the  meeting  of  the  University  of  Virginia  Medical 
Society  on  February  22nd,  Dr.  C.  C.  Coleman,  of  Rich- 
mond, spoke  on  Recent  Advances  in  Neuro-Surgery. 

Dr.  I.  C.  Riggin,  State  Commissioner  of  Health,  Rich- 
mond, Virginia,  Dr.  W.  H.  Frost,  Professor  of  Epidemiol- 
ogy in  the  Johns  Hopkins  School  of  Hygiene  and  Public 
Health.  Baltimore.  Maryland,  and  Dr.  H.  S.  Mustard, 
of  the  Department  of  Public  Health  Administration  of 
the  Johns  Hopkins  School  of  Hygiene  and  Public  Health, 
have  recently  delivered  addresses  before  the  senior  medical 
class. 

s.  m.  <t  6. 

MARRIED 


Dr.  Letcher  E.  Trent,  Chief  of  the  Veterans  Ad- 
ministration Facility  at  Roanoke,  Va.,  has  been  trans- 
ferred to  the  Facility  at  Lexington,  Ky. 


April,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


PROTAMINE,  ZINC  &  ELETIN  (INSULIN,  LILLY) 


ROTAIINE  ZINC  INSULIN 


LILLY 


#  Protamine  Zinc  Insulin  represents  a 
step  forward  in  the  management  of 
diabetes  and  in  many  cases  offers  defi- 
nite advantages  over  unmodified  In- 
sulin in  treating  the  diabetic. 

Protamine,  Zinc  &  Iletin  (Insulin, 
Lilly)  has  been  developed  as  a  result  of 
co-operation  with  Dr.  H.  C.  Hagedorn 
and  his  associates  of  Copenhagen,  Den- 


mark, and  the  University  of  Toronto. 

Eli  Lilly  and  Company  markets  this 
product  in  packages  containing  one 
10-cc.  vial.  After  carefid  shaking,  each 
cubic  centimeter  contains  40  units  of  Ile- 
tin (Insulin,  Lilly)  together  with  prota- 
mine and  approximately  0.08  mg.  of  zinc. 

Literature  will  be  forwarded  to  phy- 
sicians upon  request. 


ELI  LILLY  AND  COMPANY 

INDIANAPOLIS,     INDIANA,     U.S.A. 
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Dr.  Edwin  Darracott  Vaughan,  Ashland,  and 
Miss  Blanche  Van  Dnran  Bashaw,  Richmond,  were  mar- 
ried on   April   3rd. 

Dr.  John  W.  Griffis  and  Miss  Kathryn  Sexton,  both  of 
Denton,  North  Carolina,  were  married  on  March  6th.  Dr. 
Griffis  is  an  alumnus  of  Washington  and  Lee  and  of  the 
Medical   College  of  Virginia. 


Dr.  William  Gardner  Morgan  (A.  B..  U.  N.  C;  M.  D., 
Penn.)  of  Benson,  N.  C,  and  Miss  Mary  Virginia  Neal  of 
Bessemer,  Ala.,  in  the  South  Highlands  Baptist  Church  of 
Bessemer.  Following  a  visit  to  southern  resorts  Dr.  and 
Mrs.  Morgan  will  make  their  home  at  Wenonah,  Bessemer, 
Ala. 


Miss  Allie  Virginia  Cleek  of  Warm  Springs,  Va.,  and 
Dr.  Charles  W.  Reavis,  of  Raleigh,  in  the  reception  room 
of  Cabaniss  Hall,  the  nurses'  home  of  the  Medical  College 
of  Virginia,  at  10:30  a.  m.,  March  20th. 


Deaths 


Dr.  William  Preston  Hoy,  of  Petersburg,  Va.,  (Univ. 
College  of  Medicine,  '99)  died  March  23rd  at  Lakenow 
Hospital,  Philadelphia,  following  an  oueration  on  March 
10th.  Dr.  Hoy  had  been  in  bad  health  for  about  a  year 
but  did  not  retire  from  practice  until  late  in  January. 

Dr.  William  Ashton  Reese,  47,  died  March  21st  at  his 
home  at  Petersburg,  Va.,  after  an  illness  of  a  year  and  -j 
half.  He  had  been  a  practicing  physician  in  Petersburg 
since  1920,  and  had  previously  practiced  in  Prince  George 
County. 


ELIXIR 

DIGESTENZYME 

Contains  the  active  enzymes  and  acids  of  digestion — 
Pepsin,  Veg.  Ptyalin,  Pancreatine,  Lactic  and  Hydro- 
chloric acid — combined  in  similar  proportions  as  they 
exist  in  the  human  system.  These  digestive  agents 
comprise  the  principal  known  substances  employed 
by  nature  in  the  preparation  of  food  for  assimilation. 

It  is  a  valuable  aid  in  Dyspepsia,  and  diseases  ari- 
sing from  imperfect  digestion.  Also  particularly  valu- 
able in  many  forms  of  Diarrhoea,  and  Vomiting  in 
Pregnancy. 

Average  Dosage 
Two    teaspoonfuls    to    one    tablespoonful    after    each 
meal. 

How  Supplied 
In   Pints  and   gallons   to   Physicians   and   druggists. 

Burwell  &  Dunn  Company 


Manufacturing. 
Established 


Pharmacists 
in   1887 


Sample  sent   to  any  physician  in  the  U.S.   on  request 


Dr.  J.  A.  Hoover,  73,  died  suddenly  at  his  home  at  Wil- 
son, N.  C.  March  16th.  One  of  Wilson's  oldest  physician-, 
Dr.  Hoover  practiced  for  many  years  in  Black  Creek. 


Dr.  Baxter  C.  Culler,  ill  for  a  week  with  lobar  pneu- 
monia, died  at  his  home  at  Martinsville,  Va.,  March  16th. 
He  was  a  native  of  Kernersville,  X.  C,  a  graduate  of 
Tulane  Universitv. 


Dr.  George  Walker,  Chief  Urologist  of  the  Ameri- 
can Army  after  the  Armistice,  widely  known  for  his 
cancer  studies,  and  a  close  personal  friend  of  General 
Pershing,  died  in  a  Baltimore  hospital  after  an  illness 
(if  eighteen  months.  He  was  68,  unmarried,  a  native  of 
South    Carolina. 

Dr.  Walker  attended  South  Carolina  College  at  Colum- 
bia before  taking  his  degree  in  medicine  at  the  University 
of  Maryland  Medical  School  in  1889. 


BOOK  REVIEWS 


HANDBOOK  OF  ORTHOPAEDIC  SURGERY, 
by  Alfred  Rives  Shands,  Jr.,  B.A.,  M.D.,  Associate 
Professor  of  Surgery  in  Charge  of  Orthopaedic  Surgery, 
Duke  University  School  of  Medicine,  and  Chief  of  the 
Orthopaedic  Service,  Duke  Hospital,  Durham,  N.  C. ; 
Member  of  the  American  Orthopaedic  Association,  The 
American  Academy  of  Orthopaedic  Surgeons,  and  the 
International  Society  of  Orthopaedic  Surgery ;  in  col- 
laboration with  Richard  Beverly  Raney,  B.A.,  M.D., 
Instructor  in  Orthopaedic  Surgery,  Duke  University 
School  of  Medicine.  With  169  illustrations.  The  C.  V. 
Mosby   Company.   St.   Louis.  1937.  $5.00. 

The  author  promises  to  give  the  medical  stu- 
dent and  the  general  practitioner  the  funda- 
mentals of  orthopedic  surgery  in  a  concise  way, 
and  he  does  just  that.  He  strikes  a  happy  mean 
between  dogmatism  on  the  one  hand  and  a  con- 
fusing multiplicity  of  opinions  on  the  other.  Well 
is  the  principle  of  diagnosis  and  treatment  em- 
phasized rather  than  the  name  of  the  originator 
— or  alleged  originator.  The  price  recommends 
it,  too. 

An  excellent  book  is  this  and  gladly  is  it  wel- 
comed and  endorsed  for  daily  usefulness  in  the 
hands  of  all  doctors  who  have  the  care  of  ortho- 
pedic cases. 


MEDICAL  UROLOGY,  by  Irvin  S.  Koll,  B.S.,  M.D. 
F.A.C.S.,  Attending  Urologist,  Michael  Reese  Hospital. 
With  92  text  illustrations  and  6  color  plates.  The  C.  V. 
Mosby  Company,  St.  Louis,  1937.  $5.00. 

The  author  looked  over  the  field  and,  finding 
a  need  for  a  book  on  urology  of  practical  value 
to  the  general  physician,  has  undertaken  to  meet 
that  need. 

The  general  practitioner  is  urged  not  to  use 
irrigations  of  any  kind  during  a  gonococcal  in-  • 
vasion. 

Ointment  rather  than  liquid  injection  is  pre- 
ferred o-enerallv  in  the  treatment  of  acute  gon- 
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In  the  treatment  of 


BOILS,  CARBUNCLES 

and  similar 

ACUTE  SWELLINGS 


w- 


the    ideal    is    to    simultaneously 

•  Relieve  the  pain 

•  Withdraw  toxic  materials 

•  Stimulate  healing 

without  disseminating  the  infection. 


AntipkloifisiiM 

with  its  long-retained  heat,  hygroscopic  and 
therapeutic  qualities,  answers  all  these 
requirements  most  effectively. 


Generous  clinical  sample  and  literature 
free  on  request  from 

THE    DENVER    CHEMICAL    MANUFACTURING    COMPANY 

163    VARICK  STREET      •       NEW    YORK,  N.  Y. 
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orrhea. 

Directions  and  other  instructions  are  plain 
and  definite.  The  author  has  clear-cut  ideas  and 
he  presents  them  in  a  clear-cut  fashion.  The  re- 
sult is  a  book  which  can  be  depended  on  for  in- 
formation on  the  proper  management  of  this  class 
of  diseases. 


CATARACT:  Its  Preventive  and  Medical  Treatment,  for 
Specialists,  General  Practitioners  and  Students,  by  Edward 
Davis,  A.M.,  M.D.,  Formerly  Professor  of  Ophthalmology, 
New  York  Post-Graduate  Medical  School  and  Hospital 
(Columbia  University);  Consulting  Ophthalmic  Surgeon, 
New  York  Post-Graduate  Medical  School  and  Hospital; 
Manhattan  State  Hospital;  United  Port  Chester  Hospital, 
Ossining  Hospital,  N.  Y.  F.  A.  Davis  Company,  Philadelphia. 
1937.  $3.00. 

Cataract  is  a  threat  to  every  person  growing  old. 
Most  of  us  think  of  it  as  attacking  without  known 
cause,  and  as  being  amenable  to  surgical  treat- 
ment only. 

The  author  reminds  that  the  ancient  Babylonian 
code  provided  that  an  unsuccessful  cataract  oper- 
ation should  be  followed  by  cutting  off  the  fingers 
of  the  operator,  and  he  indicates  that  such  pro 
vision  exercised  a  wholesome  restraint  which  might 
be  in  order  today. 

We  are  told  that  subcapsular  senile  cataract  is  a 
metabolic  disease  of  the  lens,  and  that  toxemia  is 
the  major  cause. 

A  thorough  examination  of  the  eye  under  a 
mydriatic  is  urged  for  most  persons  past  40  years 
of  age  and  "cataract  can  always  be  discovered  in 
its  early  incipiency." 

As  a  basis  for  treatment  complete  physical  exam- 
ination with  metabolism  tests  as  indicated,  removal 
ol  foci  of  infection  and  treatment  for  constitutional 
conditions  discovered  play  important  parts.  Then 
comes  the  ''special,  specific  and  local  treatment" 
with  lens  protein. 

A  chapter  is  given  to  dietary  treatment,  one  to 
errors  in  refraction,  one  to  other  non-operative  treat- 
ment, one  to  case  reports,  and  a  final  chapter  to 
experiences  of  others  and  comments. 

It's  an  interesting  and  important  subject  well 
worthy  of  the  study  of  specialists  and  generalists. 


One  study  concludes  by  quoting,  and  in  agree- 
ment, the  statement  of  Paracelsus  that:  "In  each 
man  syphilis  assumes  the  character  as  predestined 
by  hereditary  and  constitutional  factors."  Three 
cases  of  polyneuritis  are  reported  in  members  of 
one  family,  as  developing  two  weeks  after  simple 
surgical  operations  under  ether  anesthesia.  Among 
the  interesting  conclusions  of  writers  quoted  are- 
There  is  no  correspondence  between  intracranial 
and  intraocular  pressure;  ergotamine  tartrate  is 
useful  in  migraine  and  its  untoward  effects  may  be 
prevented  by  1/100  gr.  atropine,  or  by  calcium 
gluconate  in  the  vein;  tendon  reflexes  may  be  exag- 
gerated by  having  the  patient  gaze  at  the  ceiling 
and  cough  just  as  the  tap  is  given;  major  psychoses 
appear  not  to  be  on  the  increase;  constitution  is  the 
essential  cause  of  obsessional  illness;  apparently 
20  mg.  of  ephedrine  increased  by  8'v  the  intelli- 
gence scores  of  38  persons  tested;  insulin  shock  is 
a  promising  treatment  for  dementia  praecox  cases; 
that  alkaline  powders  may  produce  symptoms  of  J 
poisoning  with  anorexia,  vomiting  and  personality 
changes  should  be  borne  in  mind  particularly  vn 
treating  cases  of  peptic  ulcer;  the  number  of  cases 
of  mental  impairment  due  to  head  injury  is  small; 
hypothyroidism  as  a  symptom  is  fairly  common,  as 
a  disease  it  is  rare;  hyperparathyroidism  is  a  fre- 
quent cause  of  urinary  lithiasis;  adrenal  cortex  may 
be  helpful  in  diphtheria  as  an  adjunct  to  antitoxin, 
particularly  when  the  patient  is  seen  late. 


THE  PRACTICAL  MEDICINE  SERIES  OF  YEAR 
BOOKS:  Series  1936.  The  Year  Book  Publishers,  Inc.,  30 -i 
S.  Dearborn  St.,  Chicago.  $3.00  postpaid. 

NEUROLOGY,  edited  by  Hans  H.  Reese,  M.D.,  Profes- 
sor of  Neurology  and  Psychiatry,  Univerity  of  Wisconsin 
Medical  School; 

PSYCHIATRY,  edited  by  Harry  A.  Paskind,  M.D.,  Ph. 
D.,  Assistant  Professor  of  Nervous  and  Mental  Diseases 
Northwestern  University  School  of  Medicine;  Attending 
Neurologist,  Evanston  Hospital; 

ENDOCRINOLOGY,  edited  by  Elmer  L.  Sevrdjghaus, 
M.D.,  Associate  Professor  of  Medicine,  University  of  Wis- 
consin Medical  School, 

In  one  volume. 


SENILE  CATARACT:  Methods  of  Operating,  3rd  re- 
vised edition,  with  chapters  bv  various  authors. 

OPHTHALMOSCOPY,  RETINOSCOPY  AND  RE-  1 
FRACTION,  4th  revised  edition,  with  new  chapter  on  j 
Orthoptics: 

Two  books,  both  illustrated,  by  W.  A.  Fisher,  M.D., 
F.A.C.S.,  Chicago,  Professor  of  Ophthalmology,  Chicago 
Eye,  Ear,  Nose  and  Throat  College;  Formerly  Professor 
of  Clinical  Ophthalmology,  University  of  Illinois;  Formerlv 
Surgeon,  Illinois  Charitable  Eye  and  Ear  Infirmary;  Form- 
erly President,  Chicago  Ophthalmological  Society;  Fellow 
of  the  Academy  of  Ophthalmology  and  Oto-laryngologv. 
Published  by  The  H.  G.  Adair  Printing  Co.,  Chicago.  1937. 
52.00  per  volume,  postpaid. 

Cataract.  The  preface  tells  us  that  this  edition 
represents  the  experiences  of  more  than  3,000  oper-   • 
ations  for  senile  cataract.  This  experience  plus  that 
of  the  five  other  distinguished  ophthalmologists  who  j 
have  contributed  chapters  must  account  for  a  book 
of  great  value. 

Oph.  Ret.  &  Refract.  The  author's  observation  is 
that  scarcely  two  per  cent,  of  practitioners  coming 
for  post-graduate  teaching  know  how  to  use  the 
ophthalmoscope,  and  his  opinion  is  that  such 
knowledge  may  be  easily  acquired  and  is  of  great 
value  in  general  practice.  His  book  aims  to  teach 
how  to  detect  disease  conditions  of  the  interior  of 
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the  eye  and  how  to  fit  glasses  when  indicated. 
The   new  chapter  on   orthoptics  deals  with  re- 
education  of   the   ocular   muscles   as   a   means   of 
treatment  of  strabismus. 


A  stimulating  and  instructive  book  on  a  subject 
of  great  interest  to  every  practitioner  of  medicine. 


HOW  TO  WIN  FRIENDS  AND  INFLUENCE  PEO- 
PLE, by  Dale  Carnegie,  B.Pd.,  B.C.S.,  F.R.G.S.  Litt.D  , 
President  of  the  Dale  Carnegie  Institute  of  Effective  Speak 
ing  and  Human  Relation,  50  East  42nd  St.,  New  York  City. 
Simon  and  Schuster,  New  York.  1037.  $1.96. 

This  review  will  consist  of  a  few  direct  quota- 
tions : 

When  dealing  with  people,  let  us  remember  we 
are  not  dealing  with  creatures  of  logic. 

As  a  group,  insane  people  are  happier  than  you 
and  I. 

Even  Queen  Victoria  was  susceptible  to  flattery. 

Bait  the -hook  to  suit  the  fish. 

Don't  criticise. 

Think  of  others. 

Charles  Schwab  said  his  smile  had  been  worth 
a  million  dollars. 

Remember  that  a  man's  name  is  to  him  the 
sweetest  and  most  important  sound. 

Look  at  things  from  the  other  man's  viewpoint 
and  try  to  get  him  to  say  "Yes,  yes." 


ESSENTIALS    OF    ELECTROCARDIOGRAPHY:    For 

the  Student  and  Practitioner  of  Medicine,  by  Richard 
Ashman,  Ph.D.,  Professor  of  Physiology,  the  Louisiana 
State  University  Medical  Center;  and  Director  of  the  Heart 
Station,  Charity  Hospital  of  Louisiana,  at  New  Orleans  and 
Edgar  Hull,  M.D.,  Assistant  Professor  of  Medicine,  the 
Louisiana  State  University;  and  Visiting  Physician,  Charity 
Hospital  of  Louisiana,  at  New  Orleans.  The  Macmillan  Co., 
New  York,  1937.  $3.50. 

The  authors  say  they  prepared  this  book  for  the 
practitioner  who  does  not  intend  to  specialize  in 
cardiology,  and  there  is  abundant  evidence  thai 
Ihey  did  not  lose  sight  of  their  objective  as  they 
went  forward  with  the  enterprise.  It  is  a  book  for 
conveying  rather  than  parading  knowledge.  It  is 
helpful  rather  than  showy,  and  it  will  well  repay 
careful  study  by  the  family  doctor. 

SURGICAL      PATHOLOGY      OF      THE      THYROID 

GLAND,  by  Arthur  E.  Hertzler,  M.D.,  Surgeon  to  the 
Agnes  Hertzler  Memorial  Hospital,  Halstead,  Kansas;  Pro- 
lessor  of  Surgery,  University  of  Kansas;  283  illustrations. 
J.  B.  Lippincott  Co.,  Philadelphia;  Montreal  and  London 
1936. 

This  is  another  volume  from  the  pen  of  that  rare 
Kansan  who  is  family  doctor,  pathologist,  surgeon 
and  professor  of  surgery.  He  elicits  the  evidence. 
Studies  it  from  every  angle  and  arrives  at  his  own 
conclusions.  He  deplores  the  lack  of  knowledge  of 
the  function  of  the  thyroid,  and  believes  that  with 
acquisition  of  this  knowledge  will  come  great  im- 
provement in  management  of  pathologic  states  of 
the  organ.  He  says  the  problem  can  not  be  solved 
by  the  surgeon  handing  the  pathologist  the  tissue  on 
the  end  of  a  stick. 


SYNOPSIS  OF  PEDIATRICS,  by  John  Zahorsky, 
A.B.,  M.D.,  F.A.C.P.,  Professor  of  Pediatrics  and  Di- 
rector of  the  Department  of  Pediatrics,  St.  Louis  Uni- 
versity School  of  Medicine,  and  Pediatrician-in-Chief  to 
the  St.  Mary's  Group  of  Hospitals ;  Fellow  of  the 
-American  Academy  of  Pediatrics ;  Assisted  by  T.  S.  Za- 
horsky, B.S.,  M.D.,  Instructor  in  Pediatrics,  St.  Louis 
University  School  of  Medicine,  and  Assistant  Pediatri- 
cian to  the  St.  Mary's  Group  of  Hospitals.  Second  edi- 
tion. The  C.  V.  Mosby  Company,  St.  Louis,  1937.  $4.00. 

This  edition  carries  many  new  sections,  notable 
among  them  being  those  on  Mental  Development, 
Contraindications  to  Breast  Feeding,  Stimulants, 
Nutritional  Edema,  Regional  Ileitis  and  Rectal 
Stenosis. 

Give  no  drug  unless  you  are  confident  it  will 
do  good  and  no  harm — is  the  key  to  the  book's 
drug  therapy. 

Childhood  regularly  exhibits  three  large  cycles 
of  accelerated  growth — so  it  is  not  to  be  expected 
that  a  child's  weight  will  increase  regularly.  Too 
much  washing  .of  the  nipples  extracts  the  fats 
from  the  skin  and  causes  chafing  and  cracking. 
Catering  to  capricious  appetites  is  not  good 
practice,  but  the  natural  demands  of  the  body 
are  not  to  be  disregarded. 
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The  mustard  pack  and  plaster  are  highly  re- 
garded. 

The  medicine  should  be  given  by  mouth  rather 
than  under  the  skin,  but  it  must  be  made  palat- 
able. 

Human  milk  is  the  best  food  for  human 
infants. 

Intraperitoneal  injection  is  not  devoid  of 
danger. 

Generally  the  child  is  best  treated  in  the  home. 
Hospitalization  always  acts  as  a  shock  to  young 
children. 

The  high  mortality  of  appendicitis — more 
than  50%  in  infants — can  be  much  reduced  by 
prompt  diagnosis  and  operation. 

From  the  foregoing  expressions  one  may 
judge  of  the  common-sense  character  of  this  little 
book,  which  is  all  meat. 


A  Review  of  1936  Literature  on  Obstetrics  and 
Gynecology 


(P.    R.    Billingsley,    Si 


(Extracts) 
rax    Palls.    S.    Dak.,    in    Jl.- Lancet, 
Feb.) 


Experiences  with  habitual  and  threatened  abortion  give 
emphasis  to  the  probable  value  of  thyroid  extract  and  lutein 
hormone  (corpus  luteum,  progestin).  In  abortion  in  prog- 
ress (incomplete,  septic),  much  reliance  may  be  placed  on 
the  newer  ergot  preparations  as  a  means  of  emptying  the 
uterus,  and  employing  digital  or  instrumental  curettage 
only  after  other  methods  failed.  Low  mortality  figures  a; 
further  argument  in  support  of  conservatism  in  treating 
abortion,  an  attitude  which  would  seem  to  be  gaining  in 
its  general  acceptance. 

Until  that  millenium  arrives  it  will  be  necessary  for  the 
surgeon  and  patient  each  to  guard  against  the  ease  with 
which  cesarean  section  may  be  done. 

Obstetrics  is  still  in  the  hands  of  the  general  practitioner 
to  a  large  extent  and  will  probably  remain  there. 
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WANTED 

Clinical  laboratory  worker,  trained  in  blood  chem- 
istry and  basal  metabolism  tests,  also  electrocardio- 
graphic and  x-ray  technique,  of  good  personality 
and  having  secretarial  and  receptionist  ability,  now 
employed,  desires  change  in  position. 

Address  DOCTOR'S  ASSISTANT,  in  the  care 
of  this  Journal. 

An  injured  eye  should  be  examined  minutely,  noting 
every  abnormality,  pathological  and  otherwise.  Also,  the 
patient's  own  detailed  statement  should  be  taken  down  ver- 
batim, for  at  this  time  few  have  thought  of  malingering  and 
so  most  will  make  a  true  statement  as  to  condition  of  eyes 
prior  to  injury. 

s.  M.  &  s. . 

License  in  One  State  Gives  Legal  Right  to 
Reciprocity  in  Any  State? 

(F.  A.  Fenning,   Washington,  in  Med.  Annals  D.  C,   Mar.)" 

Dr.  Lewis  B.  Thomson  had  been  refused  a  license  to 
practice  medicine  in  the  District  of  Columbia,  whereupon 
lie  made  application  to  the  Supreme  Court  of  the  District 
of  Columbia  for  a  writ  of  mandamus  to  compel  the  Board 
of  Medical  Supervisors  to  grant  the  license. 

The  Board  submitted  that  Dr.  Thomson  had  asked  for 
a  license  by  reciprocity  on  a  showing  that  he  had  been 
licensed  in  and  had  practiced  in  Maryland  for  more  than 
2  years  prior  to  the  date  of  making  his  application  in 
the  D.  C.  The  contention  of  the  Board  was  that  the 
requirements  in  the  State  of  Maryland  were  not  equiva- 
lent to  those  in  the   D.   C. 

The  Supreme  Court  of  the  D.  C.  refused  a  writ  of 
mandamus  and  an  appeal  was  taken  to  the  Court  of 
Appeals.  In  the  opinion  of  that  court,  the  rules  made 
by  the  Board  of  Medical  Examiners  were  not  regarded 
with  any  particular  sanctity.  The  Court  said :  "...  If 
the  contention  of  the  Board  be  correct,  it  lies  within 
its  power  to  prescribe  conditions  of  admission  to  the 
Boards  of  all  States  and  Territories  in  order  to  entitle 
any  of  their  licentiates  to  practice  in  this  District  ...  It 
is  against  public  policy  to  place  such  arbitrary  power  any- 
where, much  less  in  a  mere  medical  board." 

.  .  .  "It  is  well  settled  that  licensing  boards  are  not 
vested  with  personal  or  arbitrary  power,  but  are  subject 
to  the  control  of  the  courts  when  it  appears  that  they 
have  acted  arbitrarily  in  refusing  a  license." 

Concluding,  the  Court  of  Appeals  said: 

"The  answer  of  the  Board  totally  fails  to  set  forth 
any  legal  justification  for  its  refusal  to  grant  relator 
a  license  ...  It  was  its  duty  to  have  acted  favorably 
on  the  application.  Refusing  to  do  so,  the  relator  availed 
himself  of  the  only  remedy  afforded  him  and  the  court 
below  should  have  sustained  the  demurrer  and  issued 
the  writ." 

The  judgment  of  the  lower  court  was  reversed. 

S.   M.   &   S. 

The  return  to  the  home  town  of  the  "local  boy"  who  has 
made  good  in  the  big  city  is  rarely  what  it  might  be.  A 
young  banker  who,  after  eight  years  of  absence,  alighted  at 
the  station  of  the  town  of  his  birth.  There  was  no  one  on 
the  platform  whom  he  knew.  No  one.  Discouraged,  he 
sought  out  the  baggage  master,  a  friend  since  boyhood.  To 
him  at  least  he  would  be  welcome,  and  he  was  about  to 
extend  a  hearty  greeting  when  the  other  spoke  first. 

"Hello,  George,"  he  said.  "Goin'  away?" 
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"Peptic"  Ulcer* 

Hugh  H.  Trout,  M.D.,  Roanoke,  Virginia 


MY  own  mind  is  perfectly  well  convinced 
that  the  "peptic"  ulcer  patient  will  not 
obtain  the  best  treatment  until  the  medi- 
cal profession,  as  a  whole,  realizes  that  the  ulcer 
is  not  entirely  a  local  disease.  There  is  certainly 
something  wrong  with  the  picture  when  we  see 
internists  advocating  operations  on  ulcer  cases 
(apparently  especially  if  the  patient  is  of  the  neu- 
rotic type )  and  surgeons  continuing  to  operate  on 
such  cases  while  they  themselves  carry  soda  and 
crackers  in  their  pockets,  so  that  they  can  get 
along  without  too  much  distress  and  without  an 
operation.  In  other  words,  there  must  be  some 
facts  concerning  the  nature  of  these  ulcers  that 
we,  as  a  whole,  are  either  over-emphasizing  or 
under-estimating.  With  this  in  mind,  it  might  be 
well  for  us  to  review  briefly  some  of  the  theories 
concerning  the  etiology  of  these  ulcers,  and  see 
if  we  are  properly  evaluating  these  theories  in 
their  relationship  to  treatment. 

This  controversy  is  not  at  all  a  recent  one.  In 
1885  Dr.  W.  11.  Welch  published  his  monograph 
on  Sim  pic  Ulcer  of  the  Stomach,  and  devoted 
nine  pages  to  the  medical  treatment  and  only  a 
short  paragraph  to  the  possibilities  of  surgery.  At 
the  present  time,  surgical  treatment  occupies  more 
space  in  medical  literature.  Every  doctor  should 
satisfy  himself  whether  this  is  a  defense  mecha- 
nism or  the  result  of  excellent  recoveries  follow- 
ing operations.  This  is  what  I  hope  we  can 
do  together  today. 

The  frequency  with  which  ulcer  occurs  cannot 
be  accurately  determined.  Estimates  based  on 
autopsy  findings  are  not  accurate  for  many  ulcers 
heal  without  leaving  any  scar.  Also  only  a  small 
percentage  of  autopsies  are  obtained.  Many  ul- 
cers heal  without  producing  symptoms,  i  id  some 
cases  diagnosed  as  ulcer  do  not   have  ulcers. 

The  incidence  of  "peptic"  ulcer  is  very  mui  b 

'Presented    to   tht    New   Orl Graduate    Medical    Assembly, 


higher  in  Europe  during  the  last  few  years  than 
it  is  in  this  country.  It  might  be  well  to  meditate 
concerning  the  mental  strain  under  which  they 
live  in  relationship  to  the  neurogenic  theory  of 
ulcer  formation.  The  same  consideration  might 
well  be  given  to  the  fact  that  men  have  duodenal 
ulcer  three  times  as  frequently  as  women. 

For  centuries  before  Beaumont,  in  1822,  looked 
through  the  opening  made  by  a  shotgun  in  the 
stomach  of  Alexis  St.  Martin,  doctors  have  pon- 
dered as  to  why  the  gastric  juices  did  not  digest 
the  stomach,  and  there  is  still  much  we  do  not 
know  on  this  subject.  The  resistance  to  diges- 
tion of  the  gastric  mucosa  has  been  the  play- 
ground of  research  for  centuries. 

As  you  know,  Dragstedt  demonstrated  that  an 
opening  can  be  made  in  the  stomach  and  a  part 
of  the  spleen  put  through  this  bole,  and  the  gas- 
tric juices  will  not  digest  the  spleen  as  long  as 
there  is  no  interference  with  its  blood  supply. 
This  looked  like  digestion  was  prevented  by  the 
circulation;  but,  if  a  pouch  of  the  stomach  is  sep- 
arated from  the  duodenal  secretions,  and  a  por- 
tion of  the  spleen  with  its  circulation  unimpaired 
put  in  this  pouch,  the  spleen  is  promptly  digested. 
This  is  not  only  true  of  tin-  spleen,  but  of  the  kid- 
iK-\  i  r  any  other  organ  whose  accessibility  allows 
it  to  he  so  manipulated.  This  led  us  to  the  I"  In  I 
that  the  digestion  of  tin-  stomach  mucosa  was 
prevented  bj  mixing  the  gastric  juices  with  bile, 
pancreatic  secretion,  Food,  etc.  Mann  has  re 
peatedl)  proven  thai  in  dogs  a  jejunal  ulcer  will 
lop  following  a  gastroenterostomy  if  the 
mtenl  bathe  the  anastomosis.  I  tow- 
ever,  if  the  contents  of  the  duodenum  are  ide 
into  the  ileum  and  awa\  from  the  stomach, 
jejunal  uli  i  i  s  develop  in  all  cases. 

Much  research  work  bas  been  recently  done 
t.i  pr.  ve  thai  the  gastic  mucus  has  somi    : 
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tire  action,  that  an  antipepsin  is  developed,  that  some  boy  have  for  some  particular  girl.  How- 
the  capillaries  of  the  mucosa  have  a  neutralizing  ever,  we  will  all  have  to  admit  such  affinities, 
power  due  to  the  alkalinity  of  the  blood,  etc.  It  Anyhow,  if  we  want  to  cure  "peptic"  ulcers,  all 
is  interesting  and  helpful  to  note  that  Stalker  of  possible  foci,  such  as  bed  teeth  and  tonsils,  in- 
the  Mayo  Clinic  has  recently  been  able  to  produce  fected  gallbladders,  appendices— any  chronic  in- 
chronic  "peptic"  ulcers  in  dogs  by  the  giving  fection— will  have  to  be  given  serious  consider- 
of  cinchophen.  If  the  dogs  are  put  on  a  modified  ation  and  proper  attention.  Every  surgeon  has 
Sippy  diet  with  the  alkaline  powders,  no  ulcers  had  happy  results  in  the  treatment  of  "peptic" 
develop  even  if  the  cinchophen  is  continued.  If  ulcer  follow  the  removal  of  a  focus  of  infection. 
gastric  mucus  and  a  bland  diet  was  substituted  for  However,  most  of  us  have  had  some  unhappy 
the  Sippy  method  and  about  one-half  of  the  dogs  experiences  with  the  removal  of  foci  which  we 
developed  ulcer  when  the  cinchophen  was  contin-  had  no  real  reason  to  believe  to  be  guilty.  The 
ued.  With  5  c.c.  of  4-per  cent,  solution  of  histidine  determination  of  this  guilt  requires  very  serious 
monohydrochloride  given  daily  and  the  cincho-  consideration.  However,  all  possible  foci  of  m- 
phen  continued  every  dog  developed  an  ulcer.  In  fection  should  be  removed  anyhow,  regardless  of 
dogs  with  a  gastrojejunostomy,  cinchophen  pro-  the  "peptic"  ulcer,  provided  such  removal  can 
duced  a  gastritis  but  no  ulcers.  be  done  without  harm  to  the  patient. 

Recently    Sandweiss   produced    some   improve-  Perhaps  the  neurogenic  and  circulatory  theories 

ment  by  the  parenteral  administration  of  histidine  are  tne   most  overlooked,  especially   in   relation-  * 

(larostidin).   "Remissions  produced  may  be  ex-  snip  t0  tne  proper  treatment  of  "peptic"  ulcers, 

plained    as   psychic    effects,   added   confidence   in  you   will   recall    that   the   stomach   is   innervated 

'something   new'    instead   of   the   'same   diet   and  j,y  both  vagus  and  sympathetic   fibers   from  the 

powders'    (so    well    known    to    ulcer    patients),  celiac  plexus.    There  has  been  much  experimental 

Greater    encouragement    due    to    more    frequent  xvork  t0   demonstrate   that   a   "peptic"   ulcer   can 

visits  to  the  physician  and  nurse  as  well  as  persist-  ])e  made  chronic  by  various  types  of  interference 

ence  in  treatment."  He  further  states  that  he  ob-  wjtn  tnese  nerves.     Clinical  observation  tends  to 

rained   his  best   results   by   alternating   the   diet-  confirni  the  experimental  work. 

alkali  management  with     the     parental     therapy.  Certainly   the   experiments   of    Gray   done    on 

however,  keeping  the  patient  on  a  bland  diet  all  10Q  stiulents  snow  very  definitely  the  important 

the  time.     He  does  not  believe  that  at  present  part  played  bv  smoking  in  the  proper  treatment 

there  is  any  parenteral  product  specific  for  "pep-  q{  ««peptic»  uicer.     These  students  were  between 

tic"  ulcer.  20  and  40  years  of  age,  and  all  had  smoked  for 

The  foregoing  discussion  of  the  digestive  or  ^  ^^  fivg  years      He  divided  these  cases  into 

corrosion  theory  as  regards  the  possible   forma-  twQ  groups .  ' 
tion  of  "peptic"  ulcer  suffices  only  to  prove  that 

,,,■••        ,                    r«-i~  t„  Ar.   ™,tU  Grouh    -J— Those  showing  functional  disturbances 

probably  gastric  juice  has  very  little  to  do  with  Heartburn 20 

the  starting  of  the  ulcer,  but  plays  an  important  Duodenal  ulcer  symptom  complex 10 

part  in  converting  such  an  ulcer  into  a  chronic  Pylorospasm    l0 

state,  and  that  gastric  juice  has  to  be  carefully  Probable  gastritis   

considered  in  the  cure  of  a  "peptic"  ulcer.  All  symptoms  disappeared  in  this  group  shortly 

Gastric  juice  kills  most  bacteria  so  quickly  that  after  the  cessation  of  smoking, 
there  are  few  adherents  to  the  theory  that  "pep-  Group   B— Fifty  patients   on   whom  the  diagnosis   of 
tic"  ulcers  are  due  to  direct  attack  of  the  organ-  duodenal   ulcer  had   been  previously   made  by  x-ray  ex- 
isms    themselves       However.    Rosenow's    theory  animation. 

isms    tnemsenes.      xiu            ,                                   j  AI  mhers  0f  tnjs  ?r0up  showed  an  increase  m 

of   the   selective   affinity  of    streptococci   for   the  lviemueis                 s       p 

ot   tne   selective   im      >  rastric  secretion  and  aciditv  it  they  smoked  on  a 

stomach  and   duodenum   is    very    generally    ac-  gasmc  «*•  e                          -             - 

....            ,    •   ri           (  l  fastmo-    stomach,   or   two    houis     alter    a    meai. 

ceoted      He  expressed  this  theory  briefly  as  fol-  lasun,,    ™^. 

bws-  "The  small  ulcer  of  the   stomach  and  of  Smoking  with  the  meal  produced  the  least  ,ecre- 

the    duodenum    in    man    is    primarily    due    to    a  tory  and  motor  response. 

localized  hematogenous  infection  of  the  mucous  The  therapeutic  response  was  largely  in  pro- 
membrane  by  streptococci."  Frankly,  I  cannot  portion  to  the  extent  to  winch  smoking  was  de- 
comprehend  this  selective  affinity  any  better  than  creased.  There  were  five  patients  in  this  group 
I  understand  the  selective  affinity  which  we  see  who  smoked  30  or  more  cigarettes  daily,  and  in 
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whom  medical  management  failed  to  bring  about 
an  improvement:  until  tobacco  was  completely 
withdrawn.  These  five  were  tested  with  alleged 
denicotinized  products  and  the  results  were  the 
same  as  when  the  usual  product  was  used.  All 
100  of  these  cases  were  tested  for  allergic  reac- 
tion to  tobacco  extract  and  all  found  negative. 

These  "peptic"  ulcers  can  also  be  made  chronic 
by  interference  with  the  blood  supply  ( substances 
injected  into  the  blood  circulation  which  act  as 
emboli  in  the  region  of  the  ulcer).  Clinically 
it  would  seem  as  if  arteriosclerosis  does  not  play 
a  part  in  the  causation  of  "peptic"  ulcers  for  such 
ulcers  usually  begin  before  the  age  of  arterio- 
sclerosis. 

The  right  gastric  artery  and  the  gastroduodenal 
artery  with  its  supraduodenal  branch  supply  the 
region  in  which  most  ulcers  of  the  stomach  and 
duodenum  occur.  The  anastomoses  between  the 
vessels  are  fewer  than  most  anywhere  else  in  the 
body,  therefore  any  interference  with  the  blood 
supply  of  this  region  does  not  lessen  the  compen- 
sating effects  of  a  more  generous  field  of  anas- 
tomosis. These  vessels  also  form  an  arch  and 
when  the  patient  is  in  an  erect  position  there  is 
a  tendency  to  constrict  the  lumen  of  the  vessels. 
This  is.  perhaps,  the  explanation  of  the  important 
(and  frequently  overlooked)  part  played  by  rest 
in  bed  in  the  treatment  of  these  ulcers. 

A  carefully  taken  and  well  considered  history' 
not  only  aids  in  directing  the  treatment  of  the 
case,  but  assists  in  making  the  correct  diagnosis. 

The  diagnosis  of  "peptic"  ulcer  should  be  con- 
sidered in  every  patient  with  boring  abdominal 
pain.  (Gastric  ulcer  pain  is  usually  increased 
by  the  taking  of  food,  and  the  "hunger  pains"  of 
the  duodenal  ulcer  are  usually  relieved  by  eat- 
ing). Further  confirmation  is  given  if  there  is 
nausea  or  vomiting  associated  with  that  pain. 
If  the  vomitus  contains  blood  or  blood  is  found 
in  the  stools,  then  the  diagnosis  of  "peptic"  ulcer 
is  even  more  likely  to  be  correct.  Bright  red 
blood  indicates  that  such  has  been  vomited  almosl 
immediately,  and  has  not  remained  in  the  stomach 
long  enough  to  look  like  coffee-grounds. 

To  be  certain  about  the  proper  value  to  be 
placed  on  the  finding  of  blood  in  the  stools,  the 
patient  should  have  been  on  a  meat-free  diel  for 
at  least  three  days  before  such  stool  examina- 
tions. \K"  be  certain  that  the  blood  is  not  com- 
ing from  snme  rectal  trouble  or  from  the  teeth 
or  the  throat. 

Chemical   gastric  analysis  not   only   assists   in 


making  the  correct  diagnosis  of  "peptic"  ulcer, 
but  gives  very  valuable  aid  in  directing  the  treat- 
ment, whether  such  treatment  be  medical  or  sur- 
gical. Of  course.  MCI  is  usually  increased  in 
the  ulcer  cases,  while  it  is  generally  decreased 
in  the  cases  having  carcinoma.  It  is  interesting 
to  recall  that  Carlson  thinks  that  there  is  no  hyp- 
ersecretion of  gastric  juices  in  the  "peptic"  ulcer 
cases,  but  that  there  is  a  retention  due  to  the 
pylorospasm.  Finally,  the  x-rays  usually  make 
the  suspected  diagnosis  certain  by  not  only  dem- 
onstrating the  ulcer,  but  by  giving  its  size  and  its 
location.  Blood  examinations  are  of  great  value 
both  in  estimating  the  general  condition  of  the 
patient  and  in  making  a  differential  diagnosis  be- 
tween   "peptic"    ulcer   and   the    various   anemias. 

I  believe  all  doctors  agree  on  two  points  in  the 
treatment  of  these  ulcers :  First,  that  all  "peptic" 
ulcer  cases  should  be  given  an  honest  and  intelli- 
gent test  by  medical  methods  until  there  is  no 
reasonable  hope  of  relief  by  such  means;  second, 
that  surgery  in  itself  does  not  cure,  and  that  a 
continuation  of  the  medical  treatment  is  re- 
quired after  the  operation.  In  other  words,  the 
operation  is  only  an  incident — though  often  a 
very  important  one — in  the  treatment  of  "peptic" 
ulcer. 

The  length  of  time  a  patient  remains  on  medi- 
cal treatment  can  be  learned  only  by  an  intense 
study  of  that  individual  case.  There  are  some 
general  rules  which  are  of  aid.  For  example: 
if  the  ulcer  is  in  the  stomach,  the  length  of  time 
it  is  safe  to  observe  it  depend.-  largely  on  the 
likelihood  of  cancer  being  ingrafted  on  an  old 
ulcer,  and  if  the  x-rays  demonstrate  the  crater 
i«l  the  ulcer  tn  be  larger  than  a  quarter  of  a 
dollar,  experience  has  shown  that  it  should  be 
removed  without  much  delay.  Perhaps  it  would 
be  well  to  determine  the  size  of  the  nicer  by  x-ray 
examination  and  if  it  is  smaller  than  one-half 
inch  in  diameter,  put  the  patient  to  lied  for  three 
weeks,  and  if  the  \  rays  show  improvement  at 
the  end  of  that  time,  further  continuation  of  the 
medical    treatment    is    justified. 

I  in-  clinical  improvement  as  an  index  in  such 
cases  without  x-ray  assistance  is  dangerous.  With 
ulcers  of  the  duodenum  the  time  factor  i-  not  as 
important  in  its  relationship  to  cancer,  for  pri- 
mary carcinoma  of  the  duodenum  is  practically 
unknown. 

The  question   when   b  hould   be  de- 

cided by  a  frank  discussion  between  the  patient. 
tin    doctor    and    the    surgeon.      While    properly 
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applied  surgery  has  given  many  satisfactory  re- 
sults with  "peptic"  ulcer,  I  feel  the  time  has  ar- 
rived when  surgeons  should  should  admit  that 
there  is  still  room  for  improvement  in  selecting 
both  the  type  of  the  operation  and  the  character 
of  the  patient  on  when  the  operation  is  to  be 
done. 

Of  course,  perforation  and  hemorrhage  de- 
mand immediate  surgical  aid.  It  is  probable  that 
many  perforations  progress  very  slowly  on  the 
posterior  wall  and  that  such  openings  are  blocked 
by  the  pancreatic  tissue.  In  the  anterior  wall 
there  is  no  such  protecting  organ,  and  the  earlier 
such  openings  are  closed  the  better  are  the 
chances.  This  diagnosis  is  usually  easily  made 
on  the  correct  interpretation  of  the  history,  sud- 
den pain  in  the  abdomen  and  symptoms  of  shock. 

In  Roscoe  Graham's  series  of  51  cases,  in 
only  seven  was  perforation  the  first  symptom. 
One-third  of  his  cases  showed  an  aggravation 
of  the  ulcer  symptoms  a  few  days  before  perfor- 
ation. The  pain  associated  with  coronary  throm- 
bosis is  more  insidious.  The  pain  of  the  acute 
hemorrhagic  pancreatitis  usually  carries  with  it 
more  shock  than  is  found  in  a  perforated  "peptic" 
ulcer.  With  a  flat  x-ray  picture  taken  before 
operation  air  can  be  frequently  demonstrated  in 
the  upper  abdomen.  It  is  interesting  to  note 
that  F.  L.  Lewis  has  demonstrated  that  air  re- 
mains in  the  peritoneal  cavity  for  six  weeks  fol- 
lowing any  laparotomy.  A  fundamental  surgi- 
cal principle  applicable  to  all  emergency  surgery 
is :  "The  patient  should  be  treated  solely  for  the 
lesion  creating  the  emergency."  The  surgeon's 
responsibility  is  to  save  the  patient's  life,  and 
not  to  unnecessarily  subject  him  to  the  hazards 
of  radical  surgery  in  order  to  prevent  operations 
that  might  be  indicated  at  some  future  date,  and 
at  a  time  when  he  can  stand  more  extensive  pro- 
cedures. We  have  closed  all  our  perforations 
with  pursestring  and  mattress  sutures,  but,  if  the 
opening  is  very  large  the  placing  of  an  omental 
graft  as  advocated  by  Graham  is  certainly  indi- 
cated. However,  some  excellent  surgeons  feel 
that  more  radical  procedures  can  be  done  at  the 
time  of  perforation  without  jeopardizing  the 
patient's  life. 

A  few  years  ago  a  gastroenterostomy  done  im- 
mediately after  the  closure  of  the  perforation 
was  justifiable  in  order  to  prevent  gastric  disten- 
sion and  to  aid  in  the  cure  of  the  ulcer.  The  use 
of  the  duodenal  tube  prevents  this  distension  and 
the  improvement  in  the  medical  handling  of  these 


cases   no   longer   justifies   this   additional   risk. 

Graham  further  advocates  delaying  the  oper- 
ation long  enough  to  restore  the  patient's  fluid 
balance  by  giving  intravenous  medication  and  ap- 
plying heat.  He  also  advocates  the  employment 
of  spinal  anesthesia,  for  he  considers  the  strain- 
ing of  the  patient  while  going  to  sleep  dissemi- 
nates the  escaping  fluid.  With  a  competent  an- 
esthetist,  I  do  not  believe  this  occurs.  We  have 
found  ethylene  with  a  little  ether  satisfactory. 

Of  course,  no  intraperitoneal  drainage  is  in- 
stituted in  these  cases,  for  the  high  acidity  of 
the  stomach  contents  in  the  ulcer  cases  prevents 
bacterial  invasion  for  a  long  period  after  perfor- 
ation, and  experience  has  demonstrated  that  intra- 
peritoneal draining  in  these  cases  is  harmful  ex- 
cept in  the  much  delayed  cases,  and  even  then 
drainage  should  be  done  in  parts  remote  to  the 
closed  opening.  In  the  cases  that  are  greatly 
contaminated,  we  employ  stay  sutures  of  silver 
wire,  or  some  other  non-absorbable  material  in 
the  incision  after  closing  the  peritoneum.  We 
then  pack  the  incision  open  with  antiseptic  gauze. 
This  gauze  is  removed  in  about  a  day,  and  the 
incision  closed  by  tightening  the  stay  sutures. 

In  1935  we  obtained  information  from  over 
100  surgeons  throughout  America,  and  a  little 
over  90  per  cent,  of  these  did  not  use  drainage  as 
a  routine.  The  remainder  used  drainage  in  the 
pelvis  or  in  the  flank.  All  of  this  group  drain 
in  late  cases  where  there  is  frank  formation  of 
pus. 

As  Graham  has  had  only  one  death  in  his  51 
cases,  his  views  are  worthy  of  serious  considera- 
tion, (inly  11  out  of  these  51  cases  had  sur- 
gical operations  for  the  persistence  of  the  symp- 
tiiiib  i if  "peptic"  ulcer  and  none  of  these  died. 
Lewisohn  reports  symptoms  persisting  in  39  per 
cent,  of  his  cases,  and  Sallick  even  reported  71 
per  cent,  of  his  cases  with  the  symptoms  persist- 
ing. As  both  Lewisohn  and  Sallick  made  the 
diagnosis  of  persistence  of  the  ulcer  on  purely 
clinical  grounds  these  percentages  might  lend 
themselves  to  modification  by  different  observers 

The  much  quoted  dictum  that  the  best  and 
safest  way  to  cure  an  ulcer  is  to  have  a  blow-out 
is,  of  course,  puerile,  but  certainly  such  a  blow- 
out makes  the  patient  take  his  medical  treatment 
more  seriously,  and,  therefore,  is  much  more 
effective. 

In  recent  years  some  surgeons  have  been  ad- 
vocating direct  attack  on  the  bleeding  point  in 
cases  with  massive  and  repeated  hemorrhages,  as 
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reported  by  Allen  and  Benedict. 

The  mortality  from  the  gross  hemorrhage  is 
higher  than  it  is  usually  considered  to  be.  Gold- 
man found  11.1  per  cent,  of  fatalities  in  a  series 
of  349  cases  of  large  hemorrhage.  Allen  and 
Benedict's  mortality  for  their  cases  was  14.5 
per  cent.,  while  in  Lahey's  series,  the  mortality 
was  5  per  cent.  In  none  of  these  cases  was  there 
any  operation.  Naturally,  the  older  the  patient 
the  greater  are  his  chances  of  bleeding  to  death, 
because  his  vessels  are  not  as  apt  to  contract  as 
readily  as  in  a  younger  patient. 

If  the  hemorrhage  comes  from  an  erosion  of 
a  vessel  in  the  posterior  wall,  the  adherent  pan- 
creatic tissue  associated  with  the  ulcer  is  apt  to 
hold  open  the  walls  of  the  bleeding  vessel.  As 
the  gastroduodenal  artery,  which  comes  from  a 
branch  of  the  hepatic,  anastomoses  freely  with 
the  pancreatoduodenal  artery,  which  comes  from 
a  branch  of  the  superior  mesenteric,  it  is  neces- 
sary to  ligate  the  vessels  posterior  to  the  duo- 
denum. This  is  what  the  Allen  and  Benedict 
operation  does,  but,  it  is  a  major  procedure  and 
should  certainly  not  be  undertaken  unless  the 
patient's  condition  becomes  progressively  worse 
in  spite  of  all  milder  treatment,  and  it  is  evident 
death  is  going  to  be  the  result  unless  the  vessel  is 
tied.  Trying  to  tie  the  vessel  quickly  by  a  trans- 
duodenal approach  and  enfolding  the  ulcer  by 
sutures  has  been  a  failure. 

If  the  Allen  and  Benedict  operation  is  under- 
taken, a  continuous  intravenous  transfusion  of 
either  blood  or  normal  saline  should  be  started, 
and  the  flow  of  the  drop  regulated  by  the  condi- 
tion of  the  patient  during  the  progress  of  the 
i ']  ieration. 

The  si  inner  the  medical  profession  forgets  the 
dictum,  "bleeding  ulcers  do  not  perforate  and 
perforating  ulcers  do  not  bleed,"  the  better  it 
will  be   for  the  ulcer  patient. 

Rest  in  bed,  morphine,  nothing  by  mouth,  tap 
water  by  rectum,  and  the  frequent  estimating  of 
the  blood  pressure  and  the  hemoglobin  consti- 
tutes about  all  that  can  be  done  for  these  cases. 
If  the  systolic  blood  pressure  drops  below  70, 
or  the  hemoglobin  goes  below  40,  small  and  re- 
peated blood  transfusions  are  indicated.  These 
transfusions  should  never  be  over  250  c.c.  at  a 
time.  Coagulants  have  proven  of  no  value  and 
gastric  lavage  is  distinctly  harmful. 

If  the  patient  recovers  from  a  massive  hemor- 
rhage, and  is  not  making  satisfactory  progress 
under  a  well  managed  medical  treatmenl   then  a 


partial  gastrectomy  with  removal  of  the  ulcer 
area  should  be  done  before  another  gross  bleed- 
ing kills  him. 

Repeated  small  hemorrhages  call  for  the  re- 
moval of  the  ulcer-bearing  area,  either  by  local 
excision  or  partial  gastrectomy.  Before  doing 
an  elective  operation  on  the  stomach,  the  follow- 
ing should  be  routine  in  every  case: 

Mouth  and  teeth  cleaned  and  put  in  proper 
condition  as  far  as  the  patient's  condition  will 
permit. 

If  gastric  retention  is  present  an  indwelling 
duodenal  tube  through  the  nostril  with  siphon 
suction  will  put  the  stomach  in  far  better  condi- 
tion for  any  operative  procedure. 

If  the  patient  is  dehydrated  his  fluid  balance, 
chlorides,  etc.,  should  be  restored  as  far  as  pos- 
sible by  blood  and  saline  transfusions  as  indicated 
by  blood  estimates. 

Operative  procedures  for  benign  lesions  are 
usually  divided  into  three  main  groups  as 
follows  : 

1.  Plastic  procedures  at  the  pylorus. 

2.  Gastroenterostomies. 

3.  Partial  gastrectomies  with  various  methods 
of  restoring  continuity. 

1.  Plastic  Procedures  yield  about  90  per 
cent,  of  permanent  symptomatic  relief.  The  symp- 
tomas  that  exist  in  the  remaining  10  per  cent,  are 
usually  different  from  those  before  operation. 
There  is  no  relief  from  soda  and  alkalies.  Most 
of  these  patients  show  marked  environmental  and 
neurogenic  factors.  Recurrence  of  the  ulcer  is 
very  infrequent.  X-ray  appearances  depend 
largely  on  the  length  of  time  after  the  opera- 
tion. At  first  there  is  delayed  emptying  time, 
but  in  a  few  weeks  the  stomach  empties  more 
quickly. 

2.  Gastroenterostomy  is  still  a  popular  opera- 
tion after  many  years  of  use  and  abuse,  and, 
therefore,  must  have  great  merit  in  certain  cases. 
Certainly  the  young  men  who  are  of  su-called 
nervous  temperament  and  have  a  high  gastric 
acid  contenl  should  not  be  subjected  to  this  pro- 
cedure. 1 1  is  very  likely  that  the  reduction  in 
acidity  with  this  operation  is  due  to  dilution. 

After  these  operations,  the  x-rays  show  at  first 
a  delayed  emptying  time  of  the  barium  meal,  but 
i    n  the  stomach  empties  earl) .     I  f  gastric  reten- 
tion pei   ists,  oi   the  patient  lias  mine  dis ifoi  I 

than  he  had  before  operation,  or  the  general  nu- 
trition is  impaired,  serious  consideration  should 
be  given  to  disconnecting  the  gastroenterostomy. 
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It  is  very  interesting  to  note  that  the  percentage 
of  the  development  of  a  jejunal  ulcer  varies  in 
different  clinics  from  3  to  over  50  per  cent.  This 
discrepancy  is  due  to  a  difference  of  opinion  as 
to  what  is  necessary  to  make  the  diagnosis  of 
jejunal  ulcer.  Most  surgeons  feel  that  the  cor- 
rect diagnosis  should  be  made  by  the  x-ray  in 
from  75  to  90  per  cent,  of  these  cases.  However, 
those  surgeons  who  state  the  percentage  of  je- 
junal ulcer  as  high  make  such  diagnoses  on  the 
clinical  symptoms  and  not  the  x-ray  findings. 

3.  Partial  Gastric  Resection  is  an  extensive 
operation,  no  matter  by  what  technique.  Some 
surgeons  do  it  far  better  and  quicker  than  others, 
but,  it  will  remain  a  major  operation  in  every 
surgeon's  hands  and  when  considering  the  advis- 
ability of  this  procedure,  it  is  well  to  recall  that 
a  living  problem  is  better  than  a  dead  certainty. 

I  feel  that  partial  gastrectomy  has  a  place  in 
the  treatment  of  ulcer  patients  who  have  had 
conservative  surgery  without  relief.  Also  with 
voung  nervous  men  who  have  large  quantities  of 
gastric  juice  of  a  high-acid  content. 

The  justification  for  this  operation  is  largely 
based  on  two  theories:  1)  that  a  nodal  center, 
which  controls  gastric  secretion  is  present  in  the 
lesser  curvature;  2)  that  the  mucosa  of  the  py- 
loric antrum  produces  a  hormone  which  stimu- 
lates secretion.  Neither  theory  has  been  proven 
either  experimentally  or  clinically. 

Following  the  partial  gastrectomy  operation, 
there  is  obviously  a  reduction  of  gastric  capacity 
which  requires  frequent  feedings.  This  does  not 
disturb  the  patient  much,  but  often  the  rapid 
emptying  of  the  food  into  the  jejunum  produces 
nausea,  sweating  and  prostration  shortly  after 
meals. 

It  is  interesting  to  note  that  Berg  reports  400 
cases  of  partial  gastrectomy  for  benign  ulcers 
without  a  recurrence,  while  Weir  found  57 
recurrences  in  418  patients.  This,  of  course, 
means  a  marked  difference  of  opinion  of  what 
constitutes  a  recurrence. 

Snell  believes  that  the  best  way  to  study  ac- 
curately the  results  of  partial  gastrectomy  is  to 
have  the  patient  admitted  to  a  hospital  bed.  then 
to  study  the  x-ray  findings  and  the  chemical 
analysis  in  relationship  to  the  patient's  attacks 
of  discomfort  or  pain.  For  example,  the  x-ray 
deformity  might  be  absent,  except  at  the  time 
that  the  patient  is  having  pain.  The  acidity  and 
alkalinity  also  differ  in  their  relationship  to  at- 
tacks of  pain. 


Weir  not  only  found  57  cases  of  recurrences, 
but  also  reported  gross  hemorrhage  in  25  per 
cent,  of  these  57. 

Out  of  the  418  cases  there  were  only  five  with 
a  complete  achlorhydria. 

Other  phenomena  to  concern  us,  in  addition  to 
recurrences  and  hemorrhages,  are  diminished 
capacity  and  rapid  emptying  time,  and  Weir 
found  symptoms  due  to  lack  of  sufficient  acid, 
excessive  regurgitation  and  numerous  mechanical 
difficulties. 

The  lack  of  acid  and  excessive  regurgitation 
can  be  benefited  by  giving  the  acid  by  mouth ; 
the  regurgitation  by  rest  combined  with  small 
feedings.  The  mechanical  difficulties  created  by 
the  removal  of  part  of  the  stomach  are,  as  a  rule, 
insurmountable,  and  the  patient's  condition  in 
many  cases  is  worse  than  before  the  operation. 

There  is  a  tendency  in  America  to  follow  the 
practice  of  Continental  Europe  regarding  the 
rather  wide  application  of  partial  gastrectomy. 
The  type  and  extent  of  the  "peptic"  ulcers  seen 
in  our  country  are  far  different  from  the  ones 
encountered  in  Europe,  and  they  should  be  treated 
differently. 

It  is  more  than  probable  that  the  mental  strain 
under  which  the  people  of  Continental  Europe 
have  been  living  for  the  past  20  or  more  years 
can  explain  this  difference. 

The  intention  of  this  paper  is  to  stress  the 
necessity  for  regarding  "peptic"  ulcers  as  local 
expressions  of  a  general  disease,  and.  as  such,  to 
emphasize  the  importance  of  the  application  of 
conservative  surgery  in  those  cases  where  any 
surgical  assistance  is  indicated  in  the  medical 
management  of  the  disease. 


Prostatic  Hypertrophy   As  An   Endocrine   Problem 

(V  H.  Bergmann,  Kansas  city.  Mo.,  in  Jl.  Mo.  Med. 
Assn.,    April) 

The  results  of  treatment  in  my  group  of  69  cases:  average 
age  44,  youngest  35,  oldest  62  years.  The  complaint  of  the 
average  patient  is  loss  of  general  physical  activity,  fatigue, 
insomnia,  frequent  and  difficult  micturition,  nocturia  and 
perineal  discomfort. 

It  has  been  my  method  to  give  a  water-soluble  hormone 
intramuscularly  twice  to  three  times  weekly  to  stimulate 
hypophyseal  growth  action  until  a  proper  balance  is  reached. 
Then  the  sex  hormone,  androstine,  is  given  for  the  stimu- 
lating action  of  the  seminal  vesicles,  Cowper's  glands  and 
the  testes.  The  inhibitory  action  of  the  prostate  then  becomes 
apparent  and  relief  of  the  patient  is  noted  in  a  feeling  of 
wellbeing,  a  decrease  of  nocturia  and  greater  care  in  void- 
ing, and  the  complete  cessation  of  perineal  pain. 
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Factors  in  the  Etiology  of  Peptic  Ulcer* 

Walter  P.  Adams,  M.D.,  Norfolk,  Virginia 


PEPTIC  ULCER  continues  to  exist  as  a 
baffling  enigma.  The  ever  increasing 
studies  on  this  subject  have  been  added  to 
its  complexity.  We  know  there  is  no  single  fac- 
tor or  allied  group  of  factors  responsible  for 
peptic  ulcer.  The  term  peptic,  applied  by  Quincke 
in  1879,  is  mute  evidence  of  belief  at  that  time 
of  the  role  of  the  gastric  juice  in  ulcer  formation. 
This  term  has  included  any  ulcer  in  the  formation 
of  which  gastric  juice  played  a  part.  His  idea 
regarding  local  causation  was  preceded  by  the 
statement  made  by  Cruveilhier,  describing  gastric- 
ulcer  in  1829,  that  gastritis  was  its  cause.  Its 
etiology  has  been  frequently  ascribed  to  purely 
local  causes  because  the  characteristic  lesion  was 
often  the  only  discernible  evidence  of  disease. 

As  ulcer  increased  alarmingly  in  incidence, 
various  characteristic  features  of  a  systematic  na- 
ture were  noted.  It  was  realized  to  be  a  disease 
of  civilization,  never  occurring  spontaneously  in 
the  lower  animals,  and  connected  in  some  way 
with  the  complexities  of  modern  life. 

Xot  having  been  proved  to  be  caused  by  any 
single  factor,  the  different  stages  of  ulcer,  the  ex- 
acerbations, quiescences  and  recurrences  must  be 
thought  of  as  due  to  various  combinations  of  local 
and  systemic  factors.  It  is  these  combinations 
and  their  intensity  of  action  which  cause  the  va- 
rious lesions  in  the  life  cycle  of  ulcer. 

A  great  number  of  hypotheses  have  been  ad- 
vanced to  explain  the  cause  and  changes  of  these 
lesions.  These  cannot  be  classified  without  over- 
lapping, but  may  be  grouped  under  the  following 
headings : 

Circulatory,    Traumatic,    Chemical,    Anatomic 
and  Neurogenic 

( JRCULATORY 

The  classical  hypothesis  of  Virchow  stated  es- 
sentially that  disturbances  in  the  veins  and  ar- 
terioles of  the  submucosa  resulted  finally  in  ne- 
crosis of  the  mucous  membrane,  and  peptic  action 
of  the  gastric  juice  then  caused  ulceration.  There 
is  considerable  evidence  to  continue  to  supporl 
this.  The  arterial  blood  supply  t<>  the  ulcer- 
bearing  area1  has  been  shown  to  lie  mit  ver\ 
plentiful,  and  a  slowing  of  the  blood  current  in 
these  areas  can  easily  predispose  to  embolism  ami 


thrombosis.  Jt  has  been  demonstrated  in  man 
and  experimental  animals  that  the  typical  ulcer 
lesion  causes  greatest  damage  in  the  muscle  and 
submucosal  layers2,  the  ulcer  origin  or  larger  area 
of  ulceration  evidently  occurring  in  these  deeper 
layers,  with  least  tissue  damage  showing  in  the 
mucosa.  Further  evidence  definitely  indicates37 
that  the  initial  lesion  is  a  wall  defect  and  that, 
depending  on  related  circumstances,  compara- 
tively few  lesions  actually  penetrate  the  mucosal 
wall  coat  to  form  the  raw  or  ulcerated  surface  so 
often  pictured.  Since  circulatory  abnormalities 
occur  in  many  ulcer  cases,  we  are  justified  in 
believing  that  the  circulatory  group  of  factors 
is  important  in  starting  erosion.  Other  factor 
groups,  however,  play  their  part  in  explaining 
why  such  vascular  changes  develop,  as  well  as 
explaining  progression  and  regression  in  the  ulcer 
cycle. 

Traumatic 

In  this  group  will  be  considered  all  traumatiz- 
ing influences  to  the  mucous  membrane  or  wall  of 
the  stomach.  Prominent  in  it  is  the  conviction 
of  Rosenow3  regarding  septic  emboli  settling  as 
tiny  nests  in  the  depths  of  the  tissue,  progressing 
into  inflammatory  areas,  some  of  which  go  on  to 
ulceration.  The  demonstration  that  certain  strep- 
tococcic strains  can  traumatize  only  certain  body 
tissues  has  been  corroborated  by  some  experi- 
menters, while  others4  have  failed  to  observe  this 
specific  effect.  Clinical  experience  cannot  answer 
the  question,  since  improvement  after  removal  of 
foci  of  infection  may  be  due  to  dietary  or  medical 
care,  or  to  a  natural  remission  of  the  disease. 

Gastritis  it  duodenitis,  diaphragmatic  hernia. 
foreign  bodies  or  irritating  substances,  the  rau- 
cosal  erosions  of  purpura,  all  present  good  ex- 
amples iif  pnssible  causes  (if  local  tissue  damage. 
Incidentally,  fault)  posture,  with  or  without  ulcer 
diathesis,  is  said  In  cause"'  the  costal  arch  t"  be 
pushed  inward,  compressing  tin  lesser  curvature 
and  'hi' i'Ii  num.  ami  producing  traumatic  ischem- 
ia, with  erosion  which  easily  can  continue  into 
ulcer  in  I  lie  presence  of  excessive  acidity. 

The  inflammator)  and  traumatic  types  of 
lesions  have  been  particularly  brought   to  recent 
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attention  because  of  greater  efficiency  in  x-ray 
relief  using  thin  coats  of  barium,  and  by  im- 
provement in  gastroscopic  technic  and  interpreta- 
tion. 

However,  it  is  felt  that  chronic  peptic  ulcer  is 
rarely  the  result  of  the  local  causes  just  named 
unless  some  additional  factor  is  present  to  per- 
petuate the  process.  This  group  of  factors  then 
represents,  as  did  the  previous  group,  only  one 
of  the  causes,  or  one  of  the  stages  of  peptic  ulcer. 
Chemical 

It  is  to  be  noted  that  the  lesions  of  peptic  ulcer 
habitually  occur  in  portions  of  the  stomach  and 
duodenum  which  are  constantly  bathed  with 
acid  chyme.  The  commonest  seat  of  ulcer  in  man 
is  in  the  first  part  of  the  duodenum,  where  the 
onrushes  of  acid  stomach  juices  are  met.  diluted, 
neutralized  and  buffered  for  acceptance  by  the 
intestine.  Tissue  damage  consistently  occurs  in 
these  areas  when  there  is  an  absolute  or  relative 
excess  of  hydrochloric  acid.  Four  independent 
secretions  of  the  gastric  glands  have  been  dem- 
onstrated7, the  principal  one  being  an  isotonic 
solution  of  practically  pure  hydrochloric  acid.  Ex- 
periments8 show  the  concentration  of  hydro- 
chloric acid  necessary  for  the  digestion  of  living 
frog  tissue  to  be  0.1  to  0.15%,  and  that  the  free 
acid  present  in  pure  gastric  juice  is  four  or 
five  times  that  amount.  Beuchner  stimulated 
gastric  acidity  in  rats  with  histamine  and  pro- 
duced ulcers;  he  also  used  1.5%  hydrochloric  acid 
in  the  stomachs  of  cats,  producing  erosive  gas- 
tritis'-'. These,  and  many  other  experiments  have 
shown  what  an  important  part  an  increase  in  gas- 
tric hydrochloric  acid  plays  in  the  erosion  of 
tissue.  By  some  late  observers10,  pepsin  is  thought 
to  play  no  part  in  assisting  the  acid  portion  of 
gastric  juice  to  attack  mucosal  cells. 

A  continued  increase  in  acid  secretion  calls 
forth  a  vigorous  effort  on  the  part  of  gastroduo- 
denal  cells  to  throw  out  defenses  against  the  in- 
creased tendency  to  erosion.  Fluctuation  of  acid 
secretion  occurs  normally11,  allowing  these  cell 
defenses  to  rest  from  time  to  time.  The  main 
cell  defenses  are  dilution  and  neutralization 
brought  about  first  by  the  gastric  mucus,  and 
secondly  through  regurgitation  of  the  duodenal 
contents11. 

The  extreme  importance  of  these  defenses  is 
shown  by  widely  repeated  and  modified  animal 
operation1-,  which  demonstrate  the  immediate 
formation  of  ulcer  where  gastric  juices  first  irq- 
pinge  on  tissue  temporarily  deprived  of  the  alka- 


line juices  of  the  duodenum.  Not  only  does  this 
experimental  ulcer  form  readily,  but  it  equally 
readily  disappears,  provided  the  acid  gastric  juice 
is  made  to  return  to  a  part  of  the  intestinal  tract 
where  the  defense  forces  are  present. 

The  efficient  defense  power  of  the  duodenal 
contents  depends  on  its  remarkable  reserve  func- 
tion13. This  involves  a  chemical  combination  of 
duodenal  secretion,  pancreatic  juice  and  bile. 
Duodenal  secretion  contains  the  alkaline  secretion 
from  Brunner's  glands,  which  has  been  demon- 
strated in  dogs  to  flow  copiously  after  acid  feed- 
ings14, also  the  hormone  enterogastrone15  which 
has  been  isolated  and  proven  to  retard  gastric  se- 
cretion through  inhibiting  motility.  Pancreatic 
juice  has  recently  been  shown  to  have  at  least 
twice  the  alkalinity  of  bile  and  by  some  is  thought 
to  be  the  most  important  of  these  three  in  main- 
taining the  alkaline  reaction  of  the  duodenal  con- 
tents. In  a  recent  study  bile  has  been  excluded 
from  the  duodenum  without  seeming  to  alter  the 
acidity  or  alkalinity  of  the  duodenum  at  all. 

Another  chemical  factor  involving  tissue  de- 
fense is  one  of  the  gastric  juice  components,  being 
a  buffer-containing  secretion7  which  neutralizes 
and  dilutes  the  gastric  hydrochloric  acid.  It  is 
supposed  to  be  similar  chemically  to  blood  plasma. 

Leaving  tissue  defense  for  pure  chemistry, 
some  foreign  and  some  American  workers  have 
recently  been  convinced17  that  the  deprivation  of 
certain  amino  acids  result  in  ulcer  formation,  and 
that  the  replacement  of  histidine  ( Larostidin )  by 
injection  controls  its  progression.  An  interest- 
ing effect  of  these  injections  will  be  mentioned 
later. 

Also  under  the  heading  of  chemistry  comes 
the  deprivation  of  Vitamin-B,  the  lack  of  which 
in  animals38  produces  gastric  ulcers. 

Gastric  mucin  plays  no  part  in  etiology18,  but 
is  supposed  to  coat  an  ulcer,  protecting  it  against 
the  gastric  secretion,  and  relieving  the  symptoms. 
It  does  not  act  by  neutralization. 

The  old  contention  that  an  ulcer  occurs  from 
a  chemical  blood  imbalance  brought  about  by 
lowered  alkalinity  of  the  blood  in  mucosal  capil- 
laries (Pavy),  has  been  recently  expressed  diff- 
erently in  the  belief19  that  ulcer  is  due  to  a  pri- 
mary acidosis  of  the  tissues. 

The  action  of  all  these  chemical  factors,  and 
less  important  ones  not  mentioned,  involves  the 
daily  level  of  gastric  acidity  and  its  relation  to 
gastric  ulcer.  The  acid  level  controls  the  con- 
version of  an  erosion  into  an  ulcer.     Since  the 
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tissues  are  not  intended  to  counteract  a  contin- 
uous hyperacidity,  the  ahove  mentioned  defense 
factors  eventually  wear  out.  and  a  primary  ero- 
sion of  the  mucosa  results.  However,  danger  of 
actual  ulcer  is  far  greater  as  a  result  of  these 
acid  and  defense  factors,  plus  factors  from  other 
groups.  In  other  words,  to  cause  peptic  ulcer, 
this  chemical  group  of  factors  is  usually  thought 
of  as  acting  in  conjunction  with  other  forces. 
Anatomic 

For  years  many  observers  have  expressed  the 
belief  that  there  is  a  characteristic  appearance 
of  ulcer  patients.  A  recent  report-"  of  2185  per- 
sons of  widely  divergent  build,  all  having  normal 
gastric  analyses,  minimizes  this  anatomic  factor. 
Other  investigators21  have  shown  that,  with  few 
exceptions,  there  were  no  anatomic  characteris- 
tics distinctive  of  patients  with  peptic  ulcer.  Their 
studies  also  included  cholecystitis  and  diabetes 
mellitus.  Thus  we  see  that  general  anatomic 
change  or  distinctive  body  form  cannot  be  thought 
of  as  a  cause  of  ulcer,  but  as  a  result  of  charac- 
teristic changes  in  other  systems  of  the  body, 
which  themselves  have  connection  with  ulcer 
causation. 

Neurogenic 

Psychic  disturbances  are  strikingly  the  same 
in  many  ulcer  patients,  and  the  psychic  part  of 
ulcer  diathesis  is  well  accepted.  Recent  reports 
emphasizing  such  value  show22  that  relief  of  ac- 
tive duodenal  ulcer  pain  was  obtained  in  more 
cases  from  saline  injections  than  from  histidine 
injections,  and  also23  that  daily  injections  of  dis- 
tilled water  relieved  the  symptoms  in  about  one- 
half  of  a  series  of  peptic  ulcer  cases. 

Other  psychic  factors  are  present  in  ulcer  cases. 
It  has  been  brought  out  that  the  infrequency  of 
ulcer  in  all  types  of  Southern  negroes  is  not  a 
racial  immunity  to  ulcer.  A  series24  dealing  with 
industrial  negro  workers  around  Chicago,  shows 
their  frequency  of  ulcer  to  be  similar  to  that  of 
the  white  race  under  similar  working  and  living 
conditions.  Evidently  the  lack  of  ulcer  incidence 
in  Southern  negroes  under  all  conditions  is  due 
to  psychological  differences  from  the  white  race. 
Only  those  negroes  are  susceptible  to  ulcer  who 
are  out  of  their  easy-going  native  environment, 
and  facing  the  complexities  of  life,  have  acquired 
the  habit  of  worry  which  is  more  peculiar  to  the 
white  race.  But  it  is  not  clear  just  what  portion 
or  portions  of  the  nervous  system  are  at  fault  in 
originating  local  changes  causing  ulcer. 

Other  neurogenic   factors  have  directly  to  do 


with  the  autonomic  nervous  system.  Stimula- 
tion of  the  parasympathetic  nervous  system 
causes,  among  other  effects,  three  frequent  pre- 
cusors  of  ulcer,  namely,  hypermotility,  hyperse- 
cretion, and  pylorospasm.  Continuous  irritability 
of  this  system  producing  pyloric  ischemia,  then 
erosion,  and  ulceration,  is  the  hypothesis25  of  a 
widely  quoted  advocate  of  a  neurogenic   factor. 

The  classic  example  of  parasympathetic  drug 
stimulation  is  through  pilocarpine,  while  atropine 
counteracts  the  stimulatory  effects.  The  vagus 
is  part  of  the  parasympathetic  system.  One  con- 
tention211 is  that  irritability  or  actual  neuritis  of 
the  vagus  nerve  causes  peptic  ulcer.  Conversely 
it  has  been  shown27  that  section  of  the  vagus  in 
controlled  experiments  decreases  the. .acidity  of 
gastric  secretion.  Others28  have  dissected  the 
vagus  nerves  of  the  stomach  and  prevented  the 
occurrence  of  ulcers  which  ordinarily  would 
occur. 

Less  known  of  in  relation  to  peptic  ulcer,  is 
the  sympathetic  system.  This,  if  stimulated, 
causes  hypochlorhydria,  gastric  atony,  lessened 
peristalsis,  vasomotor  and  emotional  stimulation, 
tachycardia,  and  palpitation.  Drug  stimulation 
of  the  sympathetic  system,  which  should  neutral- 
ize parasympathetic  stimulation,  is  through  ad- 
renalin, checking  motility  and  drying  secretions, 
although  clinically  atropine  is  used  to  directly 
counteract  parasympathetic  stimulation  because 
of  ease  of  administration  and  more  lasting  effects. 

Ml  the  autonomic  organs  have  this  dual  nerve 
supply,  the  components  of  which  are  antagonistic. 
These  mutually  antagonistic  actions,  parasympa 
thetic  and  sympathetic,  provide  a  protection  bal- 
ance as  long  as   function  remains  normal. 

Important  convictions-''1  relate  to  imbalance  be- 
tween these  symptoms  as  to  the  origin  of  ulcer. 
Should  this  nervous  balance  between  the  two 
systems  be  disturbed,  one  or  the  other  system 
gains  ascendency,  and  either  vagotonia  (which  is 
parasympathetic  stimulation),  or  sympathetic 
stimulation,  results,  tf  vagotonia  occurs,  caus- 
ing the  prerequisites  of  mucosal  erosion,  then  the 
cyi  le  of  uKcr  has  begun. 

It  is  only  proper  to  mention  tobacco  here.  That 
nicotine  has  a  powerful  vagotonia  effect  can  be 
appi  eciated  b)  all  who  rememlx  r  tlu-  conse- 
quences of  their  first  cigar,  and  excessive  smok- 
.iiiii  habitues,  is  well  known  to  be  highly 
disturbing  to  digestive  processes.  Nicotine  first 
stimulates  and  afterwards  depri  es  the  para 
sympathetic.     If  its  action   wren    constantly  stim- 
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ulatorv  there  would  be  no  doubt  as  to  its  part  in 
the  etiology  of  ulcer,  but  its  indefinite  secondary 
stimulation  of  adrenals  temporarily  neutralizes 
the  original  hypersecretion  and  spasm.  The  de- 
gree of  stimulation  from  nicotine  is  not  con- 
stant for  any  individual  at  different  times.  There- 
fore, the  therapeutic  test  of  withdrawal  of  to- 
bacco, and  not  the  chemical  or  x-ray  findings, 
should  be  the  criterion  as  to  whether  or  not  the 
individual  should  smoke30. 

Another  factor  involves  reflex  stimulation 
from  certain  lesions  in  the  abdomen,  causing 
pylorospasm.  Cholecystitis  is  a  mjain  offender 
here,  although  chronic  appendicitis  runs  a  close 
second,  and  acute  appendicitis  produces  the  same 
reflex  spasm  mechanism.  Excessive  catharsis 
frequently  produces  this  same  spasm.  Recent 
study6  has  suggested  that  food  allergy,  through 
localized  anaphylactic  spasm  continually  occur- 
ring, predisposes  to  ulcer.  More  work  is  necessary 
before  allergy  can  be  said  to  be  a  definite  factor 
in  the  cause  of  ulcer.  However,  there  are  many 
properly  diagnosed  ulcers  which  disappear  upon 
removal  of  the  offending  appendix,  or  other  cause 
of  reflex  stimulation. 

Recalling  the  sympathetic  nervous  system  con- 
nection with  vasomotor  and  secretory  processes, 
it  is  believed  by  some31  that  the  control  of  the 
body  is  through  the  sympathetic  system,  the 
suprarenals  and  thyroid,  all  being  guided  to  some 
extent,  by  the  fore  brain.  A  contention32  has 
been  advanced  by  this  school  of  thought  that 
through  worry,  strain,  infection  and  other  causes, 
these  controlling  glands  and  parts  lose  their  nor- 
mal relationship,  the  result  manifesting  itself  in 
hyperthyroidism,  peptic  ulcer,  neurasthenia,  or 
hypertension,  depending  on  the  type  of  imbalance. 
Further  impressiveness  of  a  neurogenic  factor 
is  through  certain  brain  lesions  causing  peptic 
ulcer33.  Production  of  experimental  ulcers  has 
resulted  from  drug  and  other  stimulatory  effects, 
to  the  cortex  of  the  frontal  lobe34,  brain  stem33, 
nuclei  in  the  region  of  the  third  ventricle35,  and 
fiber  tracts33,  as  well  as  to  the  vagus36.  From  ex- 
perimental work  on  animals,  there  is  some  evi- 
dence to  show  that  a  parasympathetic  center  ex- 
ists in  the  brain  and  that  ulcers  develop  after  pro- 
longed stimulation  in  this  region. 

This  possibility  is  indeed  suggestive  since  we 
know  the  tendency  for  ulcer  to  occur  in  vagotonic 
types,  and  the  other  factors  mentioned  can  be 
thought  of  as  working  in  association  with  this 
fact.     It  is  easily  seen  that  changes  in  the  ner- 


vous system  comprise  the  most  significant  single 
factor  in  the  causation  of  ulcer,  and  that  peptic 
ulcer  should  be  thought  of  as  a  systemic  disease, 
with  a  local  lesion  in  the  form  of  an  ulcer. 

But  various  individual  combinations  of  some 
or  all  of  these  factors,  local  and  systemic,  are 
responsible  for  the  life  cycle  of  peptic  ulcer.  It 
is  these  individual  combinations  and  their  inten- 
sity of  action  which  cause  the  different  stages  of 
an  ulcer  cycle,  or  in  other  words,  which  bring 
on  a  relative  increase  or  decrease  in  the  signs  and 
symptoms  known  as  the  peptic  ulcer  syndrome. 
These  combinations  of  factors  and  their  intensi- 
ties differ  in  each  patient  with  ulcer  syndrome. 
The  clinical  results  of  these  various  factor  com- 
binations may  roughly  be  divided  into  three 
groups. 

In  the  first  group  are  included  patients  who  - 
suffer  with  peptic  ulcer  syndrome,  but  who 
neither  have  nor  will  have  peptic  ulcer.  The 
combination  of  factors  causing  their  distress  are 
of  the  neurogenic  group,  operating  by  reflex 
stimulation,  and  relief  can  be  obtained  only  by 
correct  diagnosis  and  removal  of  the  reflex  cause. 
The  second  group  comprises  those  patients 
with  the  peptic  ulcer  syndrome,  but  in  whom 
the  life  cycle  of  peptic  ulcer  has  not  progressed 
to  the  actual  stage  of  ulceration.  The  combina- 
tion of  factors  responsible  for  this  group  are 
probably  lacking  in  scope  as  well  as  intensity. 
In  this  group  the  offending  factors  have  been 
balanced  or  controlled  before  the  ulcer  stage  was 
reached.  These  are  potential  ulcer  cases  and.  de- 
pending on  future  progressoin  of  the  ulcer  cycle, 
may  or  may  not  have  ulcer  later. 

The  third  group  is  that  of  actual  ulcer.  Retarda- 
tion in  the  ulcer  life  cycle  never  took  place  and 
ulceration  occurred.  The  offending  factors  held 
full  sway  and  slowly  or  rapidly  the  cycle  pro- 
gressed to  the  ulcer  state.  If  further  persistence 
of  offending  factors  occurs,  the  ulcer  cycle  con- 
tinues with  perforation,  hemorrhage,  or  obstruc- 
tion. Without  further  persistence  of  offending 
factors,  there  may  be  spontaneous  healing  with- 
out knowledge  of  having  had  an  ulcer,  or,  if  the 
syndrome  was  recognized  and  treatment  insti- 
tuted, a  balance  of  control  of  these  factors  will 
bring  about  retrogression  of  ulcer  cycle,  causing 
a  remission  of  symptoms. 

In  conclusion,  a  few  remarks  regarding  the  ne- 
cessity of  directing  treatment  at  these  offending 
factors  will  not  be  amiss.  The  single  ulcer  ex- 
acerbation, thought  by  some  to  be  a  disease  in  it- 
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self,  is  in  reality  only  part  of  the  life  cycle  of 
ulcer.  The  complete  control  of  all  groups  of 
factors  is  necessary  to  stifle  this  life  cycle. 

Since  these  factors  are  different  in  each  case, 
it  should  be  felt  that  each  patient*s  ulcer  is  an 
individualized  affection  as  to  position,  size,  chem- 
ical effects,  tissue  damage,  etc.  To  make  the  pa- 
tient comfortable,  treatment  should  be  aimed  at 
protecting  damaged  mucosa  from  acid  effects  and 
motility,  thus  relieving  symptoms.  This  is  best 
accomplished  by  some  combination  of  frequent 
feedings,  antispasmodic  drugs,  alkalinization,  with 
some  restriction  as  to  the  character  of  foods 
eaten  ;  remembering,  however,  that  the  whole 
treatment  of  ulcer  is  not  gastric.  To  suc- 
cessfully prevent  the  recurrence  or  continua- 
tion of  the  ulcer  cycle,  the  above  gastric  care 
along  with  the  correction  of  systemic  factors  is 
necessary.  By  this  is  meant  reeducation  in  the 
manner  of  living,  improvement  of  daily  routine 
activities  or  habits,  and  finally,  making  the  patient 
realize  that  his  ability  to  get  well  rests  to  a  con- 
siderable extent  in  his  own  hands. 

Discussion 

Dr.  J.  T.  Wolfe,  Washington,  D.  C.: 

In  1Q20  I  read  a  paper  before  the  District  of  Columbia 
Medical  Society  entitled  Ileocecal  Delay  and  Vagus  Reflex 
as  Etiologic  Factors  in  Bronchial  Asthma.  This  paper  was 
again  read  in  1922  before  the  Medical  Section  of  the  South- 
ern Medical  Association  at  Chattanooga.  In  that  paper  1 
discussed  a  state  of  vagatonia  brought  about  by  chronic 
inflammatory  irritations  to  the  terminal  sensory  nerve 
fibers  of  the  vagus,  such  as  might  be  produced  by  a  chron- 
ically inflamed  appendix  with  adhesions;  or,  by  an  in- 
flamed gallbladder,  which  irritations  are  transmitted  to 
the  vagal  center  whence  they  are  sent  back  down  the  motor 
fibers  of  the  vagus  to  produce  constriction  or  spasm  of 
the  bronchioles,  thus  producing  asthma. 

In  1034  I  published  in  American  Medicine  in  New  York 
a  much  more  elaborate  paper,  Etiology,  Mechanism  and 
Treatment  of  Asthma,  giving  full  discussion  of  this  mech- 
anism and  naming  the  receiving  portals  to  the  vagus  that 
might  pick  up  irritating  stimulation,  namely:  the  outer  ear 
canal,  nose,  pharynx,  lungs  and  bronchial  tubes,  the  heart 
and  the  abdominal  viscera,  from  any  of  which  areas  irri- 
tating stimuli  might  bq  picked  up  by  the  vagus  sensory 
nerve  terminals  and  relayed  down  the  motor  nerve  fibers 
to  the  bronchial  tubes;  to  the  pylorus,  or  to  the  colon, 
thereby  producing  spasm  in  any  of  these  areas. 

The  trophic  result  of  such  continuous  irritations  was 
discussed  and  I  believe  that  such  trophic  disfunction  might 
be  an  etiologic  factor  in  producing  peptic  ulcer.  It  has 
been  well  established  by  investigators  that  normal  balance 
between  the  sympathetic  and  the  vagus  is  maintained  by 
endocrines,  particularly  by  the  amount  of  adrenalin  circu- 
lating in  the  body.  This  hormone  is  a  normal  stimulus  to 
the  sympathetic  which  exercises  a  dilator  action  to  neutral- 
ize and  offset  the  constrictor  action  of  the  vagus.  In  health 
this  balance  is  maintained,  but  in  lowered  adrenal  output 
the  vagus  tends  to  dominate  the  picture  and  produce 
spasm.  Of  course,  the  combination  of  irritating  stimuli 
and   adrenal   deficiency    supplies   an    ideal    combination    to 


bring  about  spasm  and  both  might  exert  trophic  influence 
'.n  the  production  of  peptic  ulcer. 

In  1933  a  young  man  came  to  me  with  chronic  spasm 
of  the  pylorus.  He  had  been  studied  for  weeks  at  a  clinic 
of  international  reputation  without  benefit.  Examination 
disclosed  nothing  except  both  external  auditory  canals 
pac!:ed  solid  with  wax,  removal  of  which  brought  about 
prompt  and  permanent  relief  of  his  pylorus  spasm  and  of 
resulting  gastric  distention,  as  he  has  had  no  recurrence  to 
date. 

It  is  my  belief  that  the  nervous  system  is  responsible  for 
many  ills  for  which  it  is  not  suspected. 
Dr.  A.  B.  Hodges,  Norfolk: 

Dr.  Adams  has  given  us  a  very  complete  resume  of  th;' 
hypotheses  that  have  been  advanced  as  playing  etiological 
r:!e;.  in  peptic  ulcer.  We  must  always  keep  in  mind  that 
these  are  hypotheses  and  that  the  pathological  physiology 
underlying  these  lesions  is  yet  unknown.  In  order  that  we 
may  more  clearly  see  the  problems  it  would  be  well  to 
brash  aside  many  of  these  hypotheses.  For  example,  Vir- 
chow's  explanation  was  based  entirely  on  the  anatomy  of 
the  stomach  and  duodenum,  and  he  reasoned  by  analogy. 
Because  ulcers  elsewhere  were  due  to  diminished  blood 
supply,  he  thought  that,  perhaps,  the  peptic  ulcer  was 
brought  about  in  this  way. 

I  am  very  glad  to  see  medical  thought  drift  away  from 
the  feci  of  infection  as  an  explanation  for  so  many  path- 
ological processes.  Certainly  Rosenow  and  his  "septic 
emboli"  can  be  ignored.  The  chemical  explanations  are 
rlmost  numberless.  There  may  be  truth  in  some  of  them, 
but  most  are  too  fanciful.  The  hypothesis  which  appeals 
to  me  very  much  at  the  present  time,  is  the  neurogenic  one. 
Those  abnormalities  of  function,  hypermotility,  hyperchlo- 
rhydria  and  pyloric  spasm  which  are  so  frequently  asso- 
ciated with  ulcer  are  controlled  by  the  parasympathetic 
and  sympathetic  nerves.  However,  why  some  who  have 
so-called  vagotonia  with  these  pathological  states  develop 
ulcer,  while  others  do  not,  remains  a  mystery. 

Dr.  T.  Dewey  Davis,  Richmond: 

A  student  handed  in  a  paper  on  peptic  ulcer  that  it  took 
me  more  than  an  hour  to  read.  He  concluded  by  saying 
"I  don't  know  the  cause  of  peptic  ulcer."  Had  I  looked 
at  the  close  of  his  paper  in  the  beginning  I  could  have 
saved  myself  the  task  of  reading  it,  and  I  agreed  with  his 
conclusion.  I  also  agree  with  Dr.  Adams  that  the  psycho- 
genic factor  is  the  most  difficult  problem  one  has  to  deal 
with  in  these  cases.  Whether  the  case  is  treated  medically 
or  surgically,  the  patient  cannot  be  cured  unless  this  phase 
of  the  case  is  wisely  considered  and  relieved.  The  day  has 
passed  when  one  advises  removal  of  teeth,  tonsils  and  other 
organs  unless  infection  is  known  to  be  present. 

Dr.  J.  Shelton    Horsi.ey,  Richmond: 

Dr.  Adams'  summary  of  the  views  on  peptic  ulcer  is 
very  instructive.  1  wish,  however,  that  in  the  treatment  he 
had  differentiated  between  duodenal  and  gastric  lesions. 

The  treatment  is  far  more  stabilized  than  it  was  20  or 
30  years  ago,  when  main  surgeons,  such  as  I  leaver,  thought 
that    the    treatment    was    solely    surgical.      We    know    now 

thai   often   peptii    ulcer  is  an  expression  of  some titu 

ticnal  disease,  and  that  in  addition  to  treating  the  local 
le  ion  iln  patienl  should  also  I"-  treated.  The  old  neuro 
genie  theorj  oi  peptic  ulcer  which  was  expounded  by 
!  and    which    has    been    revived    and    emphasized 

by  Harvej  Cushing  seems  to  be  looming  large  And  yet 
il>i<  are  cases  in  which  nervous  influence;  seem  to  ]>la\ 
Peptic  ulcers  have  been  found  in  infants  fed 
with  bad  milk.  Bacterial  influences  cannot  be  ignored. 
Undoubtedly  peptic:  ulcer  of  the  duodenum,  particularly  in 
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young  men,  should  be  treated  solely  by  medical  measures 
unless  there  is  perforation,  repeated  bleeding  or  constric- 
tion. A  young,  highstrung  man  with  high  acid  values  in 
his  gastric  juice,  with  a  duodenal  ulcer,  is  made  worse,  as 
a  rule,  by  a  gastroenterostomy,  because  in  such  cases  a 
jejunal  ul'cer  often  develops.  In  gastric  ulcer,  however,  the 
situation  is  different  because  undoubtedly  many  gastric 
ulcers  either  go  into  cancer  or  else  an  early  cancerous  ulcer 
is  difficult  to  differentiate  from  a  peptic  ulcer.  In  either 
of  these  conditions  partial  gastrectomy  should  be  done  as 
promptly  as  possible.  Dr.  Gerry  Morgan,  of  Washington, 
who  is  a  medical  gastroenterologist,  goes  so  far  as  to  say 
that  all  gastric  peptic  ulcers  are  surgical  lesions  from  the 
beginning;  I  am  not  as  radical  as  that,  but  it  seems  to 
me  that  everv  gastric  peptic  ulcers  should  receive  intensive 
and  careful  medical  treatment  for  at  least  a  tew  weeks 
and  then  if  the  clinical  symptoms  are  not  abated,  and 
particulars  if  x-rav  examination  shows  that  the  ulcer  has 
not  healed,  operation  should  be  done  promptly.  Of  course, 
in  cases  in  which  the  diagnosis  of  gastric  ulcer  is  fairly 
certain  even  this  de'.av  should  not  be  permitted. 

One  of  th3  most  important  things  to  remember  is  that 
the  patient  with  early  gastric  cancer  will  improve  cinically 
under  medical  treatment  in  practically  every  case.  It  ha= 
been  assumed  that  medical  treatment  in  a  suspicious  gastric 
lesion  would  be  a  therapeutic  test  of  cancer  and  if  the 
patient  feels  better  and  gains  weight  the  les.on  is  not  can- 
cerous This.is.  often,  a  fatal  error,  because  practically  every 
early  case  of  cancer  will  be  relieved  of  clinical  symptoms 
and  the  patient  gain  weight  under  medical  treatment 
Somefmes  the  cancerous  tissue  may  tend  to  fill  in  the 
de;ect  shown  by  the  x-ray.  As  the  lesion  advances,  how- 
ever, medical  treatment  is  ineffective. 

It  is  onlv  by  differentiating  the  gastric  from  the  duodenal 
ulcer  and  following  up  the  lesions  clinically  and  roent- 
genologically  that  we  can  hope  to  find  earlier  cases  of  can- 
cer of  the  stomach. 
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The  Pseudo  Specialist 
(Edi.    in    Jl.    Med.   Soc.    N.   J.,    April) 

A  favorite  way  by  which  a  young  doctor  seeks  to  obtain 
a  profitable  clientele  is  by  posing  as  a  specialist,  especially 
in  the  nose  and  throat.  Most  persons  have  uncomfortable 
feelings  in  thefr  noses  and  throats  which  are  temporarily 
relieved  by  the  sprays  which  the  young  specialist  applies, 
for  a  fat  fee;— and  these  patients  return  again  and  again, 
so  long  as  their  money  lasts. 

The  real  specialist  attains  his  reputation  from  his  brother 
practitioners  rather  than  from  the  patients  who  come  to 
him  of  their  cwn  arccrd.  One  way  by  which  the  Family 
Doctor  mav  meet  the  competition  of  the  pseudo-specialist 
is  by  equipp;ng  his  office  with  the  apparatus  for  giving  all 
the  simpler  forms  of  treatment,  and  learning  to  use  them 
honestly  and  efficiently. 
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Insulin-Shock  Treatment  of  Schizophrenia 

Report  of  a  Series  of  Six  Cases 

R.  H.  Long,  M.B.,  Morganton,  North  Carolina 
Assistant  Physician,  State  Hospital 


THE  treatment  of  schizophrenia  by  means 
of  a  hypoglycemic  state  with  varying  de- 
grees of  shock  induced  by  large  doses  of 
insulin,  was  first  announced  by  Dr.  Manfred  Sa- 
kel  in  Vienna  in  1933.  For  some  time  he  had 
been  treating  the  withdrawal  symptoms  in  mor- 
phine addicts  with  the  simultaneous  administra- 
tion of  insulin  and  carbohydrates  and.  noting  a 
distinctly  quieting  effect  on  the  patient,  he  decided 
to  employ  the  treatment  with  modifications  in 
certain  forms  of  schizophrenia.  In  a  series  of 
104  cases,  reported  by  Sakel  and  Dussik,  there 
were  58  of  less  than  six  months'  duration  and 
46  older  ones.  Of  the  first  group  88%  were  en- 
abled to  resume  former  occupations,  while  70.7% 
made  a  complete  recovery.  In  the  second  group 
a  social  recovery  was  reported  in  47.8%,  and 
complete  remission  was  attained  in  18.6%.  Ad- 
ditional reports  increase  the  total  to  more  than 
400  cases  treated  by  this  method  with  approxi- 
mately the  same  results  claimed,  and  only  four 
or  five  deaths  reported.  Statistics  on  remissions 
in  cases  not  treated  with  insulin  vary  so  widely 
that  they  are  not  dependable;  however,  it  is  said 
that  50%  of  new  cases  and  20-30%  of  all  cases, 
will  show  spontaneous  remissions.  Best  results 
with  this  treatment  are  reported  in  the  paranoid 
type,  the  catatonic  type,  in  which  spontaneous 
remissions  frequently  occur,  being  found  most 
difficult  to  treat. 

Although  the  method  has  been  used  for  a  short 
time  the  startling  claims  for  it  in  the  hands  of  va- 
rious workers  have  attracted  world-wide  atten- 
tion. Last  year  the  British  Board  of  Control  of 
.Mental  Diseases  sent  its  Commissioner,  Dr.  Isa- 
bel G.  II.  Wilson,  to  Vienna  to  study  the  pro- 
cedure. She  spent  some  time  in  the  clinics  in 
Austria  and  Switzerland  where  it  is  being  used 
by  Muller,  and  in  July.  1936,  made  an  exhaustive 
report  on  her  findings.  She  was  so  favorablj 
impressed  that  she  recommended  the  establish- 
ment of  one  mental  hospital  in  England  where 
the  method  could  be  emlployed  with  an  adequately 
trained  personnel.  Psychiatrists  from  the  United 
States  made  personal  investigation  in  the  foreign 
clinics,  and  have  described  the  treatment  and  their 


impressions  in  medical  journals  of  the  United 
States.  Notable  among  these  are  articles  by  Dr. 
Joseph  Wortis  of  New  York  City,  and  Dr.  Ber- 
nard Glueck  of  Ossining,  New  York.  Dr.  Julius 
Steinfield  of  Peoria,  Illinois,  has  contributed  an 
article  in  a  recent  issue  of  the  Journal  of  the  A. 
M.  A.  Each  of  the  observers  is  equally  as  en- 
thusiastic as  Dr.  Wilson. 

It  should  be  kept  in  mind  they  all  quote  the  re- 
sults obtained  by  the  European  workers.  They 
also  emphasize  the  fact  that  until  recentlv  an  ef- 
fort has  been  made  to  select  favorable  cases — 
young,  vigorous  individuals  who  have  been  psy- 
chotic only  a  short  time.  Recently,  however,  all 
cases  admitted  to  the  clinics  in  Vienna  and  Berne 
have  been  subjected  to  the  treatment  unless  dis- 
tinctly contraindicated.  It  should  be  kept  in  mind 
also,  that  not  all  European  psychiatrists  are  con- 
vinced of  its  value.  Berge  of  Vienna  has  written 
specifically  against  it  and  Wagner- Juarregg  said 
he  had  no  personal  experience  and  could  only 
speak  with  reserve,  but  that  he  was  not  convinced. 
They  recommend  that  we  wait  and  see. 

The  purpose  of  this  paper  is  to  describe  briefly 
the  treatment  as  outlined  by  Sakel  and  to  discuss, 
also  briefly,  the  observations  in  a  series  of  six 
cases  at  the  State  Hospital  at  Morganton, 
N.  C.  In  a  general  way  the  treatment  con- 
sists in  progressive  daily  insulinization  until 
the  shock  stage  is  reached,  these  daily  shocks 
being  continued  for  an  indefinite  period 
until  the  patient  improves  or  it  is  decided  that 
further  treatment  is  useless.  Tin-  insulin  is  ad- 
ministered in  a  single  dose  intramuscularly  once 
dally  at  7-7  :30  a.  m. ;  breakfast  being  withheld. 
Four  or  five  hours  later  sufficient  carbohydrate 
is  given  to  neutralize  the  effects  of  the  insulin. 
This  neutralizing  dose  is  always  given  regardless 
mi   ill.    response  shown. 

\-  originally  described  by  Sakel.  the  treatment 
is  divided  into  four  distinct  phases  : 

PHASl  I:  An  initial  dose  of  12-30  units  is 
given,  depending  on  the  size  and  vigor  of  the 
patient,  and  the  dose  gradually  increased  by  5-10 
mm-  daily  until  the  shock  dose  is  reached.  The 
patient    is  kept  in  bed  during  the  morning  and 
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four  or  five  hours  later  the  insulin  is  neutralized 
by  150-200  grams  sugar  in  milk,  tea  or  water. 
This  is  followed  shortly  by  the  mid-day  meal,  and 
in  the  afternoon  the  patient  may  be  up  and  per- 
form his  regular  routine.  During  this  phase, 
hypoglycemic  symptoms  begin  to  appear — sweat- 
ing, increased  flow  of  saliva,  yawning,  tremor  or 
twitchings. 

Phase  II:  The  point  at  which  this  phase  he- 
gins  must  be  arbitrarily  determined.  The  de- 
termined dose  is  repeated  daily  except  that  one 
day  each  week  (as  a  rule  Sunday)  is  omitted. 
The  following  day  a  smaller  dose  usually  is  re- 
quired. This  phase  usually  begins  with  pro- 
fuse sweating  followed  by  increasing  somnolence, 
at  times  ending  in  intense  excitement  and  at  oth- 
er times  in  deep  coma,  and  here  one  must  be  pre- 
pared for  quick  interruption  with  intravenous  glu- 
cose, nasal  feeding  of  sugar  solution,  adrenalin  by 
hypodermic  injection,  and  must  also  be  constantly 
alert  for  cardiac  collapse,  aspiration  of  saliva,  res- 
piratory difficulty,  etc.  This  phase  is  continued 
with  six  shocks  weekly  for  an  indefinite  period 
depending   on   the   response   of   the   patient. 

Phase  III:  Sakel  has  modified  his  original 
technic  and  now  this  phase  consists  merely  in  the 
one  day  of  rest  each  week  when  no  insulin  what- 
ever is  given. 

Phase  IV :  The  phase  of  stabilization,  in 
which,  after  it  is  decided  the  patient  has  had  a 
sufficient  number  of  shocks,  treatment  is  con- 
tinued in  modified  form  and  he  is  given  a  smaller 
dose  daily  than  is  required  to  produce  shock.  This 
is  continued  until  the  patient  is  dismissed  from 
the  hospital. 

In  describing  the  shock  symptoms  in  detail,  the 
discussion  will  be  limited  to  the  second  phase, 
as  it  is  in  this  phase  they  are  seen.  Each  of  the 
following  symptoms  with  one  or  two  exceptions, 
was  observed  in  our  series  of  cases. 

1)  Sweating:  This  may  be  light  or  profuse 
and  a  dry  skin  is  considered  an  unfavorable  sign. 

2  )  Hunger :  Before  somnolence  sets  in  the 
patient  may  complain  of  intense  hunger,  and  two 
of  our  patients  remarked  after  the  shock  that 
they  felt  they  would  die  if  they  could  not  get 
food.  They  both  became  highly  excited  and  un- 
manageable, tried  to  chew  the  bedding  and  had 
to  be  held  by  main  force. 

3)  Pulse  Rote:  European  observers  are  not 
in  accord  in  respect  to  the  pulse.  Sakel  states  the 
pulse  rate  is  usually  increased  in  early  hypogly- 
cemia, but  later  becomes  very  slow,  even  to  40 


per  minute.  Muller  states  no  bradycardia  was 
noted  unless  previously  present  but  that  tachy- 
cardia was  invariably  observed.  In  two  of  our 
cases  extreme  bradycardia  was  always  present  in 
shock,  a  rate  as  slow  as  45  on  several  occa- 
sions, but  in  the  other  case  the  pulse  rate  varied. 

4)  Drowsiness  and  Coma:  This  naturally 
varies  with  the  size  of  the  dose  and  the  amount 
of  carbohydrate  given  on  the  previous  day.  Diff- 
erent degrees  cf  coma  have  been  designated  ac- 
cording to  the  reflexes  shown.  The  patient  is 
deeply  drowsy  if  he  can  be  aroused  when  spoken 
to;  if  the  corneal  reflexes  are  gone  he  is  consid- 
ered comatose,  and  if  the  pupillary  light  reflex 
is  absent  he  is  in  deep  coma.  Abnormal  reflexes 
— Babinski,  clonus  and  Oppenheim — may  appear 
before  reflexes  are  entirely  abolished. 

5)  Temperature:  The  extent  of  the  drop  in 
temperature  is  obviously  in  proportion  to  the* 
extent  of  the  hypoglycemic  state.  A  temperature 
reading  of  between  94  and  95°  was  invariably 
noted  in  each  of  our  patients  during  the  shock 
phase. 

6)  Muscular  Movements  and  Epileptiform 
Attack':  Stretchings  and  fine  muscular  twitchings 
are  very  common  and  were  observed  in  our  cases. 
Epileptiform  attacks  may  occur  at  any  time  dur- 
ing the  hypoglycemic  state  and  are  an  indication 
for  immediate  interruption.  Such  attacks  are 
usually  unfavorable  prognostic  signs. 

7)  Psychomotor  Restlessness :  May  vary 
from  generalized  and  coordinated  movements 
to  extreme  excitement  during  which  the  patient 
flings  himself  wildly  about  and  has  to  be  forcibly 
restrained  to  prevent  injury.  One  of  our  patients 
invariably  became  violent  and  had  to  be  held  by 
five   or   six   nurses  with  each  shock  dose. 

8)  General  Appearance  During  Shock:  Pale 
and  sweating,  skin  cold  and  clammy.  May  com- 
plain of  feeling  ill  and  hungry  and  cold,  and 
looks  dangerously  ill. 

Interruption:  In  case  deep  coma  is  not  de- 
sired, the  shock  may  be  terminated  by  giving 
150-200  grams  glucose  in  water,  milk  or  tea.  If 
the  patient  cannot  swallow,  this  may  be  given  by 
nasal  tube.  When  immediate  interruption  is  in- 
dicated by  convulsions,  respiratory  difficulty, 
cardiac  collapse  etc.,  glucose  intravenously  brings 
almost  instantaneous  relief.  Subcutaneous  injec- 
tion of  0.5  to  1.0  c.c.  of  adrenalin  promptly  be- 
gins to  counteract  the  effect  of  insulin. 

Sakel  does  not  dignify  his  ideas  by  the  term 
theories  but  instead  prefers  to  regard  them  only 
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as    working    hypotheses.      Wilson    briefly    sum- 
marizes the  principal  idea  as  follows : 

"The  nerve  cell  comes  into  action  under  influence  of 
some  humoral,  exciting  substance.  The  reactions  of  the 
cell  run  along  definite  conduction  pathways.  When  a 
healthy  and  probably  developmentally  young  pathway- 
is  destroyed  by  some  noxa,  the  reaction  is  compelled  to 
travel  along  an  already  disconnected  or  pathologically 
deformed  path.  The  object  of  the  treatment  is  to  hold 
back  this  exciting  stimulus  by  blockade  and  time  and 
opportunity  be  given  the  cells  to  recover  and  be 
healthy." 

In  the  beginning  of  our  treatment,  we  selected 
six  cases  varying  in  type  from  a  silly  hebephrenic 
to  a  paranoid  type  with  a  fixed  delusional  trend. 
They  also  varied  as  to  duration,  one  or  two  having 
been  insane  about  six  months,  whereas  others  win- 
more  chronic.  We  purposely  made  such  a  selec- 
tion in  order  to  observe  the  differences  in  re- 
sponse. One  of  the  patients  suffered  a  severe 
cardiac  collapse  during  the  early  stage  of  the 
treatment,  another  had  convulsive  seizures  and 
a  third  was  non-cooperative.  For  these  reasons 
they  were  dropped  from  the  series  and  when  the 
treatment  was  terminated,  only  three  of  the  orig- 
inal six  were  being  treated. 

Case  I:  A  typical  catatonic,  single  woman;  aged  31; 
insane  seven  months ;  heard  voices ;  expressed  apprehen- 
sive delusions  ;  later  became  mute  ;  stubborn  ;  resistive  ; 
tube-fed  and  untidy.  During  the  treatment,  especially 
just  before  dropping  off  into  the  comatose  state,  she 
often  became  more  rational,  combed  hair,  asked  for 
clothes,  talked  fairly  freely,  answered  questions  and 
looked  much  brighter.  She  was  seen  reading  paper 
several  times.  As  a  rule,  she  ate  mid-day  meal  raven- 
ously, occasionally  feeding  herself,  but  at  other  times 
having  to  be  fed  by  spoon.  After  the  hypoglycemia  was 
interrupted  she  almost  invariably  assumed  her  previous 
catatonic  attitude ;  became  mute  and  non-cooperative. 
With  the  exception  of  the  temporary  improvement  noted 
as  hypoglycemia  increased  very  little  change  was  ob- 
served in  this  case.  Now,  three  weeks  after  the  treat- 
ment  was  concluded,   she  is  again  being   fed   by  tube. 

Case  II:   Married  woman;  45;  college  education;   in- 
sane 18  months;  suspicious;  paranoid;  ideas  of  reference 
and    influence ;    auditory     hallucinations;     stilted;     con- 
strained   and    seclusive;    no    insight.       During    treatment 
never  became  violent  or   showed   anj    increase  in   motor 
activity.      Usually   hegan   with   profuse   sweating  and   in- 
creasing   somnolence,    eventually    passing     into    completi 
stupor.     A  peculiar  vasomotor  disturbance  was  noted   in 
that  the  right  side  of  her  fao    always  became  fiery  red 
and  was  covered   with  large  beads  of   perspiration  while 
the  left   side   remained   pale  and   dry       A    sharp   line   ol 
demarcation   from   the   nosi    to   the   hair   line   was   noted 
Occasionally    complained    oi    queer    sensations,    feeling 
likt    wool,  etc.     Her  attitude  during   the  treatmenl 
usually  friendly  and   cooperative.      After  it    was   ■ 
tinued   she   seemed    slightly   more    resentful   and 
mstic    and    insinuated    she    should    not    have    b  en    given 
the  treatment.     She   has   nol    been   questioned   cl 
regard  to  her  delusions  as  Sake!  distinct.} 
too  searching  psychological   examination;   howevei 
her  general   manner   she   seems   just    aboul    thi 
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Case  III;  Twice  married  woman,  aged  34;  insane  17 
months  :  delusion  of  sin  and  unworthiness ;  mute  at  times ; 
threatening  and  accusing  auditory  hallucinations;  im- 
pulsive; tried  to  choke  baby;  later  more  violent,  suicidal 
and  mutilative;  confused  and  disoriented;  tube-fed.  Still 
later  became  brighter  and  more  cooperative  and  ex- 
pressed insight.  At  time  of  beginning  treatment  much 
more  rational  and  accessible;  still  entertained  bizarre 
delusions.  During  treatment  sweating  usuallv  com- 
menced suddenly  about  an  hour  after  administration  of 
insulin  and  increased  rapidly  until  clothing  and  bedding 
were  soaked.  First  mental  symptoms  observed  were 
slight  confusion  and  bewilderment;  would  sit  up  in  bed, 
look  around  with  blank  expression,  not  answer  but  might 
ask  foolish  questions.  This  was  followed  by  silly  and 
hysterical  laughter;  coughing;  clearing  throat;  sniffing; 
increasing  psychomotor  restlessness;  became  unmanage- 
able, flinging  herself  violently  around  in  bed  and  had 
to  be  held  by  five  or  six  nurses.  This  rapidly  increased 
until  in  state  of  exhaustion  she  dropped  off  into  pro- 
found coma.  Always  responded  promptly  to  carbohy- 
drate which  was  given  either  by  mouth,  nasal  tube  or 
intravenously  according  to  the  degree  of  coma.  After 
the  treatment  was  discontinued,  very  little  change  could 
be  noted  in  her  condition.  She  possibly  was  slightly  more 
reserved  and  left  the  impression  she  was  guiltv  of  some 
misconduct,  and  in  fact  was  suspected  of  attempting  to 
elope.  This  she  denied.  About  a  week  after  the  treat- 
ment was  concluded  she  was  released  on  parole  and  noth- 
ing has  been  heard  from  her  since. 

Observations 
In  regard  to  the  dose  required  to  produce 
shock,  nothing  very  definite  can  be  said.  Nothing 
is  more  striking  than  the  irregularity  of  the  re- 
sponse. It  is  utterly  impossible  to  predict  bow  a 
certain  patient  will  react  on  any  certain  day.  \'nt 
only  do  patients  differ  among  themselves  as  to 
the  required  amount,  but  patients  themselves  vary 
from  day  to  day.  One  of  our  patients  had  a  se- 
vere convulsive  attack  after  35  units.  Follow 
ing  this  she  was  given  a  day  of  rest  and  on  the 
next  day  a  smaller  dose  given.  She  promptly 
began  showing  indications  of  another  impending 
convulsive  seizure,  and  neutralizing  carbohydrates 
were  administered.  She  became  conscious  im- 
mediately, looked  an  mud  and  wanted  to  know 
what  bad  happened.  It  was  also  noted  in  our  series 
that  a  smaller  dose  than  was  last  given  sufficed  on 
the  day  following  the  rest  day. 

Another  intei  e  tin"  point  obset  ved  is  that  af- 
ter the  shock  dose  ha-  been  reached,  this  ma)    In' 
omewhat   and   a    satisfactory    response 
be    -tinned.       Sake!    speaks    of    this    ,-,s    mimIi 
zal  mil 

There   seems   to  l,e   no  definite   relationship  be- 
tween   the    severity    of    the    shock    and    the    blood 
sugar.     Tin-   has  been  mentioned  1>\-   Dr.  Sakel. 
ur  patients,  whih  I  ock,  showed 

a  bloi  d  sugar  readin;  not mal.     In 
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other  words,  a  low  sugar  level  is  not  necessarily 
coincidental  with  deep  coma. 

The  blood  pressure  shows  no  consistent  vari- 
ation. As  a  general  rule,  a  drop  in  both  systolic 
and  diastolic  pressures  is  to  be  expected  during 
the  shock.  Although  the  opposite  was  noted  in  sev- 
eral instances,  one  of  our  patients  showed  a  pro- 
gressive decline  in  both  as  the  treatment  contin- 
ued. At  the  beginning  she  had  a  daily  average 
pressure  (five  readings)  of  129-93,  whereas  af- 
ter a  month's  treatment  the  daily  average  was 
119-79.     This  was  not  observed  in  others. 

All  patients  with  one  exception  gained  two  or 
three  pounds  in  weight. 

Comment 
No  medical  discovery  or  radical  departure  from 
accepted  opinion  on  medical  subjects  has  ever 
been  announced  that  was  not  accompanied  on  the 
one  hand  by  enthusiastic  supporters,  and  on  the 
other  by  skeptical  disbelievers.  This  has  never 
been  more  true  than  today  in  connection  with  this 
particular  form  of  therapy.  In  schizophrenia,  we 
are  dealing  with  a  malignant  mental  condition 
for  which  those  experienced  in  psychiatric  work 
have  held  out  little  hope  for  permanent  restora- 
tion. Suddenly  we  are  confronted  with  a  method 
of  treatment  which  in  properly  selected  cases 
promises  a  marvelous  recovery  rate,  and  appar- 
ently every  one  interested  in  mental  diseases,  lay 
as  well  as  professional,  becomes  intensely  inter- 
ested; however,  in  justice  to  the  supporters  of 
this  form  of  treatment,  it  should  be  kept  in  mind 
they  admit  and  emphasize  the  fact  that  the  num- 
ber of  cases  treated  and  the  period  of  observa- 
tion of  the  remissions  are  insufficient  to  justify 
a  final  appraisal  and  as  Wagner-Juaregg  says : 
"We  will  have  to  wait  and  see."  In  view  of  the 
fact  that  this  method  has  received  such  wide 
publicity  in  the  lay  press,  it  is  important  that  the 
medical  profession  be  thoroughly  acquainted 
with  the  method,  and  the  difficulties  to  be  ex- 
pected in  its  administration  in  order  to  formulate 
an  intelligent  opinion.  In  the  first  place,  it  is 
imperative  that  it  be  employed  only  by  those  espe- 
cially trained  and  in  institutions  with  an  adequate 
nursing  and  medical  staff.  With  the  present 
technic  it  is  impossible  for  one  doctor  to  handle 
safelv  more  than  six  patients,  and  even  then  it 
may  prove  calamitous  if  two  or  more  patients 
simultaneously  suffer  cardiac  collapse  or  sink 
rapidly  into  too  deep  coma.  In  our  State  hos- 
pitals, few  of  which  are  equipped  for  research  and 
practically  all  of  which  are  operating  with  a  lim- 
ited staff  of  nurses  and  doctors,  it  is  next  to  im- 


possible to  use  this  treatment  except  at  the  ex- 
pense of  vital  routine  duties. 

Let  me  quote  from  a  statement  recently  made 
by  the  Committee  on  Public  Education  of  the 
American  Psychiatric  Association  : 

"It  is  hoped,  and  may  prove  to  be  a  fact,  that  the 
so-called  insulin-shock  treatment  for  dementia  praecox 
will  find  a  useful  place  ...  but  its  exact  value  has  yet 
to  be  determined,  and  it  can  be  definitely  stated  that 
it  is  not  a  specific,  nor  by  any  means  a  cure  for  all  cases 
of  dementia  praecox.  It  would  be  a  source  of  regret 
should  the  insulin-shock  treatment  be  a  means  of  holding 
out  a  false  hope  to  the  families  of  the  tens  of  thousands 
of  sufferers  from  dementia  praecox,  when  this  hope 
most  certainly  cannot  be  widely  realized  with  present- 
day  knowledge  of  insulin  therapy." 

These  thoughts  are  expressed,  not  with  the  de- 
sire to  minimize  or  discourage  the  continued  ap- 
plication of  this  form  of  treatment,  but  to  make 
us  more  cautious  in  our  expectations,  and  better 
informed  on  the  subject  in  its  entirety.  Not  only, 
for  humane  but  also  for  economic  reasons,  the 
State  could  well  afford  to  pay  the  price  of  ade- 
quate personnel  in  its  institutions  if  it  could 
permanently  restore  86%,  or  even  50%,  of  the 
schizophrenic  population  to  a  productive  and 
self-supporting  life. 

We  await  with  great  interest  the  reports  from 
New  York  and  Massachusetts  institutions  where 
an  intensive  study  is  being  made,  but  let  us  not 
lose  sight  of  the  fact  that  a  comparatively  long 
period  of  time  must  elapse  before  we  can  answer 
the  question  with  assurance. 


Epidemic   Pieurodynia  ix   Chariton   County 

(G     W.    Hawkins    &    F.    L.    Harms,    Salisbury,    Mo.,    in 
Mo.    Med.    Assn.,    April) 

From  August  20th  to  October  13th,  1936,  we  encountered 
in  Chariton  County  some  hundred  cases  of  epidemic  pleu- 
rodynia or  epidemic  myositis.  The  disease  appeared  rather 
suddenly  in  various  parts  of  our  community,  remained  at 
its  height  about  3  weeks.  Ages  from  2  to  55  years,  majority 
between  6  and  15. 

Pain  was  the  only  constant  symptom  in  a  large  majority 
of  cases  it  being  sudden  and  lancinating,  most  frequent  in 
the  chest,  the  left  more  often.  Other  locations  were  the 
ensiform  cartilage,  the  costal  margin  of  the  ribs,  the  entire 
abdominal  region,  the  back  and  the  posterior  neck  muscles. 
Practically  all  patients  complained  of  pain  on  deep  respira- 
tion. Characteristic  was  a  patient  lying  or  sitting  very 
quietly  in  bed,  his  breathing  rapid  but  shallow  with  his 
eyes  full  of  tears  because  of  the  extreme  pain.  Even  children 
who  cry  most  readily  when  in  pain  seemed  to  realize  that 
this  only  aggravated  their  symptoms  and  preferred  to  remain 
quiet. 

Temperature  90  to  104,  in  a  few  instances  subnormal  at 
onset,  within  a  few  hours  fever;  p.  proportionate  to  t. 
Headache  frequent  and  severe. 

The  average  duration  of  pain  was  from  K'  to  3  or  4  hours  j 
dependins  to  a  large  extent  on  the  medication.  Attacks  often 
2  to  3  times  within  a  period  of  24  hours  while  a  few  had 
only  one  attack;  a  recurrence  every  24  to  48  hours  from  4 
to  10  days  was  the  most  constant  picture.  Physical  findings 
were  entirely  negative  except  for  some  muscular  rigidity. 
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The  Wassermann  Incidence  in  General  Practice: 
A  Preliminary  Report* 

P.  R.  MacFadyen,  jr.,  M.D.,  Concord,  North  Carolina 


THE  title  avoids  the  controversial  point 
of  the  Wassermann  as  a  final  indicator 
of  syphilitic  infection.  As  a  medical  stu- 
dent my  interest  was  aroused  when  I  thought  that 
the  estimation  of  this  infection  based  on  data 
from  the  American  and  European  syphilitic  cen- 
ters was  too  high  to  be  representative  of  the  sec- 
tions of  white  population  with  which  I  was  fa- 
miliar. I  wanted  to  know  the  results  of  a  series 
in  general  practice  at  home.  Apology  is  offered 
for  the  numerical  insufficiency  and  the  prematur- 
ity, which  were  dictated  by  the  recent  flooding 
of  the  lay  and  medical  press  and  radio  with  as- 
tounding figures,  regarding  the  magnitude  of 
prevalence  of  this  infection  in  the  general  pop- 
ulation. It  is  hoped  that  a  summation  of  my 
figures  compared  with  the  experience  of  other 
physicians  in  this  and  other  sections  may  be  of 
value. 

The  thought  occurs  also  that  this  recent  pub- 
licity might  be  used  as  a  focus  of  insidious  at- 
tack upon  our  ancient  profession  by  socialistic 
individuals.  The  general  practitioners  in  this 
section  of  the  state  have  been  on  the  alert  to  diag- 
nose and  treat  and  fight  this  scourge  as  well  as 
other  medical  devils,  including  those  poorly  in- 
formed individuals  who  would  have  us  change 
to  some  unsatisfactory  schemes  of  recent  trial 
in  Europe.  I  feel  that  the  individual  physician 
is  caring  for  his  patients — and  indirectly  the 
health  of  the  community,  economically  and  so- 
cially— far  better  than  could  any  salaried  beau- 
reaucrat  who  would  like  nothing  better  than  to 
magnify  an  ever  present  situation  into  a  public 
emergency  and  disgrace,  to  enlarge  his  powers 
and  mobilize  more  forces  possibly  tor  the  ever 
present  menace  of  state  medicine. 

In  my  opinion  these  scarehead  articles  "iilv 
tit. Hate  the  fears  of  our  mure  intelligent  neurotics. 
'1  his  problem  is  similar  to  contraception  ami 
practical  application  without  compulsion  is  next  to 
impossible.  The  Army  general  prophylactic  dem- 
onstration during  the  war  practically  informed 
millions  and  by  its  educational  effect  probabl) 
materially   lessened   the   incidence  ni   veneral  in- 


fections. The  lowest  I.  Q.  groups  usually  lack 
sufficient  sexual  imagination  to  worship  at  the 
illicit  altars  of  Venus,  as  witness  the  incidence  of 
less  than  1  per  cent,  in  some  institutions  for 
the  feeble-minded.  My  primary  infections  can 
be  grouped  as  (1)  the  indifferent  (ignorant), 
\2)  the  intoxicated,  (3)  those  gullible  egostis- 
tical  individuals  thinking  they  are  making  a  pri- 
vate sexual  contact,  and  (4)  rarely  an  innocent 
infection. 

Xow  to  damn  boring  statistics,  these  blood 
specimens  were  collected  from  700  private  pa- 
tients in  a  5-year  period,  as  nearly  consecutive 
as  possible  except  the  most  trivial  complaints. 
Attempts  were  made  to  avoid  family  groups, 
however,  also  a  selected  series  on  promiscuous 
rakes.  Practice  in  Concord  consists  of  three 
types — down-town,  textile  and  rural  patients. 
These  specimens  were  sent  to  the  State  Labora- 
tory of  Hygiene,  and  my  thanks  to  these  gentle- 
men for  efficient  services  on  each  specimen.  I 
was  at  times  aided  by  a  report  which  would  un- 
der treatment  clear  up  an  obscure  complaint, 
or  a  continued  fever  which  had  eluded  my  diag- 
nostic ability. 

In  the  group  of  700  there  were  35  positive 


reactions 

. 

5.095 

Whites                             611 

19 

. 

3.1 

Negroes                             89 

16 

- 

18.0 

Divided    as    follows 

IS 
7 
2 
8 

4-plus 
3- 
2- 
1- 

The    following    percentages    might    be   numer- 
ically sufficient  to  have  a  sound  basis: 

Whites    Males  Number                   % 

Single  173                   15 

Married  233                  1.7 
White    Females 

single  -45                  2.7 

Married  109                    0.9 

1  in  upings  without  regard  to  race  or  sex: 

Number      '<  Number 

Town                 302        5.3  College                87       2.3 

Textile              271        3.3  Executives           28       3.5 

Rural                  127        4.0  Professional        -'5        0. 

y, ,  |far,               ;ii      15.(1  Comb'd   above     53        1.7 

ll.ii  Domestics           50      L8.0 
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The  figures  as  to  Rural  Textile  may  be  inac- 
curate due  to  overlapping  of  Welfare,  and  to 
combined  occupations,  part-time.  The  Town  fig- 
ure may  have  been  raised  slightly  by  the  artificial 
group  of  the  sexually  promiscuous. 

In  this  series  51  cases — 22  active — 29  admitted 
old  gonorrhea.  Also  11  old  syphilitic  infections 
show  Wasserrriann-negative  from  treatment  or 
otherwise. 

Now  for  some  comparative  figures : 

Fournier    estimated  London      Paris      12  to  15% 

Erb  Berlin  13 

Prior    to    1904,    based    on    clinical    recognition 

alone : 

Necropsies  % 

Warthin  700            40.0 

Symmers  4880              6.5 

Vedder                 Womei.  positive       3   to  20 
Barnes    Hospital 

Full  Pay  6.3 

Part-pay   wards  2.0 

Free    wards  18.0 

Colored  30.0 
Mayo  Clinic 

Railroadmen  H-7 

Laborers  6.1 

Business  men  3.8 

Farmers  1-5 

(These   figures   from  Stokes'    Modern   Syphilology,    1928) 

U.  S.  P.  H.  in  N.  C.  in  the  Negro  11.8%. 

The  most  recent  figures  from  the  Southern 
States  which  I  have  noticed  are  given  in  a  table 
of  prevalence  rates  per  1,000  population  based 
on  one-day  surveys  from  sources  of  treatment, 
in  a  paper  by  Dr.  R.  R.  Vonderlehr,  Assistant 
Surgeon,  U.  S.  P.  H.  S.  in  the  Virginia  Medical 
Monthly  of  January.     The  table  follows : 

Total  White  Colored 

21.4%  14.8%  38.6% 

4.2  3.8  5.9 

7.6  5.0  11.7 

4.4  3.1  8.0 

4.0  3.0  6.0 

4.0  3.0  4.7 


Lexington,    Ky 
Paducah,    Ky. 
Birmingham,  Ala. 
Tenn.    (34   counties) 
Va.  (18  counties) 
Miss.  (16  counties) 

In  conclusion,  I  feel  that  if  the  series  had  not 
included  the  usual  welfare  cases  or  the  artificial 
group  of  the  selected  sexually  promiscuous,  my 
initial  premise  might  have  been  verified ;  how- 
ever, the  results  I  obtained  seemed  to  coincide 
with  the  moderate  estimates.  I  feel  that  the 
Wassermann  may  be  considered  reliable  in  this 
type  of  survey.  Thus  we  seem  to  have  locally 
the  usual  high  Negro  percentage ;  but  we  are 
certainly  at  the  estimated  minimum  with  our 
neighboring  States  at  present  in  regard  to  our 
white  population. 


Sleep  Versus  Insomnia 
(Editorial  Indian  Med.  Rec,  Calcutta,  Jan.) 
The  majority  of  women  take  far  too  little  sleep;  many 
object  to  the  afternoon  nap  contending  that  such  a  practice 
helps  to  put  on  fat,  and  is  bad  for  the  liver.  Sleeping  is  a 
great  art.  It  is  the  beauty  balm  par  excellence.  The  first  and 
foremost  point  is  the  question  of  air.  Light  is  the  next  con- 
sideration. The  room  should  be  dark  even  in  the  early  hours 
of  the  morning,  otherwise,  since  eyes  screw  themselves  up 
againn  the  light,  new  wrinkles  will  be  formed.  Sleep  with 
the  back  towards  the  light.  If  even  then  you  find  difficulty 
in  sleeping,  a  thick  bandage  should  be  tied  lightly  over  the 
eyes. 

We  should  be  wise  to  follow  the  example  of  the  French 
and  spend  lavishly  upon  our  beds.  On  waking,  stretch  each 
part  of  the  body  slowly  and  thoroughly,  and  when  that  ^s 
done  turn  over  on  your  face  and  stretch  again. 

The  amount  of  sleep  required  varies  from  one  person  to 
another. 

Much  more  harm  is  done  by  worrying  about  sleeplessness 
than  by  the  condition  itself.  If  you  are  wakeful,  lie  in  bed 
and  occupy  yourself  with  as  pleasant  thoughts  as  you  can. 
Alcohol  for  some  people  is  the  best  of  all  drugs  for  re 
moving  the  conditions  which  prevent  sleep.  Care  has  to  be 
exercised  lest  it  should  become  the  starting  point  of  a* 
drinking  habit,  and  there  are  people  who  instead  of  being 
scothed  are  excited  by  it. 

Provided  we  get  a  sufficiency  of  rest  in  bed  we  can  do 
with  comparatively  little  sleep  without  being  any  the  worse 
for  it,  provided  we  do  not  worry.  We  have  to  judge  slum- 
ber by  its  quality,  as  well  as  by  its  quantity.  When  we  find 
that  the  specific  gravity  of  the  second  urinary-  excretion  in 
the  day  is  higher  than  that  of  the  first  we  know  that  the 
kidneys  have  had  to  do  in  the  morning  what  they  should 
have  been  doing  during  the  hours  of  sleep.  That  is  why  the 
neurasthenic  is  usually  bad  company  at  the  breakfast  table. 
Of  the  many  disorders  of  sleep  a  common  one  is  excessive 
and  usually  unpleasant  dreaming. 

The  first  line  of  attack  on  insomnia  should  always  be 
through  the  digestion.  The  writer  has  known  the  simple 
process  of  sucking  compound  bismuth  lozenges  on  retiring 
to  clear  up  cases  which  more  spectacular  treatments  had 
entirely  failed  to  relieve. 

Don't  worry  about  it.  That  is  the  golden  rule  for  all  these 
conditions.  Even  if  the  causes  are  mental  and  associated  with 
the  unconscious  mind  of  which  we  hear  so  much,  it  does 
not  follow  that  it  will  not  clear  up  in  a  little  while  if  we 
ignore  it  as  much  as  possible.  Mental  conditions  like  phys- 
ical very  often  come  and  go  of  their  own  accord. 

"When  the  unpleasant  subject  will  not  be  banished,  it  is 
usually  better  to  deal  with  it  on  the  spot.  It  is  better  to 
spend  the  hours  from  10  to  12  in  a  thorough  examination 
of  the  problem  and  go  to  bed  tired  than  to  retire  at  the 
earlier  hour  and  spend  half  the  night  turning  the  subject 
over  in  your  mind.  It  is  sometimes  even  better  to  get  out 
of  bed  in  the  night  and  deal  with  whatever  is  worrying 
you.  It  is  usually  wise  to  have  a  light  meal  as  the  sleepless- 
ness is  often  prolonged  through  hunger.  A  quiet  hour  in  a 
chair  is  a  great  help  to  a  peaceful  night.  Then  before  going 
to  bed  sip  very  slowly  a  glass  of  milk  or  preparations 
which  have  milk  as  their  base. 

Reading  stupid  books  will  keep  one  awake.  The  theory 
that  you  must  sleep  at  particular  times  and  that  40  winks 
after  dinner  are  bad  for  you  is  simply  a  superstition.  If  you 
do  not  sleep  well  at  night,  you  will  probably  be  able  to  make 
up  for  it  by  a  nap  next  day.  It  is  often  a  waste  of  time  to 
tell  a  person  not  to  worry,  some  men  and  women  cannot 
positively  help  it. 


Ankle   fracture   requires   that   the   cast   extend   to   the 
knee. 
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Pellegrini — Stieda's  Disease 

With  Report  of  a  Case 

A.  Hinson,  M.D.,  and  W.  L.  Gerald,  Statesville,  North  Carolina 
Davis  Hospital 


PELLEGRIXI-STIED.VS  DISEASE  was 
first  brought  to  the  attention  of  the  med- 
ical profession  in  1905  by  Pellegrini  and 
Kohler  as  the  outcome  of  work  done  by  each  en- 
tirely independently  of  the  other.  In  1907  Stieda 
reported  six  cases  before  a  German  Radiological 


The  pathology  consists  of  a  calcification  of  the 
medial  tibial  collateral  ligament  which  shows 
roentgenogically  as  a  shadow  with  its  concavity 
toward  the  internal  epicondyle  of  the  femur. 
There  is  always  a  history  of  direct  trauma  over 
the   internal   condyle   or    indict     trauma    due    to 


Congress.  Until  1933  no  cases  had  been  reported 
in  American  literature  although  136  cases  bad 
been  reported  in  the  European.  Since  1933  quite 
a  tew  cases  have  been  reported  in  this  countr) 
by  Kulowski,  Rachlin,  Hedrick  and  Junes.  Ox- 
ford, Wetzler  and  Elconin,  Henson  and  others. 
This  condition  is  undoubtedly  more  common 
than  it  has  been  thought  to  be. 


muscle  contraction  from  a  blow  sustained  when 
the  knee  is  flexed  and  abducted.  X-ray  examina- 
tion soon  after  the  injury  will  fail  to  show  any- 
thing, a-  no  considerable  calcification  takes  place 
m  a  shorter  period  than  five  weeks  to  several 
months.  Calcification  may  continue  till  it  is  so 
extensive  as  to  interfere  with  joint  flexion. 
Numerous   theories    have   been   advanced    re- 
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garding  the  etiology  of  this  condition.  Stieda 
believes  that  it  starts  with  a  chip  fracture  of  the 
internal  condyle.  Others  have  thought  that  it  was 
a  calcified  hematoma  or  due  to  a  piece  of  perios- 
teum having  been  pulled  loose.  Hedrick  and 
Jones  insist  that  the  process  is  essentially  a  myosi- 
tis ossificans.  Pellegrini  and  others  have  later 
expressed   an   opinion   that    following   trauma   a 


The  prognosis  is  usually  good  where  the  diag- 
nosis  is  mlade  early  and  proper  treatment  insti- 
tuted. If  allowed  to  progress  the  calcification 
interferes  with  joint  function  and  surgical  re- 
moval is  indicated.  An  early  diagnosis  is  im- 
portant from  a  medico-legal  aspect;  a  number  of 
these  cases  are  industrial  accidents  and  the  period 
of  disability  is  materiallv  shortened  if  a  correct 


Ficu 
metaplasia  occurs  from  fibrous  tissue  to  osseous 
tissue.  There  is  always  a  definite  space  between 
the  calcified  shadow  and  the  condyle,  the  latter 
showing  an  unbroken  contour.  In  the  case  of  a 
chip  fracture  the  pathology  is  evident  immed- 
iately following  the  injury,  while  in  the  condi- 
tion under  discussion  it  does  not  appear  until 
later. 

The  consensus  of  opinion  is  that  treatment 
should  be  conservative — the  knee  joint  immobil- 
ized, aspirated  if  necessary,  and  weight-bearing 
and  motion  started  in  the  second  week.  Massage 
is  contra'indicated. 


re  2. 

diagnosis  be  made  and  proper  treatment  started 

early. 

Diagnostic   points    are : 

(  1  )      Localized   tenderness   over   internal  con- 
dyle of  femur. 
i  2  I      History  of  trauma   some  time  previous, 
usually  at  least  five  or  six  weeks. 

(3)  Palpable  mass  over  internal  condyle, 
with  or  without  crepitus. 

(4)  Roentgenologic  evidence  of  calcification 
of  internal  collateral  tibial  ligament 
which  is  pathognomonic  if  differentiated 
from  chip  fracture. 
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Figure  1  is  a  case  of  Pellegrini-Stieda's  disease, 
resulting  from  a  football  injury  to  a  21-year-old 
player,  six  weeks  previous  to  the  taking  of  this 
radiograph.  Xotice  the  typical  crescentic  calci- 
fication and  the  distinct  separation  from  the  con- 
dyle. This  case  is  under  treatment  at  the  present 
time. 

Figure  2  shows  a  chip  fracture  which  was  evi- 
dent immediately  following  the  injury.  Note 
the  close  relation  of  fragments  to  femoral  con- 
dyle, also  the  matching  of  the  contour  lines  where 
the  fragment  fits  in. 


NuPERCAINAL  TREATMENT  OF  CHRONIC  ULCERS 
(C.  L.  Plunkett,  New  York,  in  Med.  Rec,  April  7th) 
From  the  time  of  Lister  and  antisepsis  the  treatment  of 
chronic  wounds  has  become  progressively  more  unscientific. 
Here  are  some  of  his  postulates  "Avoid  all  irritation  or  any 
disturbance  of  the  relation  of  the  wounded  parts."  This 
"irritation  as  well  as  the  danger  of  infection  from  the  fre- 
quent change  of  dressings  is  a  common  cause  of  late  sup- 
puration." "No  agent  so  far  has  sterilized  an  infected 
wound  without  damaging  the  patient." 

Hilton  states,  "An  irritable  ulcer  is  to  be  distinguished 
from  an  inflamed  ulcer  by  the  quantity  of  lymph  which  is 
poured  out  upon  the  inflamed  ulcer,  and  the  high  degree  of 
temperature.  Irritable  ulcers,  as  we  know,  are  exceedingly 
painful  and  sometimes  difficult  to  cure." 

We  have  injury,  irritation,  nerve  stimulation,  exudation, 
disintegration  with  liberation  of  more  irritants,  and  the 
cycle  begins  again.  In  breaking  this  chain,  Lister  unquestion- 
ably gained  considerable  therapeutic  advantage  in  the  use 
of  the  antiseptic  phenol  because  of  its  local  anesthetic 
property  where  Hilton  resorted  to  surgical  division.  It  was 
this  salient  fact  which  led  to  the  use  of  nupercainal  as  a 
nonirritating  anesthetic  for  chronic  ulcer  with  gratifying 
results.  There  is  one  precaution  about  ambulatory  cases, 
that  is,  mild  pressure  by  ace  bandage  or  adhesive  strips 
(2  3rds  circumference  of  part)  extending  from  the  ankle 
proximally  to  above  the  ulcer. 


Repair  Old  Lacerations  at  Time  of  Delivery 


A  few  logical  reasons  why  old  lacerations  should  be  re- 
paired at  the  time  of  delivery. 

1.  We  should  always  leave  our  patients  in  good  obstet- 
rical condition. 

J.  Few  patient-  will  return  for  operation  until  some  trou- 
ble presents  itself. 

3.  The  young  mother  may  early  acquire  retrodisplacement 
and  prolapse. 

4.  Nervousness  and  irritability  occur  early  and  unfit  the 
mother  for  childbearing. 

5.  In  older  patients  with  lacerations  of  the  cervix,  cancer 
may  occur. 

6.  On  account  of  expense  the  needed  operation  will  be 
postponed. 

7.  When  the  mother  is  in  good  condition,  there  is  prac- 
tically no  added  risk. 

Certain  requirements: 

1.  Hospitalize  the  patient. 

2.  Necessary  asepsis. 

3.  Analgesia  during  labor  to  prevent  exhaustion. 

4.  A  good,  careful  anesthetist. 

3.  Know  what  the  injury  is  before  the  onset  of  labor. 
6.  Be  able  to  recognize  the  structures. 


7.  Remember  the  parts  are  swollen  and  edematous. 
S.  Dissect  for  the  most  part  with  dull  instruments. 

9.  Do  not  construct  tissues. 

10.  Build  the  perineal  body  in  three  layers. 

11.  Use  only  number  2.  40  day  chromic  gut. 

12.  Finally  have  a  competent  nurse  for  the  aftercare  and 
use  5%  mercurochrome  freely. 

When  should  a  repair  not  be  attempted: 

1.  When  acute  infection  is  present  or  suspected. 

2.  Following  excessive  hemorrhage. 

3.  In  shock. 

4.  When  a  serious  organic  lesion  exists. 

5.  In  exhaustion  of  patient. 

6.  With  unsatisfactory  anesthesia. 
Method  of  repair: 

No  different  from  the  elective  operation. 

The  separation  of  the  vaginal  mucous  membrane  is  less 
difficult  and  the  muscles  stand  out.  Healing  is  rapid,  hence 
the  morbidity  is  not  increased. 

In  repairing  a  rectovaginal  fistula,  I  would  warn  you. 
against  inserting  sutures  from  the  rectal  side;  dissect  back 
the  vaginal  mucous  membrane  and  bring  the  upper  surfaces 
of  the  rectum  together,  turning  the  edges  into  the  rectum, 
and  dissect  back  the  vaginal  membrane  and  bring  the 
muscle  and  fascia  in  layers  over  the  fistula. 

Chronically  infected  cervices  may  be  partially  amputated 
at  this  time.  All  repairs  upon  the  cervix  are  easily  done  by 
a  Levy's  speculum.  For  repair  of  lacerations  which  occur  at 
the  time  of  delivery  the  only  contraindications  are  shock, 
hemorrhage,  or  some  complication  affecting  the  mother, 
investion  of  infection  either  within  or  without,  no  compe- 
tent assistants,  where  antisepsis  cannot  be  obtained. 

Unless  in  a  hospital,  no  attempt  should  be  made  to  repair 
a  cervix  not  bleeding  badly. 

We  should  think  of  the  economic  side  as  well  as  the  two 
anesthesias.  The  hospitals  cannot  keep  the  charity  patients 
too  long,  and  the  patients  cannot  afford  it. 


Report  of  Anesthetic   Deaths 

(A.  K.  Lotz,  Wilmington,  Del.,  in  Anes.  &  Anal.,  Mar.- April] 
This  report  embraces  every  anesthetic  death  that  has 
been  so  classified  in  our  hospital  July  1,  1917  to  October 
1,  1936,  and  one  that  in  another  institution.  This  report 
embraces  all  except  local  blocks  and  infiltration  an- 
esthesias. This  report  embraces  32.883  administrations, 
divided  as  follows : 

.  inesthetii  Xo.  Cases 

Nitrous   Oxid  19,213 

Ether  10,748 

Spinals  2,190 

Chloroform  452 

Avertin  ISO 

propane  60 

In  1917  local  anesthesia  was  used  in  10';.  now  in  22',. 
of  all  cases.  In  1917,  387  anesthesias  were  given  as  com- 
pared to  over  2,600  yearly  now. 

Of  the  cases  reported,  11  were  by  myself,  6  being  given 
by  others.     My  own  classification  of  deaths  is: 

.  Inesfhetic  Xn.  Cases 

Nitrous  Oxid  4 

I-  th.  t  3 

Spinal  2 

V ver t  i  n  1 


The  Medii  m  Societi  oi  New  Jersey  (Edi.  in  Jl. 
of  h  i  Mai  I  i  i  gn  at  fraternitj  of  phy- 
sicians of  widely  varying  temperaments  and  character- 
istics; but  one  feature  which  everi  doctor  i  xpecl  to  find 
is  friendliness  and  no  one  will  be  able  t..  say  that  this 
attractive  virtue  will   be  lacking. 
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Urological    Helps   in   Daily 
Practice 

A   Column   Conducted   by 

The  Crowell  Clinic  Staff 
Charlotte,  N.  C. 


Complications  of  Chronic  Gonorrhea 
Urethral  stricture  is  one  of  the  most  frequent 
complications  of  chronic  gonorrhea.  Chronic  pros- 
tatitis and  seminal  vesiculitis  are  its  most  constant 
accompaniments.  Treatment  must  be  directed  to 
them  as  a  whole,  and  to  ascertain  all  the  factors 
entering  into  the  production  of  their  symptoms,  a 
thorough  investigation  must  be  made  of  all  the 
pathological  conditions  entering  into  the  production 
of  the  symptoms. 

In  the  first  place,  it  is  very  important  to  know 
whether  the  disease  is  in  the  anterior  or  the  posterior 
urethra,  or  in  both.  It  is  seldom  confined  to  the 
anterior,  but  fairly  frequently  limited  to  the  pos- 
terior. This  information  is  easily  obtained  by  irri- 
gating the  anterior  urethra  until  the  washings  return 
clear,  the  patient  having  retained  his  urine  for 
three  or  four  hours;  then  have  him  pass  part  of  his 
urine  into  a  glass.  If  the  washings  contain  pus  and 
shreds  and  the  voided  urine  is  clear,  the  lesion 
is  limited  to  the  anterior  urethra,  but  if  the  urine 
contains  pus  and  shreds,  we  are  dealing  with  an 
anteroposterior  infection.  If  the  washings  are  clear 
and  the  voided  urine  cloudy,  we  are  dealing  with  a 
posterior  urethritis  or  upper  urological  infection. 
If  a  small  catheter  is  then  passed  into  the  bladder 
and  the  specimen  drawn  is  clear,  there  is  no  open 
upper  urinary  infection.  If  the  bladder  is  then 
filled  with  sterile  water  and  prostatic  massage  given, 
the  material  found  in  the  voided  bladder  solution 
comes  from  the  prostate,  the  seminal  vesicles,  or 
both,  and  a  microscopic  examination  will  give  in- 
formation valuable  for  the  successful  manegement  of 
the  case. 

Should  the  bladder  urine  obtained  by  catheter 
be  cloudy,  irrigating  the  bladder  with  a  bland  solu- 
tion will  give  some  information  as  to  whether  the 
infection  is  in  the  bladder  or  kidney.  With  the 
small  catheter  in  situ,  irrigate  until  the  solution 
returns  clear;  then  fill  the  bladder  partially  and 
have  the  patient  void  in  half  hour.  Should  the 
voided  solution  be  cloudy,  suspect  kidney  infection. 
This  calls  for  cystoscopy  and  ureteral  catheteriza- 
tion to  ascertain  definitely  the  source  of  the  infec- 
tion. 

It  is  with  the  chronic  complications  of  gonorrhea 
that  we  are  especially  interested  right  now,  and 
stricture  of  the  urethra  is  one  of  the  most  frequent 
of  these.  Spasmodic  contraction  is  not  true  stric- 
ture.    Organic  stricture  may  be  congenital,  or  ac- 


quired. The  location  and  caliber  of  the  stricture 
can  best  be  learned  by  using  the  bulbous  bougie  or 
the  Otis  urethrometer.  When  possible  the  patient 
should  be  prepared  for  a  day  or  two  by  urethral  ir- 
rigations and  urinary  antiseptics,  and  especially  if 
there  is  an  old  gonococcal  infection.  If  the  bulbous 
bougie  is  chosen,  the  largest  size  the  meatus  will 
admit  is  to  be  introduced,  and  smaller  and  smaller 
ones  substituted,  and  thus  continuing  until  the 
largest  size  possible  passes  the  stricture.  (The 
bulbous  bougie  should  not  be  passed  beyond  the 
compressor  urethrae  muscle.)  As  it  is  withdrawn, 
there  will  be  a  pull  as  the  shoulder  of  the  bulb  is 
brought  back  through  the  stricture.  Should  the 
meatus  be  less  than  a  number  20  F.,  a  meatotomy 
should  be  performed  and  the  canal  enlarged  so  that 
p.  number  32  F.  bougie  can  readily  be  admitted  be- 
fore attempting  to  treat  the  stricture.  This  will  give 
tree  drainage  and  facilitate  treatment  in  many  ways. 

If  the  Otis  urethrometer  is  used  to  locate  the* 
stricture  it  should  be  opened,  with  rubber  cover 
over  it,  to  the  urethral  capacity,  and  passed  until 
it  meets  with  obstruction.  The  bulb  should  be 
reduced  in  size  until  it  passes  the  stricture  when 
its  caliber  and  location  should  be  noted.  If  the 
stricture  is  less  than  a  number  IS  F.,  it  will  not 
pass,  and  resort  must  be  made  to  filiforms,  fol- 
lowers and  endoscope.  Frequently  it  is  difficult  to 
pass  a  filiform  through  a  tight  or  tortuous  stricture, 
and  then  by  passing  an  endoscope  down  to  the 
stricture  the  small  opening  can  occasionally  be 
seen  and  the  filiform  passed  into  it. 

The  congenital  stricture  is  located  at  the  meatus 
or,  as  a  valve,  in  the  prostatic  urethra.  The  spas- 
modic stricture  is  of  but  little  significance  and  is 
caused  by  inflammation  in  or  around  the  urethra, 
by  passing  urethral  instruments,  or  by  simple 
nervousness.  In  meatal  stricture  a  proper  meato- 
tomy will  give  permanent  relief.  The  vesical-neck 
obstruction,  when  early  recognized  and  properly- 
treated,  will  be  permanently  cured.  When  the 
meatus  and  urethral  caliber  are  normal  and  the 
patient  suffers  unduly  frequent  and  hesitant  urina 
tion,  dribbling,  bed  wetting  or  incontinence,  and 
no  definite  cause  can  be  ascribed,  a  thorough  uro- 
logical investigation  is  advised.  When  valves  are 
found  they  may  readily  be  removed  through  the 
panendoscope. 

Years  of  experience,  as  urologists,  has  convinced 
us  that  the  great  urologists  of  the  world  are  right 
when  they  say,  once  an  organic  stricture,  always 
one.  The  caliber  of  the  canal  may  be  restored  for 
the  time  being,  but  the  intrinsic  damage  to  the 
canal  is  permanent.  Although  symptom-free,  the 
patient  should  be  warned  that  for  the  rest  of  his 
life  the  urethra  should  be  dilated  at  least  three  or 
four  times  yearly.    These  patients  should  be  warned 


May,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


237 


against  renewed   gonococcal   infection   since   every 
new  one  will  aggravate  the  old  lesion. 

About  70  per  cent  of  the  strictures  due  to  gonor- 
rhea are  located  in  the  bulbous  and  membranous 
urethra  and  25  per  cent  in  the  pendulous;  the  re- 
maining 7  per  cent  are  the  result  of  glandular 
infection. 

The  symptoms  most  commonly  accompanying 
gonorrheal  stricture  vary  with  the  caliber  of  the 
stricture  and  the  chronicity  of  the  disease.  Frequent 
and  difficult  urination,  small  stream,  and  dribbling 
at  the  end  of  the  act,  and  a  slight  glairy  mucous 
discharge  are  the  most  frequent  symptoms  of  or- 
ganic stricture.  Acute  retention  occurs  when  the 
condition  has  been  neglected  and  the  stricture  is  of 
small  caliber. 

The  complications  of  organic  stricture  and  their 
management  are  important  and  far-reaching.  Im- 
proper treatment  may  produce  serious  hemorrhage, 
rupture  and  urinary  extravasation,  peri-urethral  ab- 
scess, seminal  vesiculitis,  epididymitis  and  urinary 
sepsis.  The  most  important  problem  is  to  prevent 
grave  complications.  Again  gentleness  is  the  watch- 
word, and  after  every  instrumentation,  especially 
the  first,  every  patient  should  be  kept  under  rigid 
rupture  and  urinary  extravasation,  periurethral  ab- 
sterilized  and  well  lubricated  with  K  Y  or  sterile 
oil.  It  is  well  to  fill  the  urethra  with  the  lubricant 
before  inserting  any  instrument. 

In  the  pendulous  urethra,  the  treatment  consists 
of  gradual  dilatation  and  a  cutting  operation.  If 
the  stricture  is  less  than  16  F.,  decision  must  be 
made  between  gradual  dilatation  and  internal  ureth- 
rotomy followed  by  immediate  dilatations.  If  the 
stricture  is  resilient,  cut  and  dilate.  If  larger  than  a 
16  F.,  gradual  dilatation  is  the  method  of  choice. 
If  the  stricture  is  in  the  bulbous  or  membranous 
urethra,  dilatation  is  indicated  unless  the  stricture 
is  impermeable;  or  attempts  at  dilatation  poorly 
borne,  producing  hemorrhage,  chills,  etc.  If  the 
stricture  is  complicated  by  abscess,  extravasation  or 
fistula,  external  urethrotomy  or  cystotomy  is  in- 
dicated and  because  of  the  seriousness  of  the  con- 
dition and  the  highly  technical  operation  necessary, 
surgical  consultation  is  advisable. 

Never  do  an  external  urethrotomy  on  the  pendu- 
lous urethra  or  an  internal  urethrotomy  for  bul- 
bomembranous  strictures.  For  strictures  in  the  bul- 
bous and  membranous  urethra  smaller  than  16  F., 
filiform  and  followers  should  be  used  until  a  22  F. 
sound  or  a  Kollmann  dilator  can  be  introduced. 
This  instrumentation  should  be  repeated  every  four 
to  seven  days,  as  indicated,  and  the  dilatation 
should  be  continued  up  to  26  or  28  F.,  increasing 
the  sizes  slowly  and  using  every  precaution  to  pro- 
duce the  least  amount  of  trauma.  To  repeat,  the 
dilatations  must  be  kept  up  at  increasing  intervals 


throughout    life. 

The  verumontanum,  located  in  the  floor  of  the 
prostatic  urethra,  is  affected  in  practically  all 
chronic  posterior  urethral  infections,  especially  those 
involving  the  prostate  and  seminal  vesicles.  The 
symptoms  differ  little  whether  the  infecting  agent 
be  the  common  gonococcus  or  organisms  not  so 
partial  to  this  ha'bitat.  The  symptoms  are  a 
crawling  sensation  or  pain  at  the  neck  of  the  blad- 
der, just  enough  to  annoy,  occasional  slight  morning 
urethral  discharge  gluing  the  meatus,  and  frequently 
inguinal  and  lower  lumber  pain.  The  patient  com- 
plains of  inability  to  concentrate  and  frequently  is 
greatly  depressed.  Occasionally  ejaculations  are 
painful  and  especially  when  the  seminal  vesicles  are 
much  involved.  Some  suffer  partial  impotence  but 
occasionally  the  opposite  effect  is  noticed. 

A  definite  diagnosis  is  made  by  vision  through 
the  endoscope.  Frequently  the  whole  posterior 
urethra  bleeds  readily  but  often  only  a  large  veru- 
montanum with  gapeing  utricle  and  ejaculatory 
ducts  are  seen  as  abnormalities. 

The  treatment  should  be  directed  to  the  predis- 
posing as  well  as  the  exciting  causes.  Sexual  excite- 
ment and  indulgence  and  alcoholics  must  be  denied 
to  obtain  best  results.  Since  the  prostate  or  the  sem- 
inal vesicles,  and  usually  both,  are  involved,  the 
treatment  should  be  directed  to  them  as  a  whole. 
'-.  his  means  prostatic  massage,  dilatation  of  the 
prostatic  urethra  with  the  posterior  Kollmann  dila- 
tor, followed  by  bladder  irrigations  with  perman- 
ganate of  potassium  solution,  l-to-6,000,  every  fifth 
day  until  the  patient  becomes  accustomed  to  instru- 
mentation, when  the  dilatation  should  be  followed 
alternately  with  applications  u>  the  verumontanum 
of  5  to  20  per  cent  solutions  of  nitrate  of  silver,  or 
a  50  per  cent  solution  of  phenol. 


A  Rapid  Sample  Test  for  the  Serodiagnosis  of  Syphilis 
(F.  H.  Robinson  &  G.  M.  Stroud.  Durham,  in  Jl.  A.  M.  A., 
April  3rd  i 
A  rapid,  cheap  and  reliable  method  of  diagnosis  is  highh 
desirable.  Laughlen  has  recently  described  such  a  method  in 
a  report  on  its  use  in  1,000  serums  taken  in  a  routine  man- 
ner from  hospital  patients.  A  drop  of  reagent  is  added  to  a 
drop  of  serum  or  spinal  fluid  on  a  idass  slide,  which  is  then 
i  ill'.]  repeated!}  and  observed  at  frequent  intervals  in  in- 
direct light.  A  positive  reaction  is  recognized  by  (he  macro- 
copii  appearance  of  coarse  ml  particles  which  rapidly 
enlarge,  whereas  when  the  reaction  i-  negative  the  fluid 
remains  homogeneous, 

The  result-  compared  with  lli.i-r  ..I  the  Waterman  and 
Kahn  tests:  On  1.000  serums  in  our  laboratories  it  wa- 
fi  und  thai  the  Laughlen  was  in  accord  with  the  Wassei 
mann  test  in  939!  of  scrums  anil  with  the  Kahn  tesf  in 
■' •'•  In  this  eries  oi  1,000  cases  the  reagent  employed  was 
prepared  bj  us  according  to  Laughlen 's  directions.  In  an 
additional  -eric-  of  SO  serums  Laughlen's  reagenl  wa  sup 
plied  by  the  Lederle  Laboratories  and  the  results  obtained 
were  in  a. cord  with  simultaneous  Wassermann  and  Kahn 
tests  in  every  instance.  We  found  the  Laughlen  tesl  equally 
reliable  when  cerebrospinal  Quid  is  tested 
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For  this  issue,  Raymond  S.   Crispei.l,   M.D.. 
Durham,   N.   C. 


Mental  Hygiene  in  North  Carolina 

The  establishment  in  the  middle  of  the  nine- 
teenth century,  through  the  efforts  of  Dorothea 
Dix,  of  the  first  Hospital  for  the  Insane  in  North 
Carolina,  is  the  opening  chapter  in  the  history 
of  psychiatric  organization  in  the  State.  It  is 
an  interesting  and  dramatic  story  that  is  familiar 
to  many  and  should  be  known  to  all. 

At  the  inception  of  the  national  mental  hygiene 
movement  twenty-five  or  thirty  years  ago  there 
was  a  spread  into  North  Carolina  under  the  lead- 
ership of  Dr.  Albert  Anderson,  with  a  meet- 
ing in  Raleigh,  and  a  mental  hygiene  organ- 
ization was  formed  that,  unfortunately,  did 
not  survive.  The  developments  in  North  Caro- 
lina in  organized  mental  hygiene  work,  as  opposed 
to  those  in  psychiatric  organization,  are  a  mat- 
ter of  the  last  few  years.  This  late  start  is  due 
partly  to  the  fact  that  the  intramural  psychia- 
trists did  not  have  the  time  and  that  the  extra- 
mural psychiatrists  in  the  State  are  so  recent  and 
few.  Without  psychiatrists  to  give  the  necessary 
help  and  supervision,  psychiatric  and  mental  hy- 
giene organizations  and  movements  are  not  apt 
to  be  started,  or  if  they  are,  not  to  flourish. 

A  few  years  ago  interest  in  mental  hygiene 
was  created  in  Charlotte  by  Dr.  Sylvia  Allen, 
leading  to  a  clinic,  which  has  unfortunately  lapsed 
without  her  personal  services  and  enthusiasm 
since  her  removal   from  the  State. 

In  January,  1935,  the  late  Dr.  Ernest  Poate 
assembled  in  Raleigh  the  physicians  of  the  State 
interested  in  or  practicing  neuropsychiatry,  and 
the  North  Carolina  Neuropsychiatric  Association 
was  formed.  In  that  qualifications  for  member- 
ship required  membership  in  the  North  Carolina 
Medical  Society,  it  was  proposed  that  the  Asso- 
ciation also  organize  as  a  Section  on  Neurology 
and  Psychiatry  of  the  State  Medical  Society. 
Each  time  this  matter  has  come  up  there  has 
been  hesitation  to  take  action,  because  the  num- 
ber of  neuropsychiatrists  in  the  State  is  few  and 
it  was  felt  that  education  along  the  lines  of  neu- 
ropsychiatry, especially  for  the  general  medical 
profession,  a  prime  object  of  the  Association,  to- 
gether with  the  education  and  exchange  of  ideas 


and  information  among  its  own  members,  could 
best  be  accomplished  by  participating  in  the  gen- 
eral sessions  of  the  annual  meeting  of  the  State 
Medical  Society  and  promoting  the  giving  each 
time  of  a  neuropsychiatric  paper. 

From  the  very  beginning  the  Neuropsychiatric 
Association  has  been  interested  in  increasing  and 
improving  the  State  care  of  psychiatric  patients. 
While  the  legislative  committee  appointed  at  the 
first  meeting  was  busy  with  this  an  unexpected 
opportunity  arose  whereby  a  State  Commission 
was  authorized  by  the  Legislature,  appointed  by 
Governor  Ehringhaus,  and  underwritten  by  the 
Rockefeller  Foundation.  Dr.  Lloyd  Thompson, 
Associate  Professor  of  Psychiatry  at  Yale  Uni- 
versity, was  engaged  to  make  a  survey  of  present 
mental  hygiene  facilities  in  North  Carolina  and 
to  forecast  future  needs.  He  devoted  a  year  to 
this,  from  October  1st,  1935  to  September  30th, 
1936. 

Soon  after  its  formation,  Dr.  Poate,  the  first 
president  of  the  North  Carolina  Neuropsychiatric 
Association,  died;  but  Vice-President  John  Mc- 
Campbell,  succeeded  to  the  presidency  and  with 
Dr.  Sylvia  Allen  as  secretary-treasurer  the  in- 
fant organization  carried  on  its  work  gaining 
strength  and  members.  Besides  the  original  in 
Raleigh  in  January,  there  were  meetings  in  1935 
also  in  Greensboro  and  Morganton.  The  Asso- 
ciation has  tried  to  keep  a  geographical  distribu- 
tion as  to  membership  and  places  of  meeting. 

At  the  January,  1936,  meeting  in  Chapel  Hill, 
Dr.  Horace  Frmk  and  Dr.  A.  S.  Rose  acted  as 
hosts.  Later  in  1936,  death  deprived  the  Asso- 
ciation of  Dr.  Frink's  active  interest  and  wise 
counsel.  At  this  meeting  Dr.  Raymond  S.  Cris- 
pell.  of  Durham,  was  elected  president.  As  he 
was  also  a  member  of  the  Commission  he  was 
able  to  some  extent  to  act  as  a  liaison  between  the 
Association  and  the  Commission,  trying  to  de- 
velop interest  and  cooperation  for  mutual  benefit. 

In  1936,  Dr.  Claude  Bosemian  of  Pinebluff 
acted  as  the  representative  of  the  Neuropsychia- 
tric Association  in  reading  a  neuropsychiatric 
paper  at  the  meeting  of  the  State  Medical  So- 
ciety at  Asheville,  and  at  this  time  also,  as  planned 
from  the  beginning,  the  Association  met  in  con- 
junction with  the  State  Society,  although  not  as  a 
section  on  Neurology  and  Psychiatry.  In  addi- 
tion, in  1936  two  meetings  were  held  at  Duke 
Hospital  in  conjunction  with  the  Commission  and 
matters  concerned  with  the  survey  under  way 
were  discussed.     In  May,   1936,  further  interest 
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in  mental  hygiene  was  stimulated  by  a  visit  of 
Mr.  Clifford  Beers,  founder  of  the  National  Com- 
mittee for  Mental  Hygiene.  In  1936,  to  the  loss 
of  Dr.  Poate  and  Dr.  Fink  by  death  was  added 
the  loss  of  Dr.  Sylvia  .Mien  by  removal  from 
the  State,  whereupon  Dr.  A.  S.  Rose  of  Chapel 
Hill   became    secretary-treasurer. 

From  the  beginning  the  Neuropsychiatric 
Association  planned  to  sponsor  a  State  Mental 
Hygiene  Society  to  include  lay  as  well  as  pro- 
fessional members,  but  it  was  considered  advis- 
able to  go  slowly  and  to  prepare  well  the  ground, 
waiting  until  a  greater  solidarity  and  strength 
of  the  Association  could  be  obtained  and  for  the 
interest  and  cooperation  of  the  medical  profession 
at  large,  especially  organized  medicine  in  North 
Carolina. 

Meanwhile,  a  Mental  Hygiene  Society  was  or- 
ganized in  North  Carolina.  This  organization 
was  aided  by  some  individual  members  of  the 
medical  profession,  but  was  not  sponsored  by  the 
Neuropsychiatric  Association.  The  neuropsychi- 
atrists  of  the  State  think  that  all  matters  pertain- 
ing to  health  and  disease,  mental  health  and 
disease  included,  should  be  guided  by  medicine. 
The  medical  practice  law  of  North  Carolina  pro- 
vides for  this,  confining  the  diagnosis  and  treat- 
ment of  mental  as  well  as  physical  disease  to  Doc- 
tors of  Medicine.  If  the  medical  profession  at 
large,  and  organized  medicine  particularly,  does 
not  back  up  this  stand,  then  not  only  are  mental 
hygiene  and  psychiatry  in  a  bad  condition  in 
North  Carolina,  hut  also  medical  activities  in 
general.  Mental,  more  than  physical  hygiene, 
without  the  proper  medical  counsel,  guidance  and 
control,  becomles  nebulous  and  harmful  rather 
than  helpful. 

The  matter  presumes  that  physicians  are  vitally 
interested  in  social  problems  and  prepared  to  ex- 
ert leadership  in  social  endeavors.  The  soci- 
ological implications  of  mental  hygiene  are  par- 
ticularly great.  If  physicians  are  indifferent  in- 
antagonistic  they  jeopardize  not  only  the  program 
hut  also  themselves. 

The  neuropsychiatrists  of  the  State  chink  that 
if  a  mental  hygiene  movement  is  launched  pre- 
maturely and  injudiciously  and  then  falters  and 
fails,  progress  in  psychiatric  organization  and 
mental  hygiene  will  be  thrown  hack  a  generation. 
Future  attempts  to  promote  it  will  be  mi  i  by  the 
declaration  that  it  was  tried,  accomplished  noth- 
ing and  failed. 

The  work  proposed  or  dune  in  mental  hygiene 


m  North  Carolina  must  he  reasonable.  It  must 
be  well  planned.  Judging  from  present  pioneer 
conditions  it  will  he  long  and  laborious  and  lack- 
ing in  the  dramatic.  We  might  rather  set  our- 
selves for  a  long-time  pull  rather  than  expect 
quick  or  easy  results.  Theory  can  easily  outrun 
practice  and  propaganda  can  easily  exceed  facili- 
ties. 

In  mental  hygiene  we  do  not  have  the  definite 
procedures  that  we  have  in  the  prevention  and 
control  of,  for  instance,  syphilis,  or  diphtheria. 
The  less  definite  and  tangible  means  are  best 
promoted  by  those  having  special  training  and 
experience.  Clinics  are  a  part  of  the  mental  hy- 
giene program,  but  unless  they  are  headed  by  a 
psychiatrist  or  a  psychiatrically  trained  physi- 
cian  they  are  not  psychiatric  clinics.  .The, .pres- 
ence and  cooperation  of  a  psychiatrist  is  essen- 
tial. One  of  our  first  tasks  in  North  Carolina 
is  to  train  and  obtain  more  psychiatrists  or  more 
physicians   in   psychiatry. 

The  last  meeting  of  the  North  Carolina  Neuro- 
psychiatric Association  was  held  at  Wake  Forest 
in  January.  1937.  Printed  copies  of  the  Sur- 
vey were  at  hand.  It  is  an  excellent,  detailed, 
scientific  work  and  it  represents  one  of  the  defi- 
nite accomplishments  since  1935.  Copies  are 
available  at  the  publication  price  of  $2.50  by  ad- 
dressing Miss  Elsie  Larson,  Duke  Hospital.  Dur- 
ham!. Unless  the  findings  of  the  Survey  are 
known  and  translated  into  action,  specifically 
some  legislative  action,  it  is  of  little  .avail.  Mi.ss 
Larson's  expenses  have  been  underwritten  by  the 
Commission  until  September.  1937,  to  act  more 
or  less  in  the  capacity  of  an  executive  secretary 
to  follow  through  the  work  of  the  Survey  and 
to  promote  if  possible  mental  hygiene  work, 
clinics  and  societies. 

At  the  recent  Wake  Forest  meeting  Dr.  Julian 
Ashby  was  elected  president  of  the  North  Caro- 
lina Neuropsychiatric  \ssociation.  \s  head  of 
Dix  Hill,  Dr.  Ashby  can  represent  and  stimulate 
the  intramural  psychiatrists  of  the  State.  Dr. 
James  Vernon  of  Morganton  was  elected  vice 
presidenl  and  Dr.  Claude  Boseman  secretary- 
treasurer.  The  Association  now  has  about  forty- 
four  members  and  an)  licensed  physician  who  in 
in  accord  with  the  purposes  and  work  is  wel- 
comed into  membership,  Virginia  has  a  Neuro- 
psychiatric Association  of  about  equal  size  and 
negotiations  are  under  way  to  meet  conjointly 
from  time  to  time.  There  is  no  reason  why.  with 
time  and  effort,  the  needed  advances  in  psychiatry 
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and  in  mental  hygiene  cannot  be  made  in  North 
Carolina  and   in   the   South. 


GENERAL  PRACTICE 

Wingate  M    Johnson,  M.D.,  Editor,  Winston-Salem,  N.  C 


A  Cure  for  Cancer 

Surely  there  is  nothing  new  under  the  sun.  Fol- 
lowing is  the  report  of  a  "new  cure"  for  cancer, 
gleaned  from  the  time-faded  pages  of  Arthur's 
Lady's  Magazine  of  September,  1871.  Discovered 
lying  on  a  table  along  with  current  periodicals  in 
the  home  of  an  old  lady  of  Winston-Salem,  this 
journal  fairly  reeks  with  antiquity;  but  the  cancer 
cure  is  as  up-to-date  as  the  last  broadcast  from 
Dr.  Brinkley's  powerful  radio  station. 
"The  New  Cancer  Cure" 

"A  South  American  Indian  woman  whose  hus- 
band was  suffering  from  an  internal  cancer,  decided, 
as  an  act  of  mercy,  to  put  him  out  of  his  misery  by 
administering  poison  to  him.  Knowing  the  fruit  of 
the  cundurango  tree  to  be  an  active  poison,  as  she 
could  not  get  the  fruit  itself,  she  resolved  to  try  a 
decoction  of  the  wood.  But  the  first  dose,  instead  of 
kilhng  the  man,  seemed  to  give  him  relief;  so  she 
continued  the  cundurango  from  day  to  day,  until, 
to  her  astonishment  and  joy,  he  reached  complete 
recovery. 

''The  matter  was  investigated  by  physicians,  who 
declared  the  cundurango  to  be  a  specific  in  cases  of 
cancer  and  diseases  of  a  like  nature. 

"Our  minister  to  Equador,  Hon.  E.  Rumsey 
Wing,  sent  on  to  the  State  Department  at  Wash- 
ington a  package  of  the  wood,  accompanied  by  a 
letter  stating  the  above  facts. 

"D.  W.  Bliss,  M.D.,  in  whose  hands  a  quantity 
(.f  the  cundurango  bark  was  placed  for  experiment 
and  trial,  writes  to  the  editor  of  Home  and  Health 
that  he  has  administered  it  to  Mrs.  G.  W.  Matthews 
the  mother  of  the  Vice-President,  who  has  a  cancer 
of  th?  breast,  typical  in  appearance,  and  far  ad- 
vanced in  its  course.  After  the  remedy  had  been 
administered  for  twenty  days,  all  the  typical  symp- 
toms of  the  blood  poison  had  subsided,  and  her 
health  had  rapidly  improved.  Other  cases  quite  as 
severe  and  well  marked  are  under  treatment,  and 
promptly  progressing  to  recovery.  Dr.  Bliss  ex- 
presses himself  as  quite  'confident  that  the  cundur- 
ango is  quite  as  reliable  a  specific  in  cancer,  scrof- 
ula and  other  blood  diseases,  as  chinchona  and  its 
alkaloid  have  proved  to  be  in  Zymotic  diseases.' 

"Dr.  P.  F.  Keene  sailed  in  May  for  Equador  for 
the  purpose  of  obtaining  a  supply  of  the  bark,  as  it 
is  but  little  known  and  not  yet  an  article  of  com- 
merce. By  the  1st  of  August  an  invoice  is  expected 
to   arrive,   when  physicians  can  be  supplied  with 


directions  for  its  use. 

"If  this  remedy  proves  to  be  all  that  is  claimed 
for  it,  it  is  one  of  the  most  fortunate  discoveries 
of  the  age.  It  is  to  be  hoped  that  in  its  use  by  the 
profession,  greed  of  gain  will  not  be  allowed  to 
overbalance  philanthropy,  so  that  all  sufferers,  the 
poor  as  well  as  the  rich,  may  receive  its  benefits. 
There  is,  of  course,  difficulty  and  expense  in  ob- 
taining cundurango  bark  now,  but  if  its  merits 
should  be  fully  established,  it  will  in  time  be  im- 
ported regularly,  at  no  greater  cost  than  Peruvian 
bark  and  other  foreign  medicinal  substances." 


The  American  Foundation  Report 
Somewhat  more  than  a  year  ago  the  American 
Foundation  sent  out  letters  to  several  thousand 
doctors  in  the  United  States  asking  for  their  opin- 
ions as  to  the  future  of  American  medicine.  Approx- 
imately 5,000  replies  were  received  from  2.100  irrn. 
representing  a  cross-section  of  the  medical  profes* 
fion  of  America.  My  own  reply  was  published  in 
th's  department  February  1936.  Most  of  the  replies 
were  from  men  who  had  been  in  practice  twenty- 
years  or  more.  A  much  smaller  group  from  those 
in  practice  less  than  five  years  was  selected,  and  a 
still  smaller  group  from  those  in  practice  between 
five  and  twenty  years.  These  letters  were  all  care- 
fully read,  and  many  followed  up  by  further  cor- 
respondence to  clarify  certain  points.  The  digest 
of  the  study  was  then  published  in  two  lar-^ 
volumes,  covering  about  1,500  pages,  which  retails 
for  $3.50.  As  one  of  the  contributors,  I  was  furn- 
ished a  copy.  I  have  not  yet  had  time  to  read  it, 
but  have  glanced  over  the  whole  work  and  have 
read  the  introduction  and  some  of  the  chapters 
carefully. 

I  think  anyone  who  reads  without  bias  the  fore- 
word by  Mr.  Curtis  Bok,  the  introduction  by  Dr. 
Truman  G.  Schnabel,  and  the  Editor's  Not?  by 
Miss  Esther  Everett  Lap?,  must  be  impressed  with 
the  sincerity  of  purpose  and  the  intellectual  integri- 
ty of  those  who  prepared  the  report. 

The  results  of  the  study  are  grouped  under 
eleven  divisions; 

I.  Is  adequate  m?dical  car?  now  generally 
available? 

II.  Views  on  general  principles  and  consid?ra- 
tions  that  should  underlie  the  organization  of 
medical  care. 

III.  Medical  education. 

IV.  Specialization. 

V.  Group  practice. 

VI.  The  place  of  the  hospital. 

VII.  Public  Health  organization. 

VIII.  Experimentation — state,  county,  and 
community  plans. 

IX.  State  medicine. 

X.  Health   insurance,   compulsory,    voluntary, 
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hospital,  industrial. 

XI.  Limited  state  medicine  and  private  prac- 
tice. 

Later  on,  after  reading  the  whole  work  as  care- 
fully as  I  hope  to.  T  may  review  it  in  more  detail. 
This  preliminary  n«>te  is  with  the  hope  of  awaken- 
ing interest  among  the  readers  of  Southern  Medi- 
cine and  Surgery.  This  report  must  inevitably  be 
widely  discussed  and  perhaps  will  influence  future 
trends  in  medicine.  Certainly  it  is  much  more  sym- 
pathetic to  the  medical  profession  than  was  the 
majority  report  of  i"ie  late  but  unlamented  Com- 
mittee on  the  Costs  of  Medical  Care.  Indeed,  if  it 
does  not  express  the  attitude  of  the  medical  profes- 
sion, it  is  the  fault  of  the  doctors  themselves,  for  it 
is  simply  a  crystallization  of  their  own  views.  As 
Miss  Lape  says  in  b'-r  Editor's  note,  "So  far  as  the 
particular  views  quoted  are  concerned,  responsi- 
bility rests  only  with  the  individual  contributors". 

In  the  Atlantic  Monthly  for  April,  under  the  title 
"The  Health  of  the  Nation",  Miss  Lape  gives  an 
excellent  and  understanding  summary  of  the  views 
set  forth  in  the  report.  Let  me  quote  enough  from 
this  article  to  illustrate  its  tone: 

"State  medicine  is  not  the  real  issue.  The  issue 
is  .  .  .  whether  government  shall  more  properly 
concern  itself  with  the  relief  of  one  group  of  the 
population,  the  underprivileged,  in  illness,  or  wheth- 
er it  shall  concern  itself  with  better  health  for  all 
groups  of  the  population". 

"Legislatures  backed  by  uninformed  public  opin- 
ion repeatedly  defeat  legislation  aiming  at  higher 
standards  of  medical  and  surgical  practice.  The 
public  kills  efforts  to  control  advertising  of  quack 
products  .  .  .  Xot  only  does  the  negligent  public 
commit  the  above  sins  of  omission;  even  the  intelli- 
gentsia, quite  as  numerously  as  the  poor  immi- 
grants, patronize  the  quack". 

"The  medical  scientist  protests  identifying  the 
problem  caused  by  lack  of  medical  care  with  the 
more  fundamental  problem  of  lack  of  a  living  wage 
.  .  .  Why,  asks  the  medical  scientist,  'regiment'  the 
doctors — the  only  group  with  whom  it  is  a  tradition 
to  give  the  poor  people  what  they  need  whether 
they  can  pay  for  it  or  not?" 

"Finally,  the  medical  man  believes  that  com- 
pulsory insurance  .  .  .  subtly  and  continuously 
lowers  the  quality  of  medical  care,  the  quality  of 
the  medical  man,  the  quality  of  the  patient's  con- 
ception of  health ". 

"The  medical  scientisi  proposes  .  .  .  first  of  all 
the  wisdom  of  depending,  not  upon  a  broad  new 
procedure,  but  upon  evolutionary  development  .  .  . 

"The  first  item  in  the  medical  scientist's  pro- 
gramme is  emphasis  on  prevention  by  th«  marked 
expansion  of  public  health  services,  Federal,  state. 
and  local  .  .  .  The  second  proposal  ...  is  tax  sup- 
port for  hospitals  .  .  .  The  third  .  .  .  extension  of 


the  facilities  of  tax-supported  laboratories.  The 
fourth  proposal  is  recognition  of  the  principle  that 
the  medical  care  of  the  indigent  and  the  near- 
indigent  is  a  logical  charge  upon  tax  funds,  local  to 
the  greatest  possible  degree,  with  state  aid.  and 
with  Federal  aid  under  certain  conditions  and  for 
certain  types  of  communities." 

"The  fifth  and  last  recommendation  ...  is  a 
Federal  coordinating  authority  ...  a  Department 
of  Health  with  a  medical  Secretary  of  Health  in  the 
President's  Cabinet. 

"Medical  men.  however,  do  not  like  the  Depart- 
ment of  Welfare  which  the  President's  message  on 
reorganization  several  months  ago  proposed  ...  It 
is  not  good  'reorganization',  the  medical  scientist 
submits,  to  bundle  .  .  .  administrative  unlikes  to- 
gether just  because  they  all  touch  in  some  fashion 
upon  the  'welfare'  of  the  individual  citizen". 


RADIOLOGY 

Wright  Ci.arkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Women's  Field  Army  for  the  Control 
of  Cancer 

Every  physician  should  be  intensely  interested 
in  the  continuous  nation-wide  campaign  now  be- 
ing conducted  by  the  Women's  Field  Army  of  the 
American  Society  for  the  Control  of  Cancer. 
This  organization  is  educating  the  people  in  the 
prevention  of  cancer,  in  the  early  signs  and  symp- 
toms of  the  disease,  and  in  the  value  of  regular 
complete  physical  examinations  by  family  physi- 
cians. The  people  are  also  being  told  about  the 
treatments  that  are  recognized  as  effective  and 
proper  in  the  treatment  of  neoplasms. 

The  death  rate  from  cancer  cannot  be  ma- 
terially lowered  unless  people  are  trained  in  can- 
cer prevention,  and  the  cases  that  develop  must 
be  diagnosed  and  properly  treated  at  an  earlier 
stage  than  in  the  past.  To  accomplish  this,  a 
broad  educational  campaign  for  the  laity  and  for 
physicians  is  essential. 

When  a  physician  misses  the  diagnosis  and 
treats  a  case  of  acute  appendicitis  for  days,  al- 
lowing the  appendix  to  rupture  before  the  oper- 
ation, everyone  is  ready  to  criticize  him;  vet  few 
lay  people  and.  strangely  enough,  few  physicians 
seem  fully  to  realize  the  fact  that  cancer  acts 
much  like  the  dangerous  infection  thai  spreads 
fmm  an  acutely  inflamed  appendix.  If  mistreated 
or  neglected,  the  outcome  is  often  death  in  either 
case,  bul  for  man)  year-  we  have  been  thorough- 
ly trained  in  the  proper  management  of  acute  ap- 
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pendicitis.  This  is  not  true  of  cancer,  for  our 
knowledge  of  this  disease  is  relatively  new,  and 
an  intense  campaign  to  disseminate  the  facts 
should  be  welcomed  by  all. 

There  are  so  many  incurable  cancer  victims 
everywhere  and  so  many  deaths  from  cancer  each 
year,  that  many  lay  people,  and  even  some  of  our 
prominent  physicians,  seem  to  have  a  subcon- 
scious feeling  that  cancer  is  incurable.  They  do 
not  fully  appreciate  the  fact  that  the  majority  of 
the  deaths  from  cancer  are  due  either  to  the  pa- 
tient's presenting  themselves  for  treatment  long 
after  the  curable  stage  has  been  passed,  or  to  im- 
proper treatment  during  the  early  stages  of  the 
disease. 

Every  good  physician  can  make  a  complete 
physical  examination,  if  he  or  she  will  only  make 
the  effort  to  do  so;  and,  with  the  aid  of  special 
laboratory  procedures  and  consultations  in  doubt- 
ful cases,  our  family  physicians  can  recognize 
cancer  early  and  can  see  that  the  proper  treatment 
is  administered  immediately  in  most  cases. 

Physicians  must  take  time  to  examine  patients 
more  carefully,  and  the  examinations  must  be 
gentle,  for  to  traumatize  a  cancer  before  it  has 
been  properly  treated  by  irradiation  may  dissem- 
inate the  cancer  cells  and  make  the  case  hopeless. 
Some  of  the  people  examined  will  be  unduly 
nervous,  and  a  good  physician  will  calm  their 
fears  and  listen  to  their  complaints.  He  should 
never  tell  a  patient  to  go  home  and  forget  it,  or 
even  minimize  the  complaints  without  a  complete 
examination,  because  to  do  so  may  imperil  the 
life  of  the  individual.  Every  physician  must 
help  the  people  to  recognize  these  lesions  while 
they  are  in  a  curable  state. 

The  best  time  to  cure  cancer  is  before  it  begins, 
and  this  may  often  be  accomplished  by  removing 
precancerous  lesions.  Cancer  usually  begins  in 
unhealthy,  chronically  infected,  or  constantly 
traumatized  tissue;  therefore  the  best  safeguard 
against  it  is  keeping  the  entire  body  in  as  healthy 
a  state  as  possible. 

Every  precancerous  lesion  and  every  case  of 
actual  cancer  must  be  considered  an  emergency, 
just  as  a  fire  beginning  in  the  basement  of  a 
home  is  an  emergency.  If  the  fire  is  discovered 
early  it  is  usually  easy  to  extinguish  it;  if  cancer 
is  discovered  early  it  is  usually  easy  to  cure  it. 
It  is,  therefore,  absolutely  necessary  to  instruct 
the  people  in  the  prevention  and  in  the  signs  and 
symptoms  of  cancer,  so  that,  as  far  as  may  be 
practicable,  every  intelligent  person  will   suspect 


the  disease  in  an  early  and  curable  state,  just  as 
they  now  suspect  the  presence  of  a  fire  when  they 
detect  smoke. 

Unfortunately,  many  of  the  sources  of  chronic 
irritation  which  predispose  to  cancer,  and  many 
actual  cancers,  are  hidden  from  view  and  located 
where  they  cause  no  discomfort  and  give  no  ap- 
preciable sign  of  their  presence.  Therefore,  per- 
iodic physical  examinations  by  family  physicians 
are  absolutely  necessary  to  successful  cancer 
control. 

The  diagnosis  having  been  made,  there  still 
remains  the  problem  of  getting  the  patient  to  take 
the  proper  treatment  at  once.  Some  will  try  a 
salve  that  they  think  cured  some  neighbor.  Irri- 
tating ointments  and  caustics  applied  to  a  cancer 
do  not  cure  the  disease,  but  they  do  cause  a  dila- 
tation of  the  blood  vessels  about  the  growth,  thus 
making  it  easier  for  the  cancer  cells  to  get  into 
the  blood  stream. 

Even  if  the  individual  has  intelligence  enough 
not  to  rub  the  growth  with  some  home  remedy, 
there  is  always  the  danger  of  the  cancer  quack, 
who  will  guarantee  a  cure  for  anything  for 
enough  money.  The  public  must  be  persistently 
and  patiently  taught  to  guard  against  these  un- 
scrupulous individuals. 

So  the  more. the  situation  is  analyzed  the  more 
one  realizes  the  importance  of  the  work  now  be- 
ing done  by  the  Women's  Field  Army.  This  or- 
ganization is  going  to  accomplish  great  good,  and 
it  is  not  temporary.  It  will  wage  a  continuous 
campaign  aganist  death,  and  its  weapon  will  be 
scientific  education,  which  eventually  will  ma- 
terially lower  the  death-rate  from  cancer. 


PEDIATRICS 

G    VV    Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


Of  Interest  to  Me 
A  little  chap  of  seven  years,  with  a  pain  in  his 
abdomen,  presented  all  the  signs  of  appendicitis 
until  the  differential  blood  count  showed  18  per 
cent,  eosinophilia.  Operation  was  deferred  and  the 
diagnosis  changed  to  allergic  enterospasm.  His 
fatrnr  was  an  officer  in  the  U.  S.  Cavalry— in  the 
saddle  every  day.  As  a  baby  and  into  early  child- 
hood the  patient  had  had  eczema.  The  father  suc- 
ceeded in  having  his  post  of  duty  changed  to  Ashe- 
ville, with  the  hope  that  a  change  of  climate  might 
lavorably  influence  the  child's  eczema.  With  a 
change  in  location  the  father  also  received  a  pro- 
motion which  put  him  behind  a  desk  instead  of  on 
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a  horse's  back.  As  if  by  magic,  the  child's  eczema 
disappeared  immediately.  Such  was  the  history  that 
served  as  a  background  for  the  attack  of  entero- 
spasm. 

The  child  was  skin  tested  and  was  found  very 
sensitive  to  horse  dander  and  a  few  food  substances. 
He  was  instructed  to  avoid  horses,  but  all  little 
boys  forget,  and  the  day  of  his  attack  of  entero 
spasm  he  had  visited  the  local  cavalry  barns.  While 
attending  his  brother,  at  a  later  date,  his  mother 
asked  me  to  look  at  this  boy's  hands.  The  rash 
looked  like  scabies,  but  the  mother  was  certain  thar 
this  was  the  way  the  previous  attacks  of  eczema 
had  begun.  The  boy  denied  exposure  to  horses. 
While  trying  to  find  the  source  of  the  rash,  my 
eyes  fell  upon  the  boy's  feet  and  legs,  which  were 
encased  in  a  pair  of  his  father's  riding  boots.  Re- 
moval of  the  boots  cured  the  return  of  the  eczema. 

There  has  been  a  marked  increase  in  the  number 
of  cases  of  pyplorospasm  in  the  newborn  seen  dur- 
ing the  economic  depression.  The  condition  is  the 
lesult  of  a  vagus  instability.  Is  this  instability  due 
to  the  fear,  emotional  upsets,  etc.  that  develop 
within  the  mother  during  such  economic  upheavals? 
Certainly  there  has  been  less  spasm  of  the  pylorus 
seen  during  the  last  six  months,  during  which  time 
income  has  increased  and  hopes  have  become  more 
solidly  founded,  and  mothers  feel  more  secure. 

Reading  the  literature  often  muddies  the  water  so 
far  as  some  problems  are  concerned.  But  some  day 
someone  will  prove  to  us  the  proper  medication  for 
secondary  anemias  in  infants  and  young  children. 
Is  copper  essential  to  attain  best  results  from  the 
use  of  iron?  Some  articles  say  yes  and  others  say 
no.  I  refer  to  the  average  case — the  case  that  is 
picked  up  in  the  office:  hypochromic  microcytic 
anemia,  to  be  more  scientific.  Furthermore,  is 
added  liver  extract  more  beneficial  in  these  cases 
than  iron,  or  than  iron  and  copper,  without  the 
liver?  Some  say  yes  and  some  say  no.  At  present 
my  question  is  this:  Does  added  liver  extract  war- 
rant, by  results  obtained,  the  great  increase  in  the 
cost  of  the  liver-iron  compound?  I  am  very  dubious. 


DERMATOLOGY 

Joseph  A.  Elliott,  M.D.,  Editor,  Charlotte,  N.  C. 


Canities 
Canities  or  whitening  of  the  hairs  takes  place  in 
practically  every  individual  who  lives  to  an  ad- 
vanced age,  and  who  has  not  become  bald.  The  age 
at  which  this  change  takes  place  varies  with  many 
conditions,  such  as  personal   habits,   condition   of 


health,  climate,  temperature  exposures,  etc.  The 
loss  of  color  is  usually  uniform  throughout  the  hair 
shaft,  though  it  may  be  more  marked  in  the  distal 
part.  Occasionally  the  distribution  is  patchy,  giving 
a  mottled  appearance,  rarely  it  has  an  annular  dis- 
tribution producing  leucotrichia.  The  hair  over  the 
temples  is  usually  the  first  to  be  affected.  The  bal- 
ance of  the  scalp  is,  as  a  rule,  gradually  involved: 
The  beard  is  next  involved,  then  the  body  hairs  and 
last  of  all  the  eyebrows  and  eyelashes. 

The  rapidity  with  which  the  hair  turns  white 
varies  greatly  with  different  individuals.  In  most 
instances  there  is  a  lapse  of  several  years  from  the 
time  there  is  slight  graying  until  the  hair  of  the 
whole  scalp  is  white.  Can  the  hair  turn  white  over 
night?  Many  cases  have  been  cited  in  the  literature 
where  such  instances  were  reported  as  authentic. 
Perhaps  the  most  notorious  instances  are  those  of 
Alary,  Queen  of  Scots,  and  the  French  Queen,  Marie 
Antoinette.  They  are  supposed  to  have  appeared 
on  the  scaffold  with  hair  suddenly  whitened.  Gon- 
court's  Histoire  de  Marie  Antoinette,  Paris,  1858, 
states,  however,  that  she  became  gray  at  the  time 
of  the  death  of  the  King.  When  one  carefully 
examines  the  reports  of  these  cases,  it  is  found  that 
they  originally  appeared  in  periodicals  of  a  non- 
scientific  character.  Hubbard  states  he  has  never 
seen  a  case  of  sudden  canities  and  of  the  many  cases 
reported  in  the  daily  press  and  carefully  examined 
personally  or  through  medical  friends  he  has  yet  to 
find  an  authentic  case. 

The  etiology  of  premature  whitening  of  the  hair 
is  varied.  Raison  cites  a  number  of  cases  following 
injury  to  the  skull  or  dental  injuries.  Pitts  calls 
attention  to  hereditary  factors  and  cites  three  in- 
stances in  one  family — a  father  and  two  children. 
Koplier  calls  attention  to  a  girl  of  twelve  with  white 
hair  and  attributes  this  to  the  fact  that  the  mother 
was  fifty  and  the  father  sixty  years  of  age.  Frank 
calls  attention  to  premature  canities  associated 
with  diabetes.  He  points  out  as  causative  factors 

1)  heredity,  2)  defective  pigment  metabolism,  3) 
gas  bubbles  in  the  hair  shaft.  We  believe  that  most 
cases  of  premature  whitening  result  from  obscure 
changes  either  in  the  nutrition  or  nerve  supply  of 
the  hair  thus  interfering  with  its  normal  functions. 
In  many  instances  heredity  plays  an  important  pa,rt 
while  in  others  there  is  evidence  of  degeneration. 
Seborrhea  is  a  factor  in  many  cases.  The  loss  of 
color  in  the  hair  is  due  either  to  the  loss  of  pigment 
in  the  cortex  and  protoplasm  of  the  hair  cells  or  air 
bubbles  between  these  cells. 

There  are  two  types  of  whiteness— 1 )  permanent, 

2)  temporary.  The  temporary  type  is  usually  asso- 
ciated with  a  localized  disease  such  as  seborrhea, 
alopecia  areata  and  ringworm,  and  a  cure  of  the 
disease  will  usually  restore  the  color  of  the  hair. 
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The  permanent  type  demands  no  treatment,  ani 
perhaps  the  best  advice  that  can  be  given  is  that  of 
Gottheil  given  to  one  of  his  lady  patients — '-admire 
it". 

S.    M.    &    S. 

HOSPITALS 

R    B.  Davis.  M.D.,  M.S..  F.A.C.S.,  Editor.  GrcensborcN.  C. 


A  Plea  for  Hoxest  Papers 

"They  handle  the  truth  carelessly."  This  is  an 
old  saying  often  used  but  seldom  given  careful 
consideration.  I  know  of  no  place  where  this 
is  more  applicable  than  with  some  who  read  pap- 
ers before  hospital  meetings.  Most  of  us  are 
charitably  inclined  when  it  comes  to  lending  our 
attention  to  an  essayist  during  a  meeting.  It  has 
occurred  to  the  author  that  too  much  tolerance 
may  be  misdirected  charity,  and  that  in  the  end 
it  will  react  against  the  essayist. 

Two  of  the  finest  experiences  that  a  young 
writer  can  have  are:  first,  being  called  down  by 
the  chairman  for  having  used  up  all  of  his  allotted 
time  when  he  is  only  about  two-thirds  the  wav 
through  his  paper ;  second,  having  an  experi- 
enced, conservative  discusser  to  criticize  his  state- 
ments when  they  are  not  founded  upon  the  proper 
analysis.  It  will  be  embarrassing  but  it  will  be 
a  lesson  well  taught  and  one  which  will  never 
l)e  forgotten. 

It  has  been  my  pleasure  to  listen  to  many  papers 
during  the  last  20  years,  and  seldom  have  I  heard 
a  paper  read  but  that  somewhere  in  it  the  writer 
either  exaggerated  in  favor  of  his  argument  or 
drew  immature  conclusions  from  analvses  not 
thoroughly  made.  This  always  detracts  from  the 
value  of  the  conclusions  set  forth  by  the  writer. 
Overenthusiasm  may  be  a  very  dangerous  thing. 
It  creates  a  burning  desire  to  paint  a  beautiful 
picture  or  to  absolutely  prove  a  certain  point.  It 
takes  balance  and  conservatism  to  hold  ourselves 
down  to  plain  facts  and  plain  inferences. 

Everyone  who  attends  meetings  where  doctors, 
nurses,  dieticians,  business  managers,  etc.,  read 
papers  is  struck  with  the  fact  that  practicallv 
every  speaker  assumes  the  position  that  his  or  her 
department  is  the  most  important  department  in 
the  hospital.  In  expressing  this  opinion  a  speak- 
er frequently  may  become  intoxicated  with  the 
substance  and  delivery  of  the  speech  and  this 
sometimes  means  out-and-out  prevarication.  It  is 
sad  but  true  that  good,  old-fashioned  horse  sense 
is  seldom  talked  about,  and  less  often  read  about. 


I  f  the  program  committees  of  the  various  or- 
ganizations over  the  country  would  be  very  frank 
when  asking  people  to  appear  on  the  programs 
this  situation  might  be  remedied  to  a  great  extent. 
Those  asked  to  appear  should  be  definitely  told 
the  time  allotted,  and,  that  it  is  the  honest  desire 
of  the  program  committee  to  have  all  members 
appearing  on  the  program  stick  squarely  and 
fairly  to  the  truth,  avoid  exaggerations  and  poorly 
grounded  statements.  Every  one  should  strive  to 
make  it  unnecessary  that  what  he  says  be  taken 
with  a  grain  of  salt.  The  highest  compliment  that 
am  essayist  can  have  is  that  he  or  she  read  an 
honest  paper. 


-s.  m.  &  s.- 


PUBLIC  HEALTH 

X.  Thomas  Exnett,  M.D..  Health  Officer,  Greenville.  X.  C 
Editor 


Alum-Precipitated  Toxoid 

The  writer's  experience  in  the  past  year  or  two, 
leads  him  to  believe  that  the  inference  contained  in 
the  following  extract  from  the  Illinois  Health  Mes- 
senger for  March,  1937,  is  much  to  the  point.  Says 
ih.?  Messenger: 

'Immunization  against  diphtheria  is  an  excellent 
example  of  the  principle  that  public  health  measure? 
are  never  regarded  as  perfect.  Fifteen  years  ago 
toxin-antitoxin  was  thought  to  be  the  final  solution, 
but  more  research  workers  .  .  .  have  been  studying 
the  problem.  Errors  have  been  found  and  corrected, 
and  attempts  have  been  made  to  improve  the  prod- 
uct. The  development  toward  a  toxoid  which  can  be 
given  in  one  dose  is  not  so  promising.  It  is  a  matter 
of  common  sense  that  one  inoculation  of  an  im- 
munizing agent  cannot  produce  the  same  degree  of 
immunity  as  will  three  inoculations  of  a  suitable 
material.  This  tendency  is  analogous  to  the  short- 
lived attempt  during  the  war  to  vaccinate  with  one 
dose  of  typhoid  vaccine  suspended  in  oil.' 

Communicable  Diseases  of  Childhood 

Notwithstanding  the  fact  that  the  foregoing 
itatement  indicates  that  the  material  used  in  vac- 
cinating against  diphtheria  has  been  somewhat  dis- 
appointing, the  figures  below  showing  the  reduction 
in  the  mortality  rate  certainly  are  encouraging,  as 
are  the  records  on  measles,  scarlet  fever  and  whoop- 
ing cough.  We  quote  from  the  Statistical  Bulletin 
of  the  Metropolitan  Life  Insurance  Company,  Jan- 
uary, 1937,  as  follows: 

'Among  the  favorable  developments  of  1936  is 
the  record  for  the  four  principal  communicable 
diseases  of  childhood — measles,  scarlet  fever,  whoop- 
ing cough  and  diphtheria.  Not  only  was  the  death 
rate  for  all  four  combined  (6.5  per  100.000)   at  a 
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new  minimum  for  all  time,  but  each  of  these  dis- 
eases recorded  a  lower  mortality  rate  than  ever  be- 
fore. The  greatest  significance  attaches  to  the  record 
for  diphtheria.  Twenty-five  years  ago  the  death  rate 
for  this  disease  was  27.3  per  100.000,  and  deaths, 
irom  diphtheria  constituted  substantially  one-half 
the  total  for  all  four  childhood  diseases.  The  rate  in 
1936  was  only  1.8  per  100,000,  or  less  than  1/15 
that  recorded  a  quarter  of  a  century  ago.  Similarly, 
the  measles  rate  has  been  reduced  to  1/13,  and 
the  rates  for  scarlet  fever  and  whooping  cough  to 
1/6  and  J4,  respectively,  of  the  figures  prevailing 
in  1911.  These  pronounced  declines  mark  important 
progress  in  the  application  of  modern  public  health 
methods  toward  the  saving  of  child  life.' 

While  we  are  willing  to  take  our  just  share  of 
credit  in  this  saving  of  child  life,  we  feel  that  much, 
if  not  most,  of  the  credit  should  go  to  the  family 
physician. 


SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


Amebic  Abscess  of  the  Liver 

The  eating  of  uncooked  fresh  fruit  and  vegetables 
from  the  tropics,  made  possible  by  rapid  transpor- 
tation, is  more  or  less  general  in  the  United  States 
and  Canada.  So  it  is  no  wonder  that  amebiasis  is 
no  longer  an  exclusively  tropical  disease.  The  out- 
break in  Chicago  during  the  recent  World's  Fair 
reached  almost  epidemic  proportions.  Craig,  exam- 
ining almost  50,000  people,  found  10  per  cent,  in- 
fected and  estimated  that  5  per  cent,  of  the  total 
population  of  this  country  harbor  Amoeba  histoly- 
tica. 

Although  the  organism  when  ingested  infests  the 
colon  in  many  cases  there  is  no  diarrhea  and  many 
are  practically  symptomless.  In  these  the  condition 
may  remain  latent  and  unsuspected  until  hepatic 
suppuration  begins,  the  organism  reaching  the  liver 
through  the  portal  circulation.  Cases  with  diarrhea 
are  more  apt  to  be  diagnosed  and  treated  early 
before  abscess  of  the  liver  occurs. 

Amebic  abscess  is  marked  by  a  persistently  en- 
larged liver  with  tenderness  over  the  upper  abdo- 
men, greater  on  the  right  side.  Pain  is  generally 
present  and  typically  radiates  to  the  right  shoulder. 
Fever  is  of  moderate  degree.  There  is  leucocytosis, 
the  straight  count  being  relatively  higher  than  the 
differential.  Although  not  jaundiced  the  patient  has 
a  characteristic  muddiness  of  the  conjunctivae  and 
skin.  X-ray  examination  is  important  in  that  from 
the  upward  bulging  of  the  liver  into  the  chest  the 
right  dome  of  the  diaphragm  is  high  and  fixed. 
Finding  the  ameba  in  the  stools  is  quite  suggestive, 
but  obtaining  the  characteristic  brown  pus  by  aspir- 
ation of  the  liver  assures  the  diagnosis. 

Although  the  contents  of  uncomplicated  amebic 


abscess  of  the  liver  are  sterile,  the  aspirating  needle 
should  enter  neither  the  free  peritoneal  cavity  nor 
the  pleural  cavity,  because  of  the  danger  of  spread- 
ing infection  if  pyogenic  organisms  are  present.  The 
needle  should  be  left  in  place  until  the  aspirated 
lluid  is  examined.  If  pyogenic  organisms  are  found, 
an  incision  should  be  made  and  the  abscess  surgic- 
ally drained.  If  not  found,  as  much  as  possible  of  the 
fluid  should  be  removed  by.  aspiration  before  the 
needle  is  withdrawn.  Aspiration  should  be  done 
under  aseptic  conditions  for  secondary  infection  of 
tne  abscess  is  a  serious  complication. 

The  best  treatment  of  amebic  abscess,  as  proved 
by  experience,  is  simple  aspiration  followed  by 
repeated  intramuscular  injections  of  emetine.  Al- 
though other  drugs  may  be  more  effective  as  amebe- 
cides  they  tend  to  cause  liver  damage  and  should 
not  be  used  in  cases  of  hepatic  abscess.  In  4,035 
cases  of  amebic  abscess  collected  from  the  literature 
by  Ochsner  there  was  a  mortality  rate  of  47.2  per 
cent,  after  operation  of  the  liver,  as  compared  to  <;. 
mortality  rate  of  6.9  per  cent,  in  459  cases  in  which 
the  conservative  treatment  was  used.  In  Ochsner 
and  DeBakey's  own  series  of  cases  there  was  19.5 
per  cent  mortality  after  operation  and  only  4.1  per 
cent,  after  conservative  treatment.  The  improve- 
ment in  results  is  so  striking  that  open  operation 
should  no  longer  be  considered  in  uncomplicated 
cases. 

If  the  patient  coughs  up  or  expectorates  the  char- 
acteristic dark  brown  pus  of  liquefied  necrotic  liver 
tissue  it  indicates  that  the  abscess  has  ruptured 
through  the  diaphragm  into  the  chest  and  is  being 
discharged  through  a  bronchial  fistula.  Emetine  is 
the  treatment  of  choice. 

It  behooves  us  as  physicians  to  think  of  amebic 
infection  in  every  case  with  obscure  abdominal 
symptoms,  especially  if  the  patient  is  an  adult  male. 
More  frequent  examination  of  the  colon  and  of  its 
contents  would  often  enable  us  to  recognise  and  to 
intelligently  treat  disease  which  otherwise  we  do  not 
even  suspect. 


— 8.   M.   &  6.- 


Other  Side  of  Hospital  Insurance 
A  recent  issue  of  Hospital  Topics  &  Buyer  quotes  Dr. 
R   L.  Sensenich,  Pres.,  Ind.  State  Med.  Assn.: 

Hospital  insurance,  by  hospitals,  although  much  talked 
about,  is  admitted  by  its  most  earnest  advocates  to  cover 
in  all  less  than  300,000  people.  It  is  as  yet  an  experiment 
without  sufficient  trial  or  actuarial  information  to  determine 
its  financial  practicability  or  safety.  Accumulating  evidence 
suggests  that  present  rates  are  insufficient,  but  there  are 
manifest  weaknesses  and  the  next  step  is  uncertain.  There 
is  a  temptation  for  hospitals  in  financial  distress  to  encroach 
more  upon  the  practice  of  medicine  in  an  effort  to  readjust 
I'oi  past  financial  errors. 


In    Undulant   Fever   in   this   country   the   fever   by   no 
means  always  undulates. 
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HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Of  Politicalized  Psychiatry 
The  five  state  hospitals  in  Virginia,  including 
the  institution  which  cares  jointly  for  epileptics 
and  feeble-minded,  have  been  governed  for  a  good 
many  years  by  the  General  Hospital  Board.  This 
body  is  made  up  of  the  five  special  boards,  of  three 
members  each.  Each  hospital  is  under  the  imme- 
diate supervision  of  a  special  board.  The  mem- 
bers of  the  board  are  appointed  by  the  Governor 
for  a  term  of  six  years,  and  the  appointments  are 
confirmed  by  the  senate.  The  General  Hospital 
Board  is  now  in  articnlo  mortis.  The  special  meet- 
ing of  the  General  Assembly  of  a  few  days  last 
winter  killed  the  board.  It  dies  finally  and  com- 
pletely on  June  30th,  1937. 

Hereafter  the  five  state  institutions  caring  for 
the  so-called  insane,  the  epileptics  and  the  feeble- 
minded, will  function  under  the  episcopacy  of  a 
single  board  of  seven  members,  appointed  by  the 
Governor  and  confirmed  by  the  General  Assembly. 
The  term  of  office  of  each  member  will  be  four 
years,  instead  of  six.  I  believe  the  bill  creating  the 
new  board  states  that  members  of  the  board  may 
be  suspended  or  removed  by  the  Governor  at  his 
pleasure.  The  legislator  who  penned  the  immortal 
line  evidently  meant  at  His  Excellency's  displeas- 
ure, for  a  Governor  does  not  do  a  thing  so  drastic 
unless  he  be  displeasured.  I  infer  from  my  non- 
judicial interpretation  of  the  act  that  eventually  all 
seven  members  of  the  board  will  be  appointed  by 
each  Governor. 

The  legislative  act  which  created  the  present 
board  of  fifteen  members  is  so  formulated  that  the 
Governor  never  has  the  opportunity  to  appoint  a 
majority  of  the  members.  In  consequence  of  that 
wise  provision  the  majority  of  the  members  are 
never  under  the  domination  of  the  Governor.  The 
new  legislative  act  allows  the  new  board  of  seven 
to  elect  out  of  its  membership  a  chairman.  But 
the  act  states  that  the  secretary  of  the  new  board 
must  be  approved  by  the  Commissioner  of  Public 
Welfare  of  the  State  from  amongst  the  employes  of 
the  Department  of  Public  Welfare.  And  the  rec- 
ords of  the  board  are  to  be  kept  in  the  office  of  the 
Commissioner  of  Public  Welfare.  Yet  the  Com- 
missioner of  Public  Welfare  is  not  a  member  of  the 
board!  But  he  virtually  appoints  the  board's  sec- 
retary, and  amongst  his  own  employes  he  must  find 
that  secretary.  And  the  minutes  of  the  meetings 
of  the  board  must  be  kept  in  the  office  of  the  Com- 
missioner of  Public  Welfare.  Isn't  that  strange 
doings?  Have  we  heard  before  of  an  important 
board  of  the  state  government  that  was  not  allowed 
to  keep  in  its  possession  its  own  records?     One 


renders  if  the  Commissioner  of  Welfare  will  assist 
his  secretary-employe  in  editing  the  minutes  of  the 
board's  meetings. 

The  Commissioner  of  Public  Welfare  protested 
that  he  did  not  formulate  the  legislative  act  creat- 
ing the  new  hospital  board,  but  I  think  he  looks 
upon  it  as  belonging  to  forward-looking  and  ideal- 
ized legislation.  But  the  bill  represents  a  poor  dish 
of  political  piscatorial  pabulum  to  set  before  the 
citizenship  of  the  Commonwealth — sane  and  insane. 
No  citizen  who  has  any  respect  for  his  character 
will  accept  an  office  from  which  he  can  be  removed 
by  the  Governor,  at  his  pleasure  or  displeasure, 
without  the  Governor's  stating  and  proving  the 
cause  of  the  dismissal.  The  board  of  seven  mem- 
bers will  do  the  will  of  each  Governor.  That  is 
the  purpose  of  the  act;  that  will  be  its  result.  If, 
for  instance,  the  Governor  wishes  the  board  to  elect 
one  of  his  friends  or  supporters  to  a  position  the 
act  gives  the  Governor  sufficient  leverage  under 
the  board  to  cause  it  to  act  in  accordance  with  the 
Governor's  wishes. 

The  Commissioner  of  Public  Welfare  is  appar- 
ently fascinated  by  psychiatric  medicine.  He  can- 
not let  it  alone.  Formerly  he  was  Chairman  of  the 
General  Hospital  Board.  But  he  gave  up  that 
office.  Now  he  has  himself,  through  an  employe 
of  his  department,  made  secretary  of  the  new  board. 
Yet  I  know  of  no  one  who  knows  less  about  mental 
medicine  than  the  Commissioner  of  Public  Welfare 
of  Virginia — unless  it  be  the  Governor  of  Virginia. 
The  Commissioner  of  Public  Welfare  knows  noth- 
ing about  medicine  in  any  of  its  phases  nor  about 
hospital  administration. 

Why  should  not  the  management  of  the  hospitals 
that  care  for  mentally  sick  folks  be  placed  in  the 
hands  of  those  who  know  something  about  medicine 
and  about  hospital  administration?  Laymen  who 
have  any  intelligence  are  not  forever  proffering 
their  opinions  about  the  treatment  of  tuberculosis, 
cardiopathy,  pellagra  and  cancer.  Yet  some  wearied 
school  teacher  or  some  inactive  lawyer  takes  a 
brief  course  of  a  few  weeks  in  psychiatric  reading, 
adds  to  his  vocabulary  a  few  incomprehensible 
words,  and  becomes  a  welfare  worker  if  not  a  com- 
missioner of  welfare! 

Last  year  I  heard  Dr.  W.  L.  Treadway,  Assistant 
Surgeon-General  of  the  United  States  Public  Health 
Service,  state  that  psychiatry  in  the  United  State; 
is  today  in  its  development  about  where  general 
medicine  and  surgery  were  eighty  years  ago.  He 
was  probably  thinking  of  some  other  state  than 
Virginia  when  he  made  the  remark,  otherwise  he 
might  have  said  one  hundred  and  twenty-five  years. 
So  long  as  psychiatry  here  in  Virginia  remains  po- 
liticalized and  laymanized  and  welfareized  just  so 
long  will  it  lag  farther  and  farther  behind  other 
fields  of  medicine  and  of  surgery  in  its  progress. 
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Nudism 

Again  this  summer,  the  press  informs  a  distract- 
ed world,  will  George  and  Ruth  open  the  gates  and 
the  doors  of  their  nudistic  camp  up  in  Amelia 
County  near  Chula.  Does  not  the  very  word  Chula 
suggest  rurality  and  simplicity  and  chinquapins 
and  chipmunks  and  chiggers? 

I  have  observed  that  the  country  boy  longs  to 
ccme  into  the  city,  there  to  acquire  his  fortune  and 
to  learn  how  to  subject  himself  with  some  show  of 
comfort  to  all  those  customs  and  conventions  and 
unnatural  restraints  imposed  by  society.  But  the 
pleasure  of  the  novelty  of  the  new  life  eventually 
ceases  to  make  appeal.  He  purchases  the  old  home- 
stead and  establishes  an  elaborate  country  estate 
in  the  hope  that  by  his  occasional  return  to  it  in 
cveralls  and  brogans  he  may  recapture  the  simple 
joys  of  a  vanished  youth.  But  he  discovers  that  a 
departed  instinct  cannot  be  recalled  and  that  the 
lands  of  the  clock  can  be  turned  only  forward  and 
nut  backward. 

So  it  is.  The  development  of  the  individual  but 
i  {itemizes  the  history  of  the  race.  The  nakedness 
of  the  infant  is  comparable  to  primitive  man's  lack 
of  interest  in  clothing.  Even  while  the  individual 
and  the  race  advance  there  would  seem  to  be  always 
a  strong  desire  to  slip  back  into  ways  that  were 
i  asy  and  to  customs  that  were  instinctively  more 
simple  and  more  satisfying. 

Clothes  are  a  nuisance  to  the  infant  and  an 
abomination  to  the  aged  and  decrepit.  Only  to 
the  gonadly  active  do  the  concealed  suggestions  of 
sartorial  investments  make  appeal.  To  most  of 
those  in  late  mid-life  and  in  early  senescence  gar- 
ments have  become  as  unromantic  and  as  unallur- 
ing  as  spectacles,  baldness  and  umbrellas. 

But  nudism — whatever  it  may  be — and  naked- 
ness are  not  synonymous;  no  more  so  than  insomnia 
and  sleeplessness.  Sleeplessness  means  merely  lying 
awake  when  one  should  be  asleep;  insomnia  means 
as  much  with  added  worry  and  agitation  because 
cne  is  not  asleep.  One  complains  of  insomnia,  but 
cne  seldom  even  speaks  of  sleeplessness.  It  cannot 
be  dramatized  nor  made  interesting.  Xakedness 
means  without  clothing  or  covering.  Xudism  mean-, 
more  than  that.  Xudism,  like  insomnia,  must  be 
talked  about  and  dramatized  and  offered  as  an  ex- 
hibition. One  CLtiid  not  be  a  nudist,  I  assume,  ii 
'  ne  were  alone.  In  such  a  circumstance  one  would 
b:  merely  naked.  Perhaps  nudism  is  a  somewhai 
unconscious  c<  nscious  protest  aiainst  the  repressive 
demands  of  civilization.  The  assumption  may  be 
that  one  is  casting  aside  all  concealment  and  all 
suppression  and  revealing  one  as  one  really  i 
merely  by  exhibiting  one's  naked  physical  body. 
But  clothes  conceal  the  physical  body  only — and 
nut  what  is  cellared  in  the  great  personal  mi 
and  emotional  subconscious. 


Some  of  those  who  submit  themselves  to  the  dis- 
robing demands  of  the  Chula  camp  may  shock  some 
of  their  fellow-nudists  and  be  shocked  by  them, 
but  they  will  probably  experience  no  relief  from 
the  tension  begot  by  a  too  complex  and  too  elabor- 
ate civilization  merely  by  removing  all  their  cloth- 
ing and  consorting  with  themselves  wickedly  or  in- 
nocently in  their  mere  dermal  habiliments.  What 
they  are  in  search  of  can  not  be  so  easily  found — 
an  utter  innocence  that  they  lacked  even  in  pre- 
adolescent  days. 

One  cannot  be  made  a  child  again  just  for  to- 
night or  for  any  other  time  merely  by  becoming 
naked  and  by  making  a  visible  and  vocal  display 
of  one's  nakedness.  As  we  have  travelled  and  tra- 
vailed along  the  long  pathway  from  the  os  uteri  we 
have  taken  on  more  things  than  clothes.  Those 
other  things,  some  of  them,  may  be  understood,  and 
one  may  be  able  by  such  understanding  of  them 
to  continue  to  live  with  them  in  one's  self,  but  one's 
immaterial  acquisitions  cannot  be  desquamated  nor 
laid  upon  the  creek  bank,  either  at  Chula  or  else- 
where. 


Up  From  Under 

Thomas  E.  Cooper,  of  Wilmington,  Xorth  Car- 
olina, did  not  need  upon  his  return  from  prison  the 
services  of  a  follow-up  social  welfare  worker.  Mr. 
Cooper  did  his  own  welfaring  for  himself. 

He  is  still  under  fifty  years  of  age.  He  was  born 
and  reared  and  educated  in  South  Carolina,  but  his 
active  life  has  been  spent  in  Xorth  Carolina.  When 
only  a  youngster  he  had  been  made  president  of  a 
bank  in  Wilmington.  The  bank  finally  failed.  He 
was  charged  with  the  commission  of  some  crimes — 
perhaps  some  irregular  loans.  He  was  convicted 
and  imprisoned  in  the  Federal  penitentiary  in  At- 
lanta. After  he  had  served  the  greater  portion  of 
his  term  the  President  pardoned  him.  But  he  had 
been  sentenced  also  to  serve  a  term  on  the  chain 
gang  in  his  own  county.  He  was  serving  that  term 
when  the  Governor  pardoned  him.  He  returned 
home  and  he  left  home.  But  whether  he  were  in 
Florida  or  in  Texas  he  met  his  former  acquaint- 
ances. He  decided  that  he  should  resurrect  himself 
amongst  his  own  people.  Upon  his  return  to  Wil- 
mington he  stood  for  the  office  of  Sheriff.  He  was 
defeated.  Two  years  later  he  was  again  defeated. 
He  offered  himself  as  a  candidate  to  his  people  for 
the  legislature.  He  was  elected  and  re-elected. 
Recently  he  made  a  vigorous  fight  for  the  nomina- 
tion for  mayor  of  Wilmington.  He  has  been  nom- 
inated.   He  will  be  elected. 

He  has  civically  resurrected  and  revivified  him- 
self. And  in  doing  that  he  has  done  an  unusual  and 
a  brave  thing.  But  the  citizens  of  Wilmington 
made  his  resurrection  possible.     Both  he  and  the 
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citizens  have  done  splendidly.  Only  an  unusual 
man  arises  from  such  a  judicial  submergence  into 
public  favour  and  public  preferment. 

The  citizen,  even  when  he  is  in  disrepute,  should 
maintain  his  independence  and  hold  to  his  courage, 
if  he  can,  and  not  feel  obliged  to  adopt  the  public's 
opinion  of  him  as  necessarily  valid.  St.  Paul  was 
not  humiliated  by  his  imprisonment,  nor  was  John 
Bunyan.  0.  Henry  was  apparently  not  embittered 
by  his  incarceration.  The  discharged  prisoner 
should,  if  he  can,  look  upon  his  imprisonment  as 
having  paid  in  full  in  work  and  in  suffering  for  any 
injury  he  did  to  the  social  corpus.  If  he  intends, 
upon  his  discharge  from  prison,  to  walk  straight, 
he  should  so  order  his  life  and  he  should  demand, 
too,  the  opportunity  to  re-citizenize  himself. 

As  a  general  thing  neither  society  nor  the  former 
prisoner  himself  is  fair  to  himself.  Every  discharg- 
ed prisoner  should  be  encouraged  and  helped  to  re- 
cover from  the  punitive  traumatization.  No  pun- 
ishment save  that  of  Hell  should  be  everlasting. 
Thomas  E.  Cooper  should  be  the  admiration  of  all 
those  who  appreciate  courage. 


DENTISTRY 

W.  M.  Robey,  D.D.S.,  Editor,  Charlotte,  N.  C. 


Variations  in  the  Lesions  and  Activity  of 
Dental  Cartes 

It  is  commonly  said  that  dental  caries  is  the  most 
prevalent  of  all  disease  conditions  of  the  human. 
Admittedly,  our  knowledge  of  this  condition  is  very 
limited.  However,  much  painstaking  investigation 
is  being  carried  out  and  much  of  solid  value  is  be- 
ing learned.  An  instance  is  reported  by  Bodecker, 
of  New  York,  in  the  Journal  oj  Dental  Research 
for  February. 

From  this  report  I  shall  quote  freely.  Dental 
destruction  is  most  active  during  youth  and  before 
40.  After  40  dental  caries  becomes  less  and  less 
active  and  in  many  persons  ceases  entirely.  At 
about  SO  or  60  the  teeth  of  some  persons  are  again 
affected. 

That  teeth  have  a  variable  resistance  to  attack 
is  seen  in  the  decay  of  only  one  of  two  closely  ad- 
joining teeth.  The  fact  that  an  increased  vitamin 
D  content  in  the  diet  of  children  reduces  the  activ- 
ity of  dental  caries  indicates  that  systemic  condi- 
tions, either  by  way  of  the  saliva  or  the  dental 
pulp,  or  both,  affect  the  welfare  of  the  teeth. 

The  lesions  vary  in  form,  location  and  rapidity 
of  penetration;  they  can  be  classified  into  1)  acute 
crown  caries;  2)  chronic  caries,  and  3)  acute  root 
caries.  Erosion,  which  affects  the  cervices  of  the 
teeth,  is  not  included,  as  the  mechanism  of  this 


destructive  process  seems  to  be  different  than  that 
active  in  dental  caries. 

Acute  dental  crown  caries  affects  principally  chil- 
dren and  young  adults.  The  entrance  of  the  cavity 
or  lesion  remains  small  for  a  considerable  time  and 
the  destruction  is  rapid,  soon  involving  a  large  part 
of  the  interior  of  the  crown.  The  penetration  of 
acute  dental  caries  is  usually  so  rapid  that  the  pulp 
has  no  opportunity  to  shield  itself  by  laying  down 
secondary  dentin.  First  affected  is  the  enamel  fis- 
sures or  faults  of  the  maxillary  and  mandibular 
molars  and  premolars,  later  the  approximal  surfaces 
of  these  teeth;  then  the  maxillary  incisors  and  ca- 
nines, and  lastly  the  anterior  mandibular  teeth. 
Carious  lesions  on  the  lower  anterior  teeth  are 
usually  signs  of  rampant  dental  caries.  Cervical 
areas  become  affected. 

Chronic  caries  affects  the  various  surfaces  of  the 
teeth  in  the  same  order  as  does  that  of  the  acute 
type;  it  starts  as  a  slow  destructive  process  and 
the  lesion  has  a  large  entrance  which  precludes  the 
undisturbed  retention  of  food. 

Acute  root  caries  usually  affects  the  teeth  of  per- 
sons past  middle  age.     The  crowns  of  such  teeth 
are  often  either  completely  non-carious,  or  at  most, 
have  small  occlusal  fillings. 

Of  the  influence  of  systemic  conditions  on  the 
welfare  of  the  teeth  little  is  known  except  that  ob- 
servations on  children  and  animals  indicate  that  the 
calcium-phosphorus-vitamin  D  complex  is  actively 
concerned  in  maintaining  sound  teeth. 

Reduced  permeability  of  the  teeth  appears  to 
operate  10  to  15  years  after  the  eruption  of  each 
tooth  in  civilized  people. 

The  acute  crown  type  is  usual  in  children  and 
young  adults;  the  chronic  lesions  in  middle  age; 
and  the  acute  root  type  in  the  later  years  of  life. 
There  are  frequent  exceptions. 

By  such  excellent  work  and  such  uncolored  re- 
porting is  our  knowledge  of  this  important  subject 
being  increased,  slowly  it  is  true,  but  certainly. 

Congenital  absence  of  teeth  is  not  of  general 
occurrence,  nor  is  it  extremely  rare. 


Alcohol  as  a  Stomachic 

(L.  Krueger  &  F.  C.  Macintosh,  Montreal,  in  Amer.  Jl. 
Dig.  Dis.  &  Nutri..  April) 
In  the  unhabituated  subject,  dilute  alcohol  on  absorption 
stimulates  the  gastric  glands  directly,  evoking  a  copious 
flow  of  gastric  juice  of  high  acidity  and  low  digestive  power. 
On  the  continued  administration  alcohol  may  become  a 
conditioned  stimulus  for  gastric  secretion,  and  in  these  cir- 
cumstances causes  the  secretion  of  a  juice  of  high  digestive 
power. 

s.  u.  *  b. 

Recent  experiments  show  that  vapor  from  freshly 
crushed  garlic  for  50  minutes  will  kill  certain  bacteria.  An- 
other confirmation  that  things  we  naturally  like  to  eat  and 
drink  are,  in  the  main,  good  for  us. 
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It  is  with  a  feeling  of  homesickness  that  I  relin- 
quish the  Department  of  General  Practice,  which  1 
have  occupied  for  six  years,  and  move  over  into 
this  more  prominent  place.  In  this  first  message  to 
the  doctors  of  North  Carolina  as  your  president,  I 
want  to  have  the  sort  of  heart-to-heart  talk  I  would 
like  to  have  with  every  member  of  the  society  if  I 
could  see  him  face  to  face — telling  my  hopes  for  the 
coming  year  and  asking  for  suggestions  and  advice. 

As  I  stated  in  this  journal  last  June,  I  would  not 
be  human  if  I  did  not  appreciate  the  high  honor 
given  me — all  the  more  because  it  came  to  me  un- 
sought. And  the  fact  that  it  came  so  makes  me 
feel  more  keenly  the  obligation  to  justify  your  con- 
fidence. 

I  begin  the  year  with  four  very  definite  aims,  in 
which  I  bespeak  your  cooperation.  First,  being  a 
general  practitioner  myself,  my  chief  hope  is  to 
make  the  society  mean  more  to  the  general  practi- 
tioner, and  the  general  practitioner  mean  more  to 
the  society.  Fortune  has  already  favored  this  am- 
bition in  the  move  to  form  a  new  section  of  the 
society  solely  for  the  general  practitioners.  This 
should  be  the  most  popular  and  best  attended  sec- 
tion of  the  society.  In  addition  I  shall  do  all  in  my 
power  to  see  that  the  papers  and  addresses  given 
in  the  general  sessions  shall  be  of  such  a  nature  that 
the  general  practitioner  can  profit  from  most,  if  not 
all,  of  them. 

Another  hope  is  that  our  district  meetings 
throughout  the  State,  our  post-graduate  courses, 
and  the  next  annual  meeting  of  the  State  Society 
shall  continue  to  have  programs  so  instructive  and 
interesting  as  to  attract  a  large  attendance.  Par- 
ticularly do  I  hope  that  the  meeting  of  the  State 


Society  may  be  marked  by  a  scientific  program  of 
such  high  order  that  politics  will  be  forgotten. 

It  is  my  ambition  to  do  all  in  my  power  to  free 
the  society  from  the  suspicion  only  too  often  openly 
or  covertly  expressed  that  it  is  dominated  by  any 
one  man  or  group  of  men.  It  is  difficult  for  anyone 
to  become  very  much  interested  in  any  organiza- 
tion and  hence  active  in  its  program,  without  being 
accused  of  seeking  control.  I  know  the  members 
of  the  North  Carolina  Medical  Society  well  enough 
to  know  that  the  overwhelming  majority  of  them 
are  honest  and  anxious  to  promote  the  best  inter- 
ests of  the  profession.  For  my  own  part,  I  prefer 
to  believe  every  man  is  honest  and  honorable  until 
forced  to  change  this  opinion.  And  certainly  I  can 
say  that  I  was  not  elected  by  any  faction,  and  am 
under  absolutely  no  obligations  to  any  one  man  or 
group  of  men,  but  only  to  the  society  as  a  whole. 
Furthermore,  during  my  term  of  office  it  is  my  am- 
bition to  preside  over  the  destinies  of  the  society 
fairly  and  impartially.  I  shall  take  it  as  a  personal 
favor  if  any  member  of  the  society,  from  the  hum- 
blest general  practitioner  to  the  haughtiest  special- 
ist, will  tell  me  if  on  any  occasion  this  pledge  is 
forgotten.  May  the  prayer  of  Solomon  be  mine 
also:  "Give  therefore  thy  servant  an  understanding 
heart  to  judge  thy  people,  that  I  may  discern  be- 
tween good  and  bad." 

My  last  ambition  is  a  corollary  of  the  preceding 
one:  That  the  coming  year  may  be  marked  by  the 
greatest  era  of  good  feeling  the  society  has  ever 
known.  Let  us  remember  that  we  all,  whether  gen- 
eral practitioners  or  specialists,  are  working  for  the 
good  of  humanity,  and  we  will  work  better  if  we 
work  in  harmony. 

—WING ATE  JOHNSON. 
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The  Two  New  Presidents 
In  February  Dr.  Howard  Masters,  of  Richmond, 
was  chosen  president  of  the  Tri-State  Medical  As- 
sociation of  the  Carolinas  and  Virginia;  in  Mav 
Dr.  Wingate  Johnson,  of  Winston-Salem,  comes 
into  the  presidency  of  the  Medical  Society  of  the 
State  of  North  Carolina  through  having  been  cho- 
sen president-elect  a  year  ago.  It  is  gratifying  in 
the  extreme  to  know  that  the  two  medical  organi- 
zations meaning  most  to  the  doctors  of  North  Car- 
olina have  at  their  heads  men  of  such  ability  and 
integrity.  These  two  are  exceptionally  endowed 
and  both  have  applied  themselves  with  unusual  as- 
siduity to  the  task  of  qualifying  for  best  discharge 
of  their  duties  as  men  and  as  doctors;  with  the 
result  that  each  is  an  example  of  the  best  in  med- 
icine, which  is  another  way  of  saying,  the  best 
there  is. 

It  is  peculiarly  pleasing  to  this  journal — the  offi- 
cial publication  of  the  Tri-State.  and,  nominally, 
the  same  of  the  State  society — to  serve  with  such 
men.  From  next  month's  issue  right  on  the  read- 
ers may  look  forward  to  two  presidential  messages 
each  month,  and  the  Department-Editor-on-leave 
has  arranged  for  the  ad  interim  conduct  of  the  De- 
partment of  General  Practice. 

For  the  duration  of  the  administrations  of  these 
two  good  doctors  we  may  rest  confident  that  the 
affairs  of  the  two  bodies  under  their  care  and 
command  will  be  conducted  in  the  best  interests 
of  their  members  and  of  the  people  to  whom  these 
members  minister. 


Offerings  for  the  pages  of  this  Journal  are  requested 
and  given  careful  consideration  in  each  case.  Manu- 
scripts not  found  suitable  for  our  use  will  not  be  returned 
unless   author  encloses   postage. 

This  Journal  having  no  Department  of  Engraving,  all 
costs  of  cuts,  etc.,  for  illustrating  an  article  must  be 
borne   by  the   author. 


The  Winston-Salem  Meeting 

The  meeting  of  the  Medical  Society  of  the  State 
of  North  Carolina  held  in  the  first  few  days  of  the 
present  month  had  a  large  registration,  and  what- 
ever was  lacking  in  attendance  on  the  sessions  was 
due  largely  to  a  very  general  opinion  that  the  pro- 
grams were  not  of  as  practically  useful  a  character 
as  could  be  desired,  or  as  is  usually  the  case. 

The  Forsyth  brethren  laid  themselves  out  to  en- 
tertain the  meeting,  and  their  ladies  made  the  occa- 
sion a  happy  one  for  the  wives  and  daughters  in 
attendance. 

The  presentations  of  the  distinguished  guests 
were  of  a  high  order. 

The  testimonial  dinner  to  Dr.  L.  B.  McBrayer, 
now  secretary  emeritus,  after  twenty-odd  years  as 
secretary,  was  a  noteworthy  event.  The  dinner  of 
the  alumni  of  the  North  Carolina  Medical  College 
in  honor  of  Dr.  John  Peter  Munroe,  marked  by  an 
address  by  Dr.  W.  J.  Martin,  of  Davidson  College, 
and  spontaneous  expressions  of  gratitude  and  affec- 
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tion  from  so  many  of  those  whom  Dr.  Munroe  had 
made  into  doctors,  was  an  occasion  to  renew  faith 
that  the  use  of  superior  talents  in  a  high  cause  will 
have  its  reward  and  to  refute  the  observation  of 
Lord  Rosebery  that  "gratitude  is  a  lively  apprecia- 
tion of  favors  to  come." 

Some  of  the  choices  for  office  were  wisely  made 
a  good  many  undoubtedly  very  unwisely;  but  be- 
lieving that  the  trend  is  upward  we  look  hopefully 
to  the  future. 

It  is  easy  to  agree  with  Dr.  Charles  S.  Mangum 
that  the  creation  of  the  Section  on  General  Prac- 
tice of  Medicine  and  Surgery  was  by  far  the  most 
important  thing  done  at  this  meeting.  The  move- 
ment had  its  origin  with  Dr.  Walter  J.  Lackey,  of 
Fallston,  who  had  observed  over  a  number  of  years 
how  little  of  value  the  programs  carried  for  the 
men  who  do  the  great  bulk  of  the  practice  of  the 
State  and  determined  to  supply  this  lack.  With 
Dr.  Lackey  as  Chairman  and  Dr.  C.  C.  Hubbard, 
of  Farmer,  as  Secretary,  and  with  the  sympathetic 
support  of  our  new  president,  we  look  for  a  pro- 
gram in  this  section  next  year  that  will  bring  to 
the  meeting  many  a  good  North  Carolina  doctor 
whose  face  has  not  been  seen  at  a  meeting  of  the 
Medical  Society  of  his  State  for  many  a  long  year ; 
and  we  repeat  our  prediction  that  this  will  promptly 
take  first  place  for  popularity  and  soon  at  least 
double  the  present  usefulness  of  the  State  Medical 
Society  to  the  people  of  North  Carolina. 


Only  Sure  Way 

In  this  issue  is  carried  an  account  of  the  death 
of  a  veterinary  surgeon  from  rabies,  despite  his 
having  had  the  full  series  of  anti-rabies  inocula- 
tions. 

The  doctor  reporting  the  case  attaches  much  im- 
portance to  the  fact  that  the  wounds  were  not  cau- 
terized. We  would  think  more  important  the  delay 
of  two  days  between  the  biting  and  the  beginning 
of  the  preventive  treatment;  but  most  important 
is  consideration  of  the  fact  that  perfection  and  in- 
fallibility are  not  attainable,  and  that  patients  and 
general  public  should  be  so  informed  at  every  good 
opportunity. 

A  few  days  ago  a  prominent  surgeon  of  the  State 
said  to  us  that  the  nurses  in  his  hospital  just  could 
not  understand  it  when  they  saw  a  child  with  diph- 
theria weeks  or  months  after  it  had  been  given 
toxoid  or  toxin-antitoxin.  Ou:  suggestion  was  that 
he  tell  his  nurses  that  disease  processes  are  by  no 
means  simple  things  ind  then  to  point  out  the 
number  of  places  in  the  preparation  and  the  ad- 
ministration of  products  used  for  preventive  inoc- 
ulations at  which  something  might  happen  to  thwart 
the  attempt  at  protection;   and  then  to  impress  it 


upon  them  that  we  have  never  claimed  a  perfect 
score,  that  we  are  proud  that  failures  are  so  few, 
and  that  we  are  constantly  striving  to  improve  the 
score. 

When  asked  if  a  man  could  have  typhoid  more 
than  once,  Osier  answered  that  the  only  way  a 
man  could  be  certain  not  to  have  a  disease  more 
than  ence  would  be  to  die  in  the  first  attack;  and 
the  only  way  to  be  certain  not  to  have  an  infectious 
disease  one  time  is  to  die  of  something  else. 

s.  m.  &  s. 

Mental  Hygiene  and  Its  Relation  to 
Medical  Practice* 

The  relationship  of  mental  hygiene  to  medical 
practice  does  not  differ  except  in  detail  from  the 
relationship  of  tuberculosis,  malarial  fever,  can- 
cer, or  heart  disease  hygiene  to  medical  practice. 
When  people  are  sick,  whether  in  body  or  mind, 
they  come  to  the  physician  seeking  to  be  cured. 
It  is  also  the  duty  and  privilege  of  medical  mien 
to  prevent  disease  whenever  possible. 

Dr.  Foster  Kennedy  has  recently  said  "We 
have  not  an  iota  of  knowledge  of  the  causes  of 
two  of  the  great  scourges  of  our  civilization,  de- 
mentia praecox  and  manic  depressive  psychosis." 
Not  knowing  the  cause,  we  lack  the  cure  for  these 
forms  of  insanity.  Symptomatic  or  palliative 
treatment  is  our  only  therapeutic  weapon,  and 
the  State  hospitals  are  monuments  to  our  failure. 

We  are  in  the  same  darkness  concerning  the 
cause  or  cure  of  yellow  fever,  another  of  the 
world's  great  scourges,  but  the  discovery  of  its 
methods  of  transmission  made  possible  its  control 
or  elimination.  It  is  a  matter  of  common  know- 
ledge that  our  two  miajor  psychoses  are  in  large 
part  due  to  inheritance.  As  yet,  no  serious  effort 
has  been  made  to  determine  the  mechanism  or 
pattern  of  this  transmission.  Whenever  suffi- 
cient money  and  effort  are  expended  on  this 
problem,  the  answer  will  be  found.  As  soon  as 
we  can  speak  with  certainty  concerning  the  path- 
ways that  morbid  mental  traits  follow  from  gen- 
eration to  generation,  the  control  of  human  her- 
edity will  be  just  as  possible  as  the  control  of 
fever-bearing  mosquitoes. 

It  seems  to  me,  at  the  present  time,  that  a  con- 
certed attack  against  the  transmission  of  insanity 
offers  a  more  hopeful  outlook  than  the  search  for 
cause  and  cure. 

—WILLIAM    ALLAN. 

Society,   Raleigh, 


•Presented   to   the   N.  C.    Mental   Hygii 
Jan.    25th. 

S.    M.    &   S. 


Merry   company,   happy   tales,   pleasant   jests,   and   good 
liquor  is  a  sovereign  remedy  for  melancholy — Burton. 
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IN  MEMORIAM 


Tri-State  Medical  Association 


Dr.  Southgate  Leigh 
By  Chas.  W.  Doughtie,  M.D.,  Norfolk,  Va. 
Like  trails  in  a  forest,  the  lives  of  men  meet, 
cross  and  recross  at  intervals,  sometimes  frequent 
and  sometimes  remote.  It  is  at  these  points  of 
contact,  in  our  busy  careers,  that  we  stop  for  a 
moment  and  become  better  acquainted  and  as  a 
result  of  such  contacts  we  acquire  a  higher  ap- 
praisal of  one  another  and  develop  more  lasting 
friendships.  But  like  the  trails,  there  inevitably 
comes  a  time  when  these  points  of  contact  are 
lost  to  our  vision,  on  a  distant  horizon. 

Today  we  meet  in  Norfolk,  the  home  of  South- 
gate  Leigh,  and  pause  for  a  moment  to  record 
the  passing  of  our  friend  and  confrere.  Dr.  Leigh 
died  suddenly  on  March  6th,  1936,  while  com- 
pleting a  committee  report  before  the  Norfolk 
Association  of  Commerce.  He  was  born  on  May 
21st,  1864,  in  Campbell  County,  Virginia,  where 
his  mother  had  gone  to  be  with  her  husband,  who 
was  at  that  time  serving  as  an  officer  in  the  army 
of  the  Confederacy.  He  was  the  only  son  of  John 
Perviance  and  Fanny  Cowdry  Leigh.  Both  of 
his  parents  died  during  his  early  life.  After 
the  death  of  his  parents,  he  made  his  home  with 
an  aunt,  Mrs.  Sarah  Pegram,  who  devoted  her 
life  to  his  welfare  and  happiness.  His  early  edu- 
cation was  in  the  private  school  of  Mr.  Gait  and 
he  received  his  academic  and  medical  education 
at  the  University  of  Virginia.  Following  his 
graduation  he  studied  at  the  College  of  Physicians 
and  Surgeons  of  New  York,  from  which  he  re- 
ceived a  second  degree  of  Doctor  of  Medicine. 
He  served  an  interneship  at  Mt.  Sinai  Hospital 
in  New  York,  where  he  worked  with  and  under 
the  direction  of  Dr.  Arpad  Gerster,  "from  whom 
he  received  honored  consideration  and  was  given 
a  year  of  study  in  Vienna,  where  he  rounded  out 
special  and  prolonged  privileges."  He  then  spent 
his  well-grounded  education. 

In  1893  he  returned  to  Norfolk,  his  boyhood 
home,  and  entered  upon  the  practice  of  his  pro- 
fession, specializing  in  surgery.  He  worked  at 
the  Norfolk  Protestant  Hospital  (now  the  Nor- 
folk General  Hospital)  and  at  St.  Vincent  de 
Paul.  In  the  latter  institution,  he  worked  dilli- 
gently  to  organize  and  develop  its  out-patient 
department  and  free  clinic.  Subsequently,  he 
built  and  operated  the  Sarah  Leigh  Hospital  as 


a  private  hospital,  till  his  death.  From  the  be- 
ginning he  acquired  an  extensive  private  and  re- 
ferred practice  and  became  well  known,  honored 
and  highly  esteemed.  A  few  years  later,  he  mar- 
ried Miss  Alice  Creekmore  who  survives  him, 
with  two  sons,  Dr.  Southgate  Leigh,  jr.,  and 
Waddy  Leigh,  and  two  daughters,  Mrs.  Martin 
Caples  and  Mrs.  Lester  Minkel. 

He  was  not  only  a  well  known  "surgeon,  but 
he  was  deeply  interested  in  all  civic  and  political 
activities.  He  was  a  dynamic  force  in  whatever 
he  undertook.  In  1929,  the  Cosmopolitan  Club 
of  Norfolk  awarded  him  their  medal  for  dis- 
tinguished service  to  the  City,  designating  him 
"First   Citizen." 

He  was  a  member  of  many  medical  and  sur- 
gical societies,  local  and  national,  which  he  faith- 
fully attended.  He  was  elected  to  and  held  po- 
sitions of  honor  in  many  of  them.  He  gave  gen- 
erously not  only  of  his  means,  but  also  of  his 
time  and  talents,  to  those  who  Were  less  fortunate. 
The  Sarah  Leigh  Hospital  which  he  founded  and 
operated,  has  recently  been  made  a  memorial 
to  his  memory,  through  the  activities  of  his  many 
admiring  friends. 

No  picture  of  him  would  be  complete  that 
failed  to  mention  him  as  host.  He  seemed  to  get 
unlimited  pleasure  and  abundant  satisfaction 
from  entertaining  his  numerous  friends.  No  one 
who  was  fortunate  enough  to  have  been  so  in- 
cluded, could  feel  that  he  was  other  than  a  past 
master  in  this  art.  To  have  been  his  guest  was 
an  experience  never  to  be  forgotten. 


Dr.  John  T.  Burrus 

By  Emmett  A.  Sumner.  M.D.,  High  Point,  N.  C. 

Dr.  John  Tildfen  Burrus  died  at  3:40  p.  m.,  on 

June  8th,  1936,  at  the  Burrus  Memorial  Hospital, 

High  Point,  North  Carolina,  following  an  illness 

of  two  days. 

He  was  born  at  Rockford  in  Surry  County, 
July  13th,  1877.  to  John  G.  and  Elizabeth  Reece 
Burrus,  received  his  general  education  at  Yadkin 
Valley  Institute  and  Davidson  College,  and  was 
graduated  in  medicine  at  Grant  University  and 
Baltimore  Medical  College.  His  interneship  was 
served  in  the  Lying-in  Hospital  and  the  Poly- 
clinic Hospital.  New  York  City.  He  held  num- 
erous degrees  in  post  graduate  work  frorra  the 
New  York  Skin  and  Cancer  Hospital,  the  Uni- 
versity of  North  Carolina,  the  Crile  Clinic,  Cleve- 
land,  and   the    Mayo    Clinic   in   Rochester.     He 


May,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


253 


practiced  medicine  from  1899  to  1904  at  Jones- 
ville,  North  Carolina,  and  at  High  Point  from 
1904  until  his  death  in  1936.  He  operated  the 
High  Point  Hospital  until  1932,  at  which  time 
he  disposed  of  the  hospital  to  the  Duke  Founda- 
tion, and  the  name  was  changed  to  the  Burrus 
Memorial  Hospital. 

Dr.  Burrus  was  a  member  of  the  Guilford 
County  Medical  Society,  North  Carolina  State 
Medical  Society,  Southern  Medical  Association, 
Tri  -  State  Medical  Association,  American 
Medical  Association,  American  College  of  Sur- 
geons, Southern  Railway  Surgeons,  and  the  State 
Hospital  Association  (N.C.).  He  held  various 
offices  in  each  of  the  different  societies,  was  at 
one  time  president  of  the  Guilford  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  North 
Carolina,  Southern  Railway  Surgeon's  Associa- 
tion, and  president  of  the  N.  C.  State  Board  of 
Health.  He  served  during  the  World  War  as 
Surgeon-in-Chief  and  later  Commander  of  the 
base  hospital  at  Beauregard,  La.  He  was  sur- 
geon-in-chief of  the  Burrus  Memorial  Hospital, 
and  the  Randolph  County  Hospital  at  Asheboro, 
and  consulting  surgeon  to  the  Davidson  Hospital 
at  Lexington.  He  served  two  terms  as  Senator 
in  the  N.  C.  Legislature ;  he  was  a  Mason, 
Shriner,  Elk,  Junior,  Red  Man  and  a  member  of 
the  Order  of  Ahapa.  He  belonged  to  the  Rotary 
Club,  and  was  a  member  of  the  First  Baptist 
Church,  High  Point. 

Dr.  Burrus  was  noted  for  his  kind  and  gentle 
manner,  his  very  loyal  friendship,  with  every 
race  and  creed.  He  was  most  loyal  to  his  friends 
and  associates.  He  was  a  lovable  personality, 
devoted  to  his  home  and  family.  His  widow, 
Mrs.  Mary  B.  Burrus,  survives ;  his  only  child, 
Mrs.  Hugh  Black  of  Spartanburg,  S.  C,  passed 
away  about  two  years   before  his   death. 

Professionally,  socially,  politically  and  relig- 
iously Dr.  Burrus  was  a  dynamic  personality  and 
force  in  his  community  and  state.  He  will  be 
missed  greatly  by  his  many  friends  and  colleagues 
and  especially  his  many  patients  who  had  learned 
over  a  period  of  years  to  love  him  and  to  depend 
on  him  for  relief  from  bodily  and  mental  ill- 
nesses. 

s.  u.  *  s. 

Dr.  Horace  Osler  Averitt 

By  J.   F.   Highsmith,  M.D.,   Fayetteville,   N.   C. 

On  June    14th,    1903,  at   Cedar   Creek,   North 

Carolina,  a  son  was  born  to  Dr.  and  Mrs.  K.  C. 

Averitt,  and  named  by  his  scholar-doctor  father 


for  the  Roman  poet  Horace  and  the  Canadian- 
American-English  doctor  Osier.  Young  Averitt 
was  graduated  at  Wake  Forest  in  1927  where  he 
was  a  member  of  the  Phi  Rho  Sigma  Fraternity. 
From  Emory  University  he  obtained  his  degree 
in  medicine,  in  1929,  and  he  was  licensed  to 
practice  in  Georgia  on  June  4th,  1929.  In  July, 
1929,  he  was  licensed  to  practice  in  the  state  of 
North  Carolina  and  after  serving  his  internship 
at  Emory  he  began  practicing  in  Moore  County, 
in  July  1930.  After  four  years  in  Moore  he 
came  to  Cedar  Creek,  Cumberland  County,  to 
practice  with  his  father,  and  there  he  practiced 
medicine  until  his  death  June  29th,  1936. 

Dr.  Averitt  married  Miss  Nancy  Vincent  of 
Mebane,  N.  C,  in  April  1932,  and  the  union  vas 
blessed  with  one  child,  born  after  the  father's 
death. 

It  was  with  deep  regret  that  the  medical  pro- 
fession learned  of  Dr.  Averitt's  untimely  death. 
A  young  man  almost  at  the  beginning  of  the  prac- 
tice of  his  profession  under  the  most  favorable 
auspices,  he  was  well  prepared  to  succeed  to  the 
important  place  in  his  community  which  his 
father  had  held  for  nearly  forty  years. 

Day  by  day  the  number  lessens 

Year  by  year  they  slip  away 

To  the  unknown  land  far-distant, 

In  the  realms  of  endless  day. 


Dr.  James  E.  Smithwick 
By  Joshua  Tavloe,  M.D.,  Washington,  N.  C. 
Dr.  James  Edwin  Smithwick,  the  son  of  the 
late  Joel  and  Matilda  Gibson  Smithwick  of  Tyr- 
rel  County,  was  born  November  9th,  1869  on  a 
farm  in  what  is  known  as  "The  Islands"  section 
of  Williams  Township  near  Williamston,  North 
Carolina.  His  early  life  was  spent  on  the  farm 
where  he  developed  a  keen  interest  in  the  out-of- 
door  life  and  agricultural  pursuits,  he  being  very 
fond  particularly  of  hunting  and  fishing,  and 
especially  was  it  of  interest  to  hear  him  reminisce 
about  these  two  sports.  Later  he  taught  in  the 
public  school  for  a  few  years  in  his  home  com- 
munity. In  1897  he  was  graduated  from  the  Uni- 
versity College  of  Medicine  in  Richmond  and 
began  a  practice  of  his  profession  for  a  short 
while  in  Edenton  and  Tillery,  North  Carolina. 
A  few  months  later  he  settled  in  Jamesville,  close 
to  his  old  home,  where  he  began  a  brilliant  and 
faithful  work  that  reached  into  every  home,  no 
matter  how  humble.     The  rich  and  the  poor  were 
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treated  alike.  During  his  40  years  of  long  and 
successful  practice  he  toiled  long  hours  in  reliev- 
ing suffering  and  distress,  never  hesitating  to 
respond  to  the  call  of  any  one  in  need.  Enjoying 
vigorous  health  and  slightly  roughened  by  his 
work  that  carried  himi  out  in  all  kinds  of  weather, 
night  and  day.  he  possessed  underneath  a  heart 
that  throbbed  with  understanding  and  one  that 
was  as  sympathetic  and  tender  as  that  of  a  child. 

He  was  recognized  as  a  leader  in  his  profes- 
sion and  often  was  called  into  consultation  by 
practicing  physicians  throughout  his  territory.  He 
enjoyed  a  large  friendship  in  all  walks  of  life  and 
proved  a  loyal  friend  to  all  those  admitted  to  that 
relation.  Few  men  have  done  greater  and  more 
unselfish  work  than  the  late  Dr.  Smithwick.  He 
will  be  missed  as  a  friend  and  citizen,  as  well 
as  a  doctor.  Dr.  Smithwick  was  a  member  of 
the  State  and  County  Societies  and  Tri-State 
Society,  holding  many  and  various  offices  in 
these  Societies,  and  will  be  missed  greatly  as  an 
ardent  supporter  of  them  all. 

He  died  August  24th,  1936,  from  pneumonia 
following  some  splenic  enlargement,  probably 
lymphosarcoma.  He  is  survived  by  his  wife, 
Mrs.  Elizabeth  Burras  Smithwick,  a  son,  who 
bears  his  father's  full  name,  and  one  grand- 
daughter. He  also  leaves  two  sisters,  Miss  Delia 
Smithwick,  of  Jamesville  and  Mrs.  Joe  Mayo,  of 
Clavton. 


Dr.  DeWitt  Kluttz 
By  John  Cotten  Tayt.oe,  M.D.,  Washington,  N.  C. 

"Then  steal  away,  give  little  warning, 

Choose  thine  own  time, 

Say  not  Good-night,  but  in 

Some  brighter  clime, 

Bid  me  Good-morning." 
These  words  portray  beautifully  and  truth- 
fullv  the  transition  of  our  late  lamented  friend, 
and  my  coworker,  Dr.  DeWitt  Kluttz.who  ceased 
his  labors  and  lay  down  to  pleasant  dreams  Sep- 
tember 7th,  1936.  Not  feeling  well  he  had  gone 
to  his  camp  down  the  river  about  nine  miles  from 
Washington  to  rest  for  a  day  or  two  and  there, 
surrounded  by  the  beauties  of  nature  and  the 
silence  of  night,  the  Almighty  called  and  Dr. 
Kluttz  promptly  and  silently  answered  the  call 
just  as  he  had  so  many  others  in  the  quiet  hours 
nt  night. 

Dr.  Kluttz  was  born  at  Monroe,  North  Caro- 
lina. March  4th.  1889,  the  son  of  the  late  Alex 
W.  and   Alice  Jane  Walkup  Kluttz  of  Chester, 


South  Carolina.  He  was  a  graduate  of  Davidson 
College,  later  receiving  his  M.A.  degree  from 
this  institution.  He  was  a  graduate  of  the  Uni- 
versity of  North  Carolina,  and  there  he  took  his 
premedical  work,  before  going  to  the  University 
of  Pennsylvania  for  his  degree  in  medicine.  He 
served  a  two-year  interneship  at  the  Episcopal 
Hospital,   Philadelphia. 

From  his  student  days  he  was  marked  as  a 
leader  and  served  as  captain  of  the  football  team 
during  his  senior  year.  He  also  taught  two  years 
at  Woodberry  Forest,  specializing  in  athletics. 
Whatever  he  attempted  he  did  well.  He  was 
particularly  interested  in  x-ray  and  laboratory 
procedures  and  devoted  much  of  his  time  to  these 
in  connection  with  his  medical  and  diagnostic 
work.  As  a  student  he  was  profound  and  never 
satisfied  until  he  had  a  thorough  knowledge  of 
the  subject  of  his  interest.  He  was  conscientious 
always.  This  deep  interest  in  his  patients  was 
one  of  his  finest  attributes  and  no  detail  was  too 
minor  for  himi  to  follow  to  its  source.  As  a 
thinker  he  was  clear  and  quick.  As  a  worker  fe,w 
were  his  equal.  He  never  seemed  to  waste  a  mo- 
ment and  kept  it  up  day  after  day  and  often  far 
into  the  night,  no  doubt  shortening  his  days  by 
so  doing.  As  a  roentgenologist  and  diagnostician 
he  was  well  known  to  many  of  you  and  held  in 
the  highest  esteem. 

He  came  to  Washington  in  1919  through  the 
influence  of  my  brother,  Dave,  and  associated 
himself  with  my  father,  Dr.  David  T.  Tayloe,  sr., 
and  my  uncle.  Dr.  Joshua  Tayloe,  where  he  re- 
mained until  the  fall  of  1925  when  he  returned  to 
Philadelphia  to  do  post  graduate  laboratory  and 
x-rav  work.  From  there  he  went  to  Greenville, 
South  Carolina,  where  he  associated  himself  with 
Dr.  Hugh  Smith  and  pursued  his  specialty  until 
1929  when  he  returned  to  Washington  where  he 
was  again  on  the  staff  of  the  Tayloe  Hospital. 

He  was  honored  by  his  profession  and  served 
as  president  of  the  Second  District  Medical  So- 
cietv  of  North  Carolina,  president  of  the  Beau- 
fort County  Medical  Society  and  at  the  time  of 
his  death  was  acting  as  one  of  the  Councillors 
of  this  Society.  He  was  an  active  member  of  the 
State  and  Southern  Medical  Societies  and  the 
American  Medical  Association.  He  enjoyed  at- 
tending the  meetings  of  the  societies  and  was  al- 
ways   present  at  their  meetings  if  possible. 

On  February  15th,  1930,  he  was  married  to 
Mis-  Annie  Stevens  of  York,  South  Carolina, 
who  survives  him. 
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Dr.  Kluttz,  during  his  short  life  of  usefulness, 
won  for  himself  a  place  of  acknowledged  leader- 
ship in  his  profession.  Learned  in  medical  lore, 
of  sound  judgment,  skilled  in  execution,  and  with 
the  courage  of  his  convictions,  few  were  his 
equal.  He  was  a  man  of  honor  and  it  may  be 
truly  said  his  word  was  his  bond. 

He  was  a  member  of  the  Presbyterian  Church, 
took  an  active  interest  in  his  community  and  was 
highly  regarded  as  a  physician  and  a  man  in 
his  adopted  home,  and  his  untimely  death  is 
mourned  by  many. 

That  such  a  traveler  along  life's  highway 
should  be  prematurely  called,  deprived  us  of  a 
stimulating  fellowship.  A  man  dying  may  be- 
queath his  gold  and  silver,  his  real  and  personal 
property,  but  unfortunately  he  cannot  bequeath 
his  knowledge  and  skill  and  his  trained  judg- 
ment. Were  this  possible,  it  would  indeed  be  an 
inheritance. 


Dr.  George  David  McGregor 

By  James  M.  Northixgtox,  M.D.,  Charlotte,  N.  C. 

It  falls  to  my  lot  to  say  something  of  apprecia- 
tion of  Dr.  G.  D.  McGregor.  He  was  one  of  the 
youngest  of  the  members  of  this  Association  to  die 
and  his  death  was  as  untimely  as  it  was  tragic. 

In  his  usual  good  health  he  attended  the  annual 
joint  meeting  of  the  Board  and  the  Staff  of  St.  Pe- 
ter's Hospital  of  Charlotte  and  the  next  morning  he 
was  found  dead  on  the  grass  in  the  yard  not  far 
from  the  front  of  his  home.  He  was  known  to  be 
a  sleep-walker  and  it  was  plain  that  he  had  fallen 
from  an  up-stairs  French  window  while  so  danger- 
ously engaged. 

He  was  born  in  Lynchburg  and  the  schooling 
begun  there  was  continued  in  the  University  of 
Virginia  and  for  several  years  in  a  number  of  the 
hospitals  of  New  York.  He  came  to  Charlotte  to 
join  the  Nalle  Clinic  bearing  testimonials  as  to 
training  and  character  of  the  highest  order. 

Dr.  McGregor's  years  of  practice  had  not  been 
many;  but  in  those  few  he  had  amply  justified  the 
promise  shown  in  his  studious  boyhood,  in  his 
bright  college  years  and  while  he  was  earnestly 
pursuing  his  professional  studies.  He  impressed 
his  teachers  with  his  native  ability,  his  integrity 
and  his  earnestness,  and  they  predicted  great  things 
of  and  for  him;  and,  for  the  time  permitted  him 
all  their  hopes  were  realized.  He  was  the  kind  of 
doctor  that  Dr.  Alfred  Worcester  loved — the  kind 
that  can  do  all  that  is  humanly  possible  for  a  pa- 
tient, an  dwhen  he  can  do  no  more  will  stand  by. 

His  was  a  rare  knack  for  gaining  the  confidence 
and  making  happier  the  lives  of  those  whom  we, 


lacking  a  satisfactory  term,  designate  as  nervous. 
His  patient,  tactful,  sympathetic  handling  of  this 
class  of  patients  was  a  source  of  wonderment  to 
those  who  observed  how  many  of  these  unfortunate 
and  unhappy  individuals,  under  his  management, 
gained  physical  and  mental  strength  and  a  new 
cheerful  outlook  on  life. 

There  have  been  few  deaths  in  Charlotte  in  the 
span  of  my  acquaintance  with  it  that  have  more 
moved  that  staid  Scotch  Presbyterian  city.  Com- 
ing as  it  did  shortly  before  the  Christmas  holidays 
and  while  the  gay  preparations  were  in  progress, 
his  death  had  a  noticeably  subduing  and  saddening 
influence. 

Doctors,  nurses,  patients  and  servants;  those  who 
knew  him  only  in  a  business  way  and  those  whose 
only  acquaintanceship  with  him  was  through  the 
day  being  cheered  by  his  bright  smile  and  friendly 
greeting — all  these  attested  their  sense  of  apprecia- 
tion and  of  loss. 

Xo  finer  or  truer  tribute  was  paid  or  could  be 
paid  than  that  of  his  good  friend,  Henry  Warren, 
colored  janitor  at  the  Nalle  Clinic:  "They  may 
find  a  man  to  take  his  place  as  a  doctor,  though  I 
doubt  that;  but  they  won't  find  anybody  to  take 
his  place  as  a  man." 


-S.    M.    &    E.- 


Dr.  J.  Allison   Hodges 
By  James  K.  Hall,  M.D.,  Richmond,  Va. 

Thirty  years  and  more  ago  I  looked  for  the 
first  time  upon  Dr.  James  Allison  Hodges.  Na- 
ture, thought  I,  had  been  kind  to  him.  He  was 
physically  handsome  and  attractive,  and,  at  that 
time,  he  was  in  the  midst  of  his  maturity.  His 
somatic  structure  was  appealing,  he  dressed  well, 
his  carriage  was  easy  and  graceful,  his  counten- 
ance was  pleasant,  his  voice  was  well  modulated, 
and  he  moved  amongst  his  fellows  and  spoke  to 
them  as  one  who  was  unconsciously  assured  of 
his  attributes  and  of  his  inherent  resources.  I 
have  seldom/  known  a  man  of  more  physical 
graces. 

He  was  born  in  the  Fayetteville  District  of 
North  Carolina  in  1858.  That  ancient  commun- 
ity was  as  Scotch  as  the  very  heart  of  Caledonia. 
He  came  into  being  blessed  with  splendid  an- 
cestry— maternal  and  paternal.  And  the  home- 
life  was  such  as  to  help  in  making  a  man  of  a 
well-endowed  boy.  His  formal  education  was 
had  at  Davidson  College — that  ancient  Calvin- 
istic  institution  where  the  eternal  verities  are  both 
practised  and  taught.  He  had  lived  as  a  youngster 
through  the  Civil  War.  His  boyhood  eyes  prob- 
ably looked  upon  the  legions  of  Sherman  as  they 
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marched  northward  from  the  sea.  In  those  bar- 
ren days  college  life  must  have  been  devoted  to 
simple  living  and  to  hard  work.  Dr.  Hodges  was 
only  two  years  younger  than  Woodrow  Wilson, 
who  had  just  preceded  him  at  Davidson. 

With  his  academic  degree,  and  then  few  phv- 
sicians  had  such  a  degree,  he  matriculated  as  a 
medical  student  at  the  University  of  Virginia. 
His  graduation  from)  that  school  in  1883  was 
followed  by  study  abroad.  He  entered  upon  the 
general  practise  of  medicine  at  Fayetteville. 

In  and  about  that  ancient  village  remarkable 
events  had  occurred.  Flora  MacDonald,  the 
Scotch  heroine,  thereabouts  had  lived.  And  Fay- 
etteville had  once  been  the  seat  of  the  state  gov- 
ernment. There  the  state  had  ratified,  somewhat 
reluctantly,  the  Federal  Constitution,  that  instru- 
ment in  which  we  take  such  pride,  and  about 
which  we  have  so  much  trouble.  And  at  Fay- 
etteville— anciently  called  Cross  Creek— the  Uni- 
versity of  North  Carolina  had  been  chartered. 
And  in  that  Sand-hill  Country  during  the  Revo- 
lutionary struggle  neighbor  had  often  fought 
against  neighbor,  for  many  of  the  Scotch  immi- 
grated directly  into  that  country  and  were  loy- 
alists: and  the  Scotch,  wherever  they  may  be, 
love  to  fight,  and  to  justify  their  fighting  al- 
ways as  being  in  defense  of  their  religion  and 
in  support  of  their  God. 

From  such  ancestry,  from  such  a  country,  with 
such  air  in  his  nostrils,  with  as  good  academic 
and  medical  tutelage  as  could  be  had  in  a  war- 
torn  country,  the  young  man,  J.  Allison  Hodges, 
became  a  doctor  of  medicine.  In  and  about 
Fayetteville  he  mjust  have  obtained  valid  primal 
experience  amongst  those  plain,  unpretentious, 
honest,  hard-headed,  intelligent  Scotch  folks.  He 
moved  eastward,  and  located  in  Wilmington — at 
that  time,  perhaps,  the  economic  and  social  and 
cultural  center  of  the  state.  There  the  Reverend 
Dr.  Joseph  Ruggles  Wilson  had  long  been  the 
pastor  of  a  church  which  the  young  physician  and 
the  future  President  of  the  United  States  at- 
tended. In  Wilmington,  amongst  the  best  phy- 
sicians of  the  state,  the  young  Scotch  doctor  took 
his  stand  and  his  place. 

After  the  battles  must  come  burial  of  the  dead 
— and  then  rest — of  body,  of  mind — and  then 
there  must  be  removal  of  the  debris,  and  then 
rebirth  and  restoration  of  all  those  mechanisms 
of  civilization  that  had  been  swept  away  by  war- 
fare. 

My    own    father,    a    vouthful    veteran    of    the 


struggle,  and  while  Richmond  was  still  an  ash- 
heap,  was  a  student  in  medicine  under  Dr.  Hunter 
McGuire.  Many  a  time  has  he  told  rrne  of  the 
searching  and  deep-seeing  eyes  of  that  master- 
teacher.  Is  it  a  cause  for  wonder  that,  when 
organizing  the  University  College  of  Medicine 
in  Richmond,  Dr.  Hunter  McGuire  should  call 
the  young  Doctor  Hodges  all  the  way  from  Wil- 
mington, to  membership  in  the  first  facultv  and 
to  the  Chair  of  Anatomy?  It  was  a  distinction 
to  be  selected  for  such  an  honor.  Some  of  you 
who  hear  me  remember  when  Dr.  Hodges  came 
to  Richmond  in  1893.  Some  of  you  had  per- 
sonal and  professional  relationship  with  him  al- 
most daily  for  many  years.  You  witnessed  his 
growth,  his  development;  you  observed  the  effect 
of  his  wide-reaching  influence.  The  Chair  of 
Anatomy  was  occupied  by  him  until  1896.  Then, 
until  1913,  he  was  professor  of  nervous  and 
mental  diseases.  He  was  also  dean  of  the  College 
from  1900  to  1904;  and  he  was  president  of  the 
institution  from  1904  to  1905.  And  his  teaching 
relationship  continued  after  the  University  Col- 
lege of  Medicine  and  the  Medical  College  of  Vir- 
ginia coalesced.  He  gave  himself  freely  and 
generously  and  skillfully  as  a  teacher  for  more 
than  forty  years. 

And  his  teaching  was  not  an  exercise  in  mere 
didactics.  He  was  all  the  while  a  busy  practi- 
tioner of  medicine.  In  that  domain  he  held  his 
own  with  the  best  physicians  of  the  state  and  of 
the  country.  And  he  exhibited  always  the  Scot's 
love  of  adventure.  He  persistently  insisted  upon 
finding  out  where  the  blue  begins.  In  1903  he 
opened  his  own  private  hospital — The  Hvgeia — 
and  in  it  he  ministered  for  many  years  with  in- 
creasing success  to  his  private  patients.  The  Hy- 
geia must  have  been  the  first  private  hospital  in 
Virginia  that  made  appeal  to  those  who  were  ner- 
vously and  mentally  sick.  In  this  field  of  medicine 
in  which  there  is  now  such  increasing  activity,  Dr. 
Hodges  must  have  been  a  pioneer  in  Virginia.  His 
skill  in  neuropsychiatric  diagnosis  and  in  therapy 
was  an  influential  factor  in  making  Richmond  a 
great  medical  center.  And  for  several  years  he 
was  medical  director  of  an   insurance  company. 

Dr.  Hodges  must  have  been  endowed  with 
substantial  physical  soundness  and  strength,  for 
he  was  enormously  busy.  Not  nearly  all  of  his 
activity  was  within  the  domain  of  medicine.  But 
his  versatility  was  well-balanced.  He  had  rare 
organizing  aptitude.  He  understood  people  and 
he  liked  them.     His  social  graces  were  pleasing 
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to  others  and  helpful  to  him.  He  read  widely, 
he  wrote  well ;  on  the  rostrum  he  was  at  ease, 
his  choice  of  words  was  impressive,  and  his  elo- 
quence was  natural  and  appealing.  Until  the 
handicap  of  physical  frustration  thwarted  his 
activities  his  life  was  filled  with  resourceful  help- 
fulness in  practically  every  phase  of  the  civic 
progress  of  the  city  and  the  state.  Always  he 
thought  in  terms  of  the  diffusion  of  useful  know- 
ledge.    He  was  an  innate  teacher. 

Of  this  Society — The  Tri-State  Medical  Asso- 
ciation of  the  Carolinas  and  Virginia — he  was  an 
organizer.  He  held  numerous  offices  in  it,  in- 
cluding the  presidency.  He  was  a  miember — and 
always  an  active  member — in  many  other  medical 
societies,  and  in  many  civic  groups,  and  in  various 
religious  bodies.  His  interests  were  wide,  his 
mind  was  resiliently  alert,  he  was  democratic  in 
his  associations,  catholic  in  his  interests,  charit- 
able in  his  attitudes,  and  optimistic  in  vision. 

Wisely  and  well  in  his  young  manhood  he  be- 
came blessed  with  a  good  and  gracious,  a  sweet 
and  lovely  wife — Mary  Gray,  of  Greensboro.  For 
generations  her  people  had  been  leaders  in  de- 
veloping the  civilization  of  that  splendid  empire. 
She  promptly  became  a  vital  factor  in  the 
abundant  life  of  Richmond.  Throughout  the 
years  that  I  knew  her  I  can  think  of  no  woman 
who  gave  herself  more  generously  and  tactfully 


and  winsomely  and  helpfully  to  a  people's  life. 
Children  were  the  only  blessings  that  were  denied 
her.  When  I  was  told,  late  in  the  summer  of 
1936,  that  while  vacationing  in  their  summer 
home  at  Montreat,  death  had  come  to  her  in  the 
twinkle  of  an  eye,  I  made  a  silent  prayer  that  his 
journey  to  her  might  not  be  long  delayed.  He 
had  lived,  he  had  laboured,  he  had  achieved,  he 
had  been  incessantly  and  joyously  and  versatile)' 
active  in  the  resuscitation  of  the  South.  But  the 
roll  of  the  years,  and  the  responses  to  his  sense 
of  duty  to  his  fellow-mortals  and  to  his  God, 
had  left  their  scarifications  throughout  his  phy- 
sical mechanism.  Pain,  though  he  would  not  cry 
out,  became  his  companion,  and  physical  decrepi- 
tude his  master,  and  he  deserved  surcease  and 
release.  While  visiting  with  his  own  kin  at  Dunn, 
in  his  native  state,  he  was  touched,  on  December 
15th,  1936,  by  the  tip  of  the  wing  of  the  Angel 
of  Death,  and  his  immortal  soul  was  liberated 
from  entanglement  with  his  mlortal  structure. 
His  seventy-eight  year  old  body  was  transported 
to  Greensboro  to  be  placed  by  the  side  of  her 
who  had  inspired  him  and  had  blessed  him. 

Many  years  ago  they  had  welcomed  me,  a 
stranger,  to  this  ancient  state,  to  its  capital,  and 
to  the  hospitality  of  their  home  and  their  hearts. 
Deep  out  of  my  heart  I  speak  in  expression  of  my 
appreciation,  and  I  bow  me  in  reverence  to  their 
memories. 


O 
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NEWS  ITEMS 


Buncombe  County  Medical  Society — The  seventh 
meeting  for  1957  was  called  to  order  April  5th,  by  Dr.  T. 
R.  Huifines,  51  members  present.  Visitors  (from  Oteen; 
introduced  were  Drs.  I.  K.  Wagner,  Moore,  McKenna  and 
Brooks. 

The  paper  of  the  evening.  Lung  Abscess;  A  Series  of 
Thirty  Cases,  was  presented  by  Dr.  N.  H.  Matros.  Lung 
abscess  can  be  the  result  of  aspiration  or  of  embolic  phe- 
nomena. The  most  helpful  means  of  diagnosis  is  the  x-ray 
film  but  often  confused  with  tuberculosis.  Is  primarily  a 
surgical  disease,  a  small  percentage  of  cases  will  achieve  a 
cure  under  a  medical  regimen.  Treatment  includes  postural 
drainage  and  supportive  measures  prior  to  surgery.  Bron- 
choscopic  treatment  is  more  harmful  than  beneficial.  Pneu- 
mothorax is  condemned,  as  are  phrenic  nerve  operation?. 
The  mortality  rate  in  surgery  47%  in  contrast  to  S0% 
under  medical  therapy. 

Discussed  extensively  by  Drs.  C.  H.  Cocke,  Herbert, 
Julian  Mocre,  Brooks  and  Craddock. 

Dr.  Huffines  then  presented  a  letter  which  has  recently 
been  sent  to  the  secretaries  of  some  110Q  medical  societ'es 
in  the  South  announcing  the  Seminar  to  be  held  by  the 
B.  C.  M.  S.  in  July. 

The  eighth  meeting  for  1937  was  called  to  order  April 
19  by  trfe'presidenf,  at'  eight  p.  m.,  51  members  present. 

The  minutes  of  the  preceding  meeting  were  approved  as 
read. 

Dr.  W.  T.  Freeman  presented  a  case  of  post-diphtheritic 
paralysis  in  an  S-year-old  girl.  The  paralysis  was  pro- 
gressive, involving  chiefly  the  peripheral  nerves  of  the  ex- 
tremities. This  case  was  discussed  by  Drs.  Ward,  Brown, 
Beall  and  others. 

Dr.  Deyton  called  attention  to  one  who  claims  to  be  an 
herb  doctor,  who  is  practicing  medicine  in  Asheville.  The 
detailed  information  was  turned  over  to  the  proper  com- 
mittee for  consideration. 

The  paper  of  the  evening  was  by  Dr.  R.  A.  White  on 
Eclampsia,  Dehydration  Treatment;  discussed  by  Drs. 
Brown,  Justice,  Briggs.  Ethel  Brownsberger,  Baier  and  Huf- 
fines. 

Dr.  Elias  presented  a  case  report  of  a  4-year-old  child 
with  bilateral  exophthalmos,  enlarged  liver  and  an  abnor- 
mal blood  picture.  He  made  a  diagnosis  of  adrenal  sar- 
coma.   Autopsy  was  not  obtained. 

Dr.  Murphy  discussed  the  possibility  of  a  reduction  in 
the  State  Society  dues,  and  moved  that  the  societv  instruct 
their  delegates  to  support  the  present  fee  of  $10.00  if  the 
$8.00  fee  is  not  possible.  This  motion  was  seconded  by 
Ward  and  passed. 

Dr.  Ringer  moved  that  the  first  meeting  in  May  be  can- 
celled, as  it  conflicts  with  the  State  Medical  meeting.  This 
motion  was  seconded  and  passed. 


Mecklenburg  County  Medical  Society,  April  20th,  at 
8,  Medical  Library,   Charlotte. 

Hodgkin's  Disease.  Splenomaglic  Type,  Dr.  S.  W.  Davis; 
Sacro-epidural  Injection  for  Sciatic  Pain,  Dr.  Harry  Wink- 
ler; Coronary  Occlusion,  Dr.  Andrew  Blair;  The  Manage- 
ment of  Hemorrhage  in  the  Last  Trimester  of  Pregnancy, 
Dr.   Ernest   Franklin. 


Richmond  Academy  of  Medicine 
April    _7th,    8:30   p.   m.    Program:    Hyperpirathyroidism, 
Dr.    William    H.    Higgins;    Uretero-sigmoida!    Anastamosis, 
Dr.  J.  M.  Emmett,  Clifton  Forge,  Ya. 

March  23rd,  S:30  p.  m.  Program:  Case  Report:  Toler- 
ance of  the  Eye  to  Radio-opaque  and  Non-radio-opaque 
Ghss  within  the  Globe,  Dr.  R.  H.  Courtney ;  Protamine 
Insulin  in  the  Treatment  of  Diabetes.  Dr.  William  R.  Jor- 
dan ;  Conservative  Treatment  of  the  Fracture  of  Botii 
Bones  of  the  Lower  Leg,  Dr.  H.  Page  Mauck. 


Directors  of  Two   State   Institutions    Named 
Governor  Hoey  has  appointed  Dr.  Howard  E.  Rond- 

thaler,    of    Winston-Salem;     Dr.    Fred    E.    Motley,    of 

Charlotte,   and    Robert    C.    Miller,    of   Asheville.   to   the 

Board  of  Directors  of  the  North  Carolina  School  for  the 

Deaf,  at  Morganton.     Reappointed  as  directors  were  W. 

W.   Neal,   of   Marion;   W.   M.    Shuford,   of    Lexington; 

H.    L.    Wilson,    of    Morganton,    and    F.    H.    Coffey,    of 

Lenoir. 

All  members  of  the  board  of  the  Colored  Orphanage 

of  North  Carolina  at  Oxford  were  reappointed.  Ben  W. 

Parham,    F.   W.    Hancock,   jr.,   Ben  K.    Lassiter,   J.    W. 

Medford  and  Dr.  N.  C.  Daniel,  all  of  Oxford. 


New   Rex   Hospital   Dedicated 
On  April  24th   was  dedicated  the  new   physical  structure 
in   wrich   will   be  effectuated   from   now   on   the  beneficent 
purposes  which  actuated  Mr.  John  Rex  to  make  a  bequest 
of  $10,000  prior  to  1840. 

"Monuments  have  had  a  recognized  part  in  the  world's 
history  and  have  stood  for  something  or  implied  something 
of  much  greater  importance  than  the  actual  figure  or  edi- 
fice," said  Dr.  J.  H.  J.  Upham,  of  Columbus,  O.,  president- 
elect of  the  American  Medical  Association,  in  the  course 
of  his  dedication  address.  » 

By  a  happy  circumstance,  Dr.  Upham  was  introduced  by 
a  classmate,  Dr.  Hubert  A.  Royster,  long  prominently  iden- 
tified with  tre  old  Rex  Hospital  and  a  moving  spirit  in  the 
provision  of  the  new. 


The  Buncombe  County  Medical  Society  is  planning  a 
Seminar  in  Tuberculosis,  to  be  held  in  Asheville  this  sum- 
mer. It  is  proposed  that  a  course  be  held  in  July,  for  one 
week,  to  consist  largely  of  practical  demonstrations  and 
informal  discussions.  The  plan  is  to  divide  the  physicians 
into  small  rotating  groups  for  intensive  study,  actual  con- 
tact with  patients,  as  well  as  a  comprehensive  review  oi 
histories,  x-ray  films  and  laboratory  tests.  Laryngeal,  in- 
testinal, urological  and  other  involvment  will  be  pre- 
sented. Clinics  also  will  be  held  in  orthopedic  surgery  and 
all  forms  of  compression  therapy,  with  the  use  of  various 
methods  of  anesthesia. 

A  registration  fee  of  S10.00  is  believed  sufficient  to  cover 
the  expense  of  printing,  postage,  and  incidentals 


Newly  elected  officers  of  the  Rockingham  County 
Medical  Society-  are  Dr.  C  R.  Wharton,  Ruffin,  president; 
Dr.  James  M.  McAnally,   Reidsville,   secretary-treasurer. 


Eighth  District  Meeting  April  8th 
Dr.  P.  A.  Yoder.  of  Winston-Salem,  was  chosen 
president ;  Dr.  Samuel  F.  Ravenel.  of  Greensboro,  vice 
president :  Dr.  Eva  F.  Dodge,  fo  Winston-Salem,  secre- 
tary, and  Dr.  Roy  Mitchell,  of  Mount  Airy,  councilor. 
Today's  sessions  were  presided  over  by  Dr.  Harry  L. 
Brockmann,  retirirg  president,  of  High  Point. 
Dr.  Paul  Ringer,  of  Asheville,  was  the  chief  speaker. 


The  American  Board  of  Ophthalmology  will  con- 
duct an  examination   in 

Philadelphia,  June  7th 
Chicago,  October  9th. 
All   applications  and   case   reports,   in   duplicate,    must 
be  filed  at  least  60  days  before  the  date  of  examination. 
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•  The  essential  nature  of  pernicious  anemia 
appears  to  be  a  nutritional  deficiency.  Such 
"building  stones"  as  are  required  for  normal 
red  blood  cell  formation  are  available  to  the 
blood-forming  organs  only  in  less  than  op- 
timal amounts.  These  deficient  elements  may 
be  supplied  by  adequate  liver  therapy. 
The  parenteral  administration  of  the  anti- 


"Brieks   without  straw" — more   practicable 
than  adequate  treatment  of  pernicious  t 

thout  the  antianemic  material  such 
as  is  contained  in  liver. 


anemic  material  contained  in  liver  assures 
utilization  by  the  body  of  the  necessary  anti- 
anemic substance. 

Solution  Liver  Extract  Concentrated,  Lilly, 
is  supplied  in  10-cc.  rubber -stoppered  am- 
poules and  in  packages  of  four  3-cc.  rubber- 
stoppered  ampoules. 

Solution  Liver  Extract,  Lilly,  is  supplied  in 
10-cc.  rubber-stoppered  ampoules. 


ELI  LILLY  AND  COMPANY 

Principal  Offices  and  Laboratories,  Indianapolis,  Indiana,  U.S.  A. 
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John  Green,  M.D.,  Secretary,  3720  Washington  Blvd., 
St.  Louis,  Mo. 

The  American  Board  of  Ophthalmology  has  decided 
to  establish  a  Preparatory  Group  of  prospective  candi- 
dates for  its  certificate,  the  plan  being  to  assist  physi- 
cians who  wish  to  study  ophthalmology  so  that  they 
may  become  acceptable  as  candidates  for  examination 
and  certification  when  they  have  completed  the  require- 
ments. 

Any  graduate  or  undergraduate  of  an  approved  medical 
school  is  eligible  to  make  application  for  membership  in 
this  group.  , 

Burke  County  (N.C.)  Board  of  Commissioners 
has  voted  to  go  in  with  Caldwell  County  and  form  a 
two-county   whole-time   public   health   unit. 


Dr.  Thurman  D.  Kitchin  is  the  new  president  of 
the  General  Alumni  Association  of  Jefferson  Medical 
college.  Dr.  Kitchin  was  graduated  from  Jefferson  in 
1908  and  has  been  President  of  Wake  Forest  College 
since  1930.  A  congratulatory  message  from  Dr.  Ross 
V.  Patterson,  Dean  of  Jefferson,  stated  in  part,  "As  one 
of  the  distinguished  sons  of  Jefferson,  the  honor  is  well 
merited.  I  hope  for  you  a  pleasant  incumbency  during 
which  you  may  be  sure  of  cordial  co-operation." 


Dr.  Ernest  T.  Trice,  of  Richmond,  has  been  ap- 
pointed to  membership  on  the  Board  of  Directors  of  the 
State   Penitentiary  by  Governor  Peery. 


Dr.  W.  W.  Green,  of  Tarboro,  has  been  elected 
chairman  of  the  Board  of  Education  of  Edgecombe 
County. 

Dr.  Allen  B.  Sloan,  of  Mooresville,  N.  C,  re- 
cently spent  several  days  in  Richmond. 


Dr.   John  W.   Ervin,  of  Morganton,   N.   C,   spent  a 
few  days   in  Richmond  early  in  April. 


Dr.  W.  H.  Kibler,  of  Morganton,  is  taking  a  special 
course  in  eye,  ear,  nose  and  throat  work  in  the  Har- 
vard  Medical   School. 


Dr.  H.  T.  Harper  who  has  been  for  several  years 
a  member  of  the  medical  staff  of  the  Guilford  County 
Tuberculosis  Sanatorium  has  accepted  a  position  on  the 
Staff  of  the  State  Sanatorium.  Dr.  H.  L.  Seay  of  the 
State  Sanatorium  has  gone  to  the  Superintendency  of 
the  Mecklenburg  County  Tuberculosis   Sanatorium. 


Dr.  E.  C.  Rosenow,  of  the  Mayo  Foundation  of  Roch- 
ester, Minn.,  and  Dr.  Chevalier  L.  Jackson,  of  Philadel- 
phia, addressed  the  Fredericksburg  (Va.)  Medical  Society 
on  May  13th:  Dr.  Rosenow  on  Focal  Infection  and  Elec- 
tive Localization:  A  Review  of  Newer  Findings;  and  Dr. 
Jackson  on  Indications  for  Bronchoscopy. 


Dr.  Olin  W.  Owen  announces  the  opening  of  offices  in 
the  First  National  Bank  Building,  Charlotte.  Practice  limit- 
ed to  orthodontia. 


...The  First  Use  of  an  Anesthetic  in  Surgery,  by  Dr. 
Crawford  Williamson  Long  of  Jefferson.  Georgia,  in  1842, 
ii  the  subject  of  a  painting  presented  to  the  Richmond 
Academy  the  evening  of  April  13th,  Dr.  Carrington  Wil- 
liams making  the  presentation  and  Dr.  Pierce  Rucker, 
president  of  the  Academy,  accepting   the  painting. 

This   meeting    was   turned    over   to    the   section    on    the 
history  of  medicine,  under  the  chairmanship  of  Dr.  Beverley 


F  Tucker,  who  read  a  brief  paper  on  Dr.  Charles  Edward 
Biown-Sequard,  a  pioneer  in  endocrinology  and  the  physi- 
ology of  the  spinal  cord  and  one  time  Professor  of  Physi- 
ology in  the  Medical  College  of  Virginia. 

Dr.  J.  Shelton  Horsley  presented  the  academy  with  the 
surgical  instruments  of  Dr.  Harvey  Black,  1827-1888,  sur- 
geon in  charge  of  the  field  hospitals  of  the  Confederate 
Armies.  The  saws,  cleavers,  and  heavy  scalpels  bore  grim 
witness  to  the  extent  that  amputation  was  practiced  in  that 
period.  Dr.  St.  George  Grinnan  then  presented  an  1853  list 
of  the  delegates  of  the  Medical  Society  of  Virginia  to  the 
American  Medical  Association  meeting  for  that  year. 

Dr.  James  K.  Hall  introduced  Dr.  Hubert  Ashley  Royster 
of  Raleigh,  who  spoke  on  The  Adventurous  Life  of  Edward 
Warren,  Bey,  an  eccentric  though  brilliant  doctor  of  Eden- 
ton.  The  title,  "Bey,"  was  bestowed  by  the  Khedive  of 
Egypt. 

Dr.  Maud  Slye,  eminent  pathologist  of  the  University  of 
Chicago,  who  has  achieved  world  fame  through  cancer 
experiments  with  140,000  mice,  spoke  at  the  Academy  on 
The  Nature  and  Inheritabilitv  of  Cancer. 


Dr.  James  K.  Hall  of  Richmond  was  a  popular  visitor 
at  the  recent  meeting  of  the  Medical  Society  of  the  State  of 
North  Carolina.  Mrs.  Hall  lent  her  gracious  presence  to 
some  of  the  social  features. 


Dr.  John  Symington,  Health  Officer  of  Moore  County, 
author  and  medical  missionary  for  a  quarter  of  a  century, 
spoke  before  the  Raleigh  Exchange  Club  April  5th.  Dr. 
Symington  has  had  many  years  as  medical  missionary  fh 
Africa  and  in  India.  He  spent  12  years  as  medical  officer 
for  tea  plantations  at  the  foot  of  the  Himalayas. 


Dr.  Walter  Wooten  Council,  Health  Commissioner  of 
Alaska,  recently  visited  his  boyhood  home  on  Lake  Wacca- 
maw. 


-s.  M.  &  s.- 


Our  Medical  Schools 


University  of  Virginia 


At  the  meeting  of  the  University  of  Virginia  Medical 
Society  on  April  5th,  Dr.  Paul  B.  Barringer,  former  Pro- 
fessor of  Physiology  at  the  University,  spoke  on  the  sub- 
ject of  Medical  Reminiscences. 

Dr.  Sidney  Burwell,  Dean  of  the  Medical  School  of  Har- 
vard University,  gave  the  Alpha  Omega  Alpha  address  on 
the  occasion  of  the  public  initiation  on  April  12th.  He 
spoke  on  the  subject  of  Changes  in  the  Circulation  in  Con- 
strictive Pericarditis. 

The  Committee  on  Research  of  the  American  Philosophi- 
cal Society  has  made  a  grant  of  J1,000  to  Dr.  Alfred  Cha- 
nutin  for  technical  assistance  in  connection  with  his  inves- 
tigations on  kidney  function. 

On  April  5th  Dr.  J.  Edwin  Wood  spoke  before  the 
Greenville  County  (South  Carolina)  Medical  Society  on 
the  subject  of  Recent  Studies  in  Hypertension. 

Dr.  Clarence  J.  Gamble,  of  the  Department  of  Pharma- 
cology of  the  University  of  Pennsylvania,  was  a  visitor  here 
on  April  5th. 

On  April  20th,  Dr.  H.  B.  Mulholland  and  Dr.  John  H. 
Neff  spoke  before  the  South  Piedmont  Medical  Society, 
meeting  in  Soutr  Boston.  Dr.  Mulholland  discussed  New 
Advances  in  Therapy  and  Dr.  Neff  spoke  on  Kidney  Tu- 
mors. 

Dr.  P.  S.  Hench,  of  the  Mayo  Clinic,  spoke  on  the  sub- 
ject of  Gout  before  the  University  of  Virginia  Medical  So- 
ciety on  May  6th. 
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University  of  North  Carolina 


SHORT    COURSE   IN    NURSING    EDUCATION 
FOR   REGISTERED    NURSES 
July  26th— August  7th 
Miss  Leila  I.  Given,  Director,  Department  of  Nursing, 
South  Dakota  State  Teachers'  College,  Brookings,  S.  D., 
will  again  conduct  the  classes  in   Teaching  and   Super- 
vision in  Schools  of  Nursing — 8:00  to  10:00  a.  m. — And 
Teaching   Principles  and   Practices  of   Nursing — 2:00  to 
o  :00   p.  m.,   daily. 

Dr.  Harry  Crane,  of  the  University,  will  give  a  series 
of  10  lectures  on  Mental  Hygiene,  and  Dr.  Ernest  R. 
Groves,  also  of  the  University,  will  give  daily  lectures 
on   Sociology. 

For   further    information,    write 

MR.  R.  M.  GRUMMAN. 

University   Extension   Division,    Chapel    Hill,   N.    C. 

Medical  Alumni 

Dr.  Whitehead  McKenzie,  of  Salisbury,  was  elected  presi- 
dent of  the  medical  alumni  of  the  University  of  North  Car- 
olina at  the  annual  luncheon  of  that  group  held  the  last 
day  of  the  State  Society's  meeting. 

Seventy-five  medical  graduates  of  the  University  attend- 
ed the  meeting,  and  talks  were  made  by  Dean  Charles  S. 
Mangum,  Dean  of  the  University  Medical  School,  and  Dr. 
Milton  J.  Rosenow,  Director  of  the  University  Division  of 
Public  Health. 

Dr  McKenzie  succeeds  Dr.  Donnell  Cobb,  of  Goldsboro. 
as  president. 

Dr.  Harry  L.  Brockman,  of  High  Point,  presided  at  the 
meeting.     J.   Maryon   Saunders,    University    alumni   secre- 


AS  AC 

ELIXIR    ASPIRIN    COMPOUND 


Contains  five  grains  of  Aspirin,  two  and  a  half 
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tary,  arranged  the  luncheon. 

Other  officers  elected  include  Dr.  Arthur  H.  London,  Jr., 
of  Durham,  vice  president,  and  Dr.  T.  W.  Long,  of  Roa- 
noke Rapids,  and  Dr.  W.  Houston  Moore,  of  Wilmington, 
councilmen. 


Medical  Collece  of  Virginia 


Commencement  exercises  closing  the  ninety-ninth  session 
will  be  held  at  the  Mosque  Theatre  the  evening  of  June 
1st  at  8:00.  Mr.  Howard  W.  Blakeslee,  Science  Editor 
the  Associated  Press,  will  be  the  speaker. 

The  commencement  sermon  will  be  given  the  evening  ol 
Sunday,  May  30th,  at  8  by  Dr.  Ernest  Van  R.  Stires,  Rector 
All  Saints  Church,  Richmond. 

The  honorary  degree  of  Doctor  of  Science  will  be  con- 
ferred upon  Dr.  Irl  C.  Riggin,  Health  Commissioner  of 
Virginia. 

This  year  there  will  be  82  graduates  in  medicine,  22  in 
dentistry,  20  in  pharmacy,  and  28  in  nursing.  These  repre- 
sent 14  States,  Puerto  Rico  and  34  of  the  100  counties  of 
Virginia. 

The  College  has  received  two  gifts  of  historical  interest 
in  the  diploma  of  the  late  Dr.  Henry  B.  Maupin  and  also 
the  leather  medicine  case  that  was  long  ago  used  by  this 
■widely  known  physician  of  an  older  day  in  his  professional 
work.  Both  articles  were  presented  by  Mrs.  John  F.  Hager, 
of  Ashland,  Ky.,  a  daughter  of  Dr.  Maupin. 

Dr.  Henry  B.  Maupin,  who  was  born  in  1816  and  died 
in  1866,  was  a  first  cousin  of  Dr.  Socrates  Maupin,  one 
of  the  founders  of  the  College. 

The  diploma  of  Dr.  Henry  Maupin  was  won  by  that 
gentleman  in  1843,  at  which  time  the  degree  of  M.D.  was 
conferred  by  Hampden-Sydney  College,  the  medical  de- 
partment of  which  became  the  Medical  College  of  Vir- 
ginia. 


Miss  Catherine  Burns  of  Lebanon,  Va.,  and  Dr.  Curtis 
H.  Baylor,  a  native  of  Marion,  Va.,  now  of  Rochester,  X 
Y.,  April  10th. 


Miss  Henrietta  Croft  Beman  of  Emporia,  Va.,  and  Dr. 
Herbert  C.  Woolley  of  Spring  City,  Penn.,  April  3rd. 

Dr.  William  Blount  Norment  and  Miss  Katherine  Wil- 
liams, both  of  Greensboro,  were  married  on  April  27th. 

Dr.  James  John  Clark  of  Janesville,  Wisconsin,  and  Miss 
Phyllis  Perrig  Nott,  of  Richmond,  were  married  on  April 
28th. 


Dr.  L.  A.  Coleman,  of  Salisbury,  and  Miss  Janet  Mon- 
rde,  -I  Charlotte,  April  3rd,  at  the  home  of  the  bride's 
brother,  Dr.  P.  E.  Monroe,  president  of  Lenoir-Rhyne 
College,  at  Hickory. 


Dr.  James  Beebe  Hawes,  of  Charleston,  West  Virginia, 
and  Miss  Helen  Forbes  White,  of  Greenville,  North  Caro- 
lina, were  married  on  April  28th. 


Dr    Louis  Carroll  Roberts  and  Miss  Jessie  Speight  Ward, 
of  Durham,  were  married  on  April  23rd. 
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Dr.  Wayman  C.  Melvin,  62,  Linden,  N.  C,  died  in  Good 
Hope  Hospital  at  Erwin  April  26th,  of  pneumonia.  Dr. 
Melvin's  benevolences  had  been  so  numerous  as  to  caure 
him  to  be  described  in  news  dispatches  as  physician  and 
philanthropist. 


Captain  Archibald  Magill  Fauntleroy,  U.  S.  N„  Med- 
ical Corps,  retired,  died  at  the  Harkness  pavilion  of  the 
Medical  Center  April  13th  after  a  short  illness.  Captain 
Fauntleroy  was  born  at  Staunton,  Ya.,  60  years  ago  and 
entered  the  Navy  in  1904.  He  was  personal  physician  to 
Admiral  Dewey  during  his  last  illness  in  1917. 


Dr.  John  E.  Ashcraft  died  at  the  home  of  his  daughter, 
Mrs.  W.  O.  Huske,  in  Fayetteville,  April  26th.  following  a 
short  illness.  Dr.  Ashcraft  had  made  his  home  with  his 
daughter  for  the  past  five  years  since  he  retired  from  prac- 
tice at  Monroe. 


Dr.  W.  B.  Murphy  of  Snow  Hill,  died  at  Duke  Hospital, 
Durham,  May  4th,  after  an  illnes  of  two  weeks.  Death 
was  attributed  to  acute  leukemia. 

Dr.  Murphy  was  an  active  member  of  the  Medical  So- 
cietv  of  the  State  of  North  Carolina. 


Dr.  C.  Leland  Porter,  of  Honaker.  Ya.,  died  at  a  hospital 
at  Richlands,  May  3rd,  after  a  brief  illness.  Dr.  Porter 
was  a  native  of  RichmoPnd  and  a  graduate  of  the  Medical 
College  of  Virginia  class  1919. 


Dr.  George  Henry  Fox,  one  of  the  six  founders  of  the 
American  Dermatological  Association  of  whicr  he  was  hon- 
orary president,  died  of  a  heart  attack  at  his  home  in  New 
York  City,  May  3rd,  at  the  age  of  90. 


Dr.   H.    P.   Bowman,  67,  a  practitioner   for  a  quarter 
century    in    Greensboro,   died   April   7th. 

Dr.  Lee  Johnson,  49,  Gastonia,  N.  C,  was  found  shot 
to  death  in  his  automobile  early  on  April  8th. 


Dr.  J.  Blair  Spencer,  retired  physician,  aged  55.  died 
April  30th  at  his  home  at  Gloucester,  Virginia.  Born  in 
Williamsburg,  October  31st,  1883,  Dr.  Spencer  was  a  grad- 
uate of  William  and  Mary  College,  the  Medical  College  of 
Virginia  and  Harvard.  He  interned  at  Children's  Hospital. 
Boston.  He  was  assistant  director,  Department  of  Public 
Health  in  Philadelphia,  becoming  director  later  and  direc- 
tor of  the  Health  Council  of  Philadelphia.  Later  he  prac- 
ticed in  Washington  as  a  pediatrician,  then  from  1Q07  to 
1916  served  as  surgeon  in  the  United  States  Navy  till  1919. 

In  1926  Dr.  Spencer  established  and  directed  Camp  Ches- 
apeake, a  summer  camp  for  boys,  until  it  burned  in  1933. 


BOOK  REVIEWS 


SURGICAL  TREATMENT,  by  James  Peter  Warbasse, 
M.D.,  F.A.C.S.,  Special  Lecturer  in  the  Long  Island  Med- 
ical College;  Formerly  Attending  Surgeon  to  the  Methodist 
Episcopal  and  the  Wyckoff  Heights  Hospitals,  Brooklyn. 
N.  Y.,  and  Calvin  Mason  Smyth,  jr.,  B.S.,  M.D.,  F.A.C.S., 
Assistant  Professor  of  Surgery  in  the  University  of  Pennsyl- 
vania, Graduate  School  of  Medicine;  Surgeon-in-Chief  to 
the  Methodist  Episcopal  Hospital,  Philadelphia,  Pa.;  Visit- 
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ing  Surgeon  to  the  Abington  Memorial  Hospital,  Abington, 
Pa.  Second  Edition,  Thoroughly  Revised  and  Reset.  3 
Volumes  with  Separate  Index.  2617  pages  with  24S6  illus- 
trations on  2237  figures,  some  in  colors.  W.  B.  Saunders 
Company,  1937.  Philadelphia  and  London.  Cloth,  $35.00 
net. 

Those  of  us  familiar  with  the  first  edition  will 
welcome  the  statement  that  in  the  present  edition 
there  has  been  no  significant  departure  from  the 
original  plan.  We  are  told  that,  bearing  constantly 
in  mind  the  interest  of  the  patient  as  the  supreme 
consideration,  both  operative  and  non-operative 
measures  are  described,  and  it  is  not  assumed  that 
every  patient  requiring  surgical  treatment  should 
be  in  the  hands  of  a  man  who  does  nothing  but 
surgery. 

The  work  is  astonishingly  complete,  going  into 
such  detail  as  the  making  of  cradles  to  support 
bedclothes  and  of  the  bed  itself,  of  dressings,  of 
self-retaining  drains,  of  waxed  paper  and  adhesive 
paste. 

Information  is  given  on  quackery,  methylene 
blue  by  mouth  in  cancer  cases,  actol  as  an  anti- 
septic, typhoid  appendicitis,  tylosis  and  many  other 
subjects  about  which  little  is  heard  or  which  one 
would  not  expect  to  see  in  a  surgical  work. 

The  management  of  accidental  wounds  is  ex- 
ceptionally well  done.  The  same  is  true  of  the  care 
of  broken  bones,  dislocations  and  head  injuries. 

Although  the  authors  say  the  experienced  sur- 
geon is  developing  the  rule  not  to  drawn  when  in 
doubt,  they  say  the  inexperienced  surgeon  should 
still  drain  when  in  doubt.  One  may  wonder  where 
the  line  is  drawn.  Few  will  agree  with  the  assump- 
tion that  peptic  ulcer  is  mostly  a  surgical  condition. 

It  is  entertaining  to  be  be  told  that  the  injection 
treatment  of  hernia,  first  practiced  in  1835,  received 
scant  attention  "due  to  the  fact  that  it  was  shortly 
after  this  that  the  radical  operation  was  given  much 
prominence  through  the  work  of  Bassini,  Halsted 
and  others:"  for  Bassini  was  not  born  until  1844 
and  Halsted  s  coming  into  the  world  was  delayed 
until  1852. 

However,  despite  a  few  discrepancies,  this  is  a 
work  of  unusual  worth.  It  represents  the  best  in 
detailed  surgical  practice,  and  it  sets  great  store  by 
and  describes  minutely  a  multitude  of  curative 
measures  not  regarded  as  surgical,  indeed  much 
more  medical  than  surgical. 


THE  CARDIAC  GLYCOSIDES:  A  series  of  three 
lectures  delivered  in  the  College  of  The  Pharmaceutical 
Society  of  Great  Britain  under  the  auspices  of  the  Uni- 
versity of  London,  by  Professor  Arthur  Stoll,  D.  Sc, 
M.D.  (honoris  causa).  The  Pharmaceutical  Press,  23 
Bloomsbury  Square,  London,  W.  C.  1.  1937. 

These  lectures  enter  into  different  fields  of 
chemical,  pharmaceutical  and  clinical  research. 


Lecture  I  discusses  the  importance  of  sugar, 
classes  of  glycosides,  including  the  cardiac,  and 
touches  on  the  digitalis  glycosides  and  the 
strophanthins. 

Lecture  II  deals  with  the  squill  glycosides  and 
their  isolation,  the  hydrolysis  of  scillaren  A,  scil- 
laridin  A  and  the  constitution  of  these  and  related 
substances.  Lecture  III  concerns  itself  chiefly 
with  the  glycosides  of  two  species  of  digitalis  and 
pharmacological   investigations. 

The  importance  of  digitalis  in  therapy  justifies 
the  most  elaborate  and  painstaking  endeavors  to 
provide  preparations  of  the  greatest  reliability. 


CANCER  AND  DIET:  With  Facts  and  Observa- 
tions on  Related  Subjects,  by  Frederick  L.  Hoffman, 
LL.D...  The  Biochemical  Research  Foundation  of  the 
Franklin  Institute,  Philadelphia.  The  Williams  &  Wil- 
kins  Company,  Baltimore.  1937.  $5.00. 

For  20  years  diet  in  relation  to  cancer  has  re- 
ceived the  author's  attention ;  now  he  presents  a 
study  having  for  its  sole  objective  the  ascertain- 
ment of  the  dietary  experiences  of  cancer 
patients. 

We  are  told  that  Galen  attributed  importance 
to  diet  in  cancer  management,  and  that  this  be- 
lief was  shared  in  by  many  physicians  from 
1200  to  1600  A.D.;  that  between  1600  and  1800 
at  least  one  in  authority  held  that  cancer- could 
be  cured  by  starvation.  A  Dr.  Charles  Whitlaw, 
writing  in  1831,  as  to  the  cause  of  cancer:  "I 
boldly  assert  it  to  be  the  buttercup."  A  great 
many  citations,  curious  and  interesting  are  given 
on  dietary  and  other  beliefs  from  Whitlaw  all 
alcng  to  Smithies  and  Bulkley.  James  A.  Tobey 
advocates    special   fancy    foods   et  al. 

Then  chapters  on  the  modern  Diet  and  Can- 
cer Metabolism  lead  up  to  a  consideration  of  Die- 
tary Facts  Concerning  Cancer  Patients.  The 
evidence  collected  from  many  hospitals  in  a 
number  of  cities  over  the  country  leads  the  au- 
thor to  conclude  that  "overabundant  food  con- 
sumption is  the  underlying  cause  of  the  root  con- 
dition of  cancer  in  modern  life." 


MEMORANDA  OF  TOXICOLOGY,  by  Max 
Tru.mper,  B.S.,  A.M.,  Ph.D.,  Consulting  Clinical  Chem- 
ist and  Toxicologist.  Member,  United  States  Advisory 
Board  on  Hazardous  Occupations  for  Minors;  Former- 
ly Lecturer  on  Toxicology,  Jefferson  Medical  College. 
Third  edition.  P  Blakistons  Son  &  Co..  Inc.,  1012  Wal- 
nut  St..   Philadelphia.     1937.     $2.00. 

In  the  author's  experience  only  half  the  cases 
of  poisoning  are  recognized  and  recorded  as  pois- 
onings.  The  rapid  introduction  of  new  chem- 
icals with  medical  practice  complicates  the  mat- 
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ter  greatly.  In  many  cases  of  industrial  poison- 
ing information  essential  to  a  correct  diagnosis 
is  withheld.  Preventive  and  curative  treatment 
is  included.  It  is  recommended  that  pills  con- 
taining powerful  drugs  be  not  sugar-coated  and 
that  poisonous  drugs  be  furnished  in  bottles  of 
a  distinctive  shape. 


WHY  WE  DO  IT:  An  elementary  Discussion  of 
Human  Conduct  and  Related  Physiology,  by  Edward  C 
Mason,  M.D.,  Ph.D.,  F.A.C.P.,  Professor  of  Physiology, 
University  of  Oklahoma  School  of  Medicine,  Oklahoma 
City.     The  C.  V.  Mosby  Co.,  St.  Louis.  1937.    $1.50. 

The  author  has  written  a  book  with  the  end  in 
view  of  helping  individuals  to  orient  themselves. 
It  is  addressed  to  the  educated  public  and  an  un- 
derstandable terminology  is  used.  It  m|ay  be 
called  a  book  on  psychology  and  elementary  psy- 
chiatry from  the  physiologist's  point  of  view. 
It  is  suggested  that  behaviorology  might  well  be 
substituted  for  psychology. 

The  basic  idea  of  the  book  is  that  all  our  joys, 
sorrows,  loves,  hopes,  desires,  ambitions  and  con- 
duct throughout  life  find  their  origin  in  the  in- 
terests ego,  sex  and  herd. 

Overindulgence  in  daydreaming,  picture  shows 
and  novels  is  condemned.  Stress  is  given  the  in- 
terrelation between  psychic  state,  body  conditions, 
endocrines  and  autonomic  nervous  system. 

Complexes,  conflicts,  repression,  dissociation, 
rationalization,  symbolism,  projection,  displace- 
ment, transferrence,  introjection,  identification, 
regression,  sublimation,  compensation — all  these 
terms  are  defined  and  examples  given  so  as  to 
make  their  meanings  clear. 

There  are  chapters  on  the  mechanisms  affect- 
ing personality  of  the  endocrines,  and  of  the  au- 
tonomic nervous  system,  the  psychology  of  the 
religious  fanatic,  sex  development,  discord  be- 
tween the  sexes,  and  education  and  environment 
either  of  which  is  worth  many  times  the  price 
of  the  book.  Herd  development,  education  and 
environment,  perception,  intellect,  emotion,  will, 
types  of  personality,  the  sane  and  the  insane — all 
these  are  discussed  with  astonishing  force  and 
conviction. 

Doctor,  here  is  reliable,  sensible  information 
for  your  guidance  in  the  handling  of  the  psychol- 
ogical and  psychiatric  features  of  the  cases  of 
your  patients  and  the  members  of  your  family. 


DEATH  RIDES  WITH  VENUS,  by  Arthur  C.  Palm. 
The  Greystone  Press,  New  York,  1937.    $1.S0. 

The  opening  sentence  is  this:  "America's  legion 
of  the  damned  numbers  30    millions."     The    next 


sentence  shows  the  author  means  by  "the  damned' 
those  who  have  syphilis  and  gonorrhea. 

Comment  is  this:  1)  Those  who  have  these  two 
diseases  are  not  damned,  and  2)  nothing  like  30 
millions  of  persons  in  the  U.  S.  have  both  or  either 
disease. 

Further  reading  of  a  book  so  unreliable  as  to 
facts  seems  unnecessary. 


Death  From  Rabies  Following  Pasteur  Treatment 

(G.    E.    Moses,    Worthington,    in    Jl.    Indiana    State    Med. 
Assn.,   May) 

A  veterinarian,  52,  while  treating  a  dog,  Jan.  24th,  was 
severely  bitten  on  the  left  hand  and  forearm.  First  aid  by 
the  patient  himself  consisted  of  the  use  of  antiseptics  and 
washing.  No  cauterization  was  done.  Pasteur  treatment 
was  started  2  days  later,  14  doses  of  anti-rabies  vaccine 
intramuscularly  by  the  patient  himself.  No  symptoms  until 
March  2nd,  then  numbness  and  tingling  in  the  left  hand 
and  arm,  nervousness,  mental  confusion  and  worry.  March 
4th,  difficulty  in  swallowing,  progressed  until  on  March  7th. 
at  the  time  of  consultation,  he  could  take  only  a  small 
spoonful  of  water,  and  that  with  the  greatest  difficulty. 

The  patient  was  advised  to  enter  the  hospital  but  re- 
fused. Attempt  to  control  his  nervousness  and  convulsions 
by  sedatives  per  rectum  had  little  result.  By  midnight  of 
March  7th  he  became  maniacal  and  abusive  to  his  family, 
periods  of  violence  and  outburts  of  temper;  admitted  fb 
the  hospital  at  9  a.  m.,  March  8th,  convulsions  were  con- 
trolled by  sodium  amytal  per  rectum.  Intravenous  glucose, 
1,000  c.c,  was  administered  every  6  hours.  He  remained 
rather  quiet  during  that  day,  but  convulsive  seizures  oc- 
curred. At  2  p.  m.,  March  9th,  the  t.  began  to  rise  and 
death  occurred  at  9  p.  m.,  when  the  t.  reached  107  per 
rectum.     Death  from  respiratory  and  cardiac  paralysis. 

The  State  Board  of  Health  laboratories  reported  the  brain 
to  be  positive  for  rabies,  confirmed  by  guinea  pig  inocula- 
tion. 

It  is  important  that  every  bite,  particular  when  there  is 
any  suspicion  of  rabies,  should  be  carefully  cauterized  with 
nitric  acid,  and  Pasteur  treatment  should  be  started  imme- 
diately. 
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Diverticula  of  the  Jejunum* 

With  Case  Report 

Frank  S.  Johns,  M.D.,  Richmond,  Virginia 
Johnston-Willis  Hospital 


DIVERTICULUM  of  the  jejunum  is  an 
exceedingly  rare  condition  if  one  is  to  judge 
its  incidence  solely  from  the  literature. 
Diverticulum  of  the  intestinal  tract  in  general  is 
quite  common;  but  in  searching  the  records  of  this 
disease,  one  is  chiefly  impressed  with  the  rarity  of 
diverticula  of  the  jejunum,  especially  of  the  first 
portion  of  this  gut.  Only  82  such  cases  are  on 
record,  prior  to  the  one  which  I  shall  present  with 
this  report.  And  I  am  unable  to  find  a  single 
previous  report  on  the  subject  from  any  member  of 
the  profession  in  Virginia  or  either  of  the  Carolinas. 

Yet  this  is  not  a  recently  recognized  abnormality; 
in  1794  Sommering  first  recognized  and  reported 
diverticula  of  the  jejunum;  but  he  has  had  few  fol- 
lowers. Until  Case's  report  in  1920  I  have  not  found 
the  record  of  any  case  in  which  the  diagnosis  was 
made  except  at  autopsy.  Case  was  the  first  to  report 
diverticula  of  the  jejunum  diagnosed  by  x-ray 
examination.  He  had  five  cases,  only  two  of  which 
were  confirmed  by  operation. 

A  certain  responsibility  must  be  assumed  in  pre- 
senting before  this  association  a  condition  of  such 
singular  rarity.  The  more  popular  choice  might  b; 
an  every-day  disease  with  a  new,  even  a  distorted, 
slant  on  what  has  been  previously  said.  But  while 
the  condition  is  unusual,  a  fairly  close  study  of 
jejunal  diverticula  may  have  a  specific  importance 
for  us  not  to  be  ignored.  It  may  be  that  in  this  dis- 
ease the  difficulties  and  errors  in  diagnosis  have 
contributed  too  much  to  the  surprising  rarity  of 
our  cases;  that  the  scarcity  of  reported  cases  is 
relative  to  the  obscurity  of  the  condition  rather 
than  to  the  infrequency  of  its  occurrence. 

The  first  necessity  will  be  a  closer  and  more 
painstaking  observation  of  the  passage  of  the 
opaque  meal.  The  part  of  the  roentgenologist  in  the 
diagnosis  of  jejunal  diverticula  is  a  great  one.  It  is 
increasingly  important,  therefore,  for  him  to  study 
each  case  consistently  and  accurately  before  stating 
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his  findings,  positive  or  negative.  In  every  gastro- 
intestinal study  by  x-rays  the  opaque  meal  must  be 
accurately  observed ;  the  residue  must  always  be  ac- 
counted for;  and  repeated  examination  must  become 
a  more  popular  procedure. 

Of  much  importance  is  the  fact  that  diverticula 
can  be  present  in  multiple  numbers  without  showing 
at  all  on  x-ray  examination.  Cases  have  been  report- 
ed in  which  multiple  diverticula  found  at  operation 
were  not  removed,  yet  which  repeated  follow-up 
x-ray  examination  failed  consistently  to  show. 
Here  is  proof  of  the  danger  of  our  too-great  depend- 
ence upon  the  diagnostic  use  of  x-ray. 

The  etiology  of  diverticula  of  the  jejunum  is  not 
definitely  established,  but  the  evidence  seems 
enough  to  warrant  certain  conclusions.  Two  simple 
classifications,  true  and  false,  seem  adequate  to 
cover  the  anomalies  of  this  condition.  True  diverti- 
cula conform  to  the  anatomy  of  the  normal  jejunum 
and  are  probably  congenital.  They  also  conform 
anatomically  to  the  layers  of  the  intestine  in  this 
locality.  They  are  far  less  frequent  than  false 
diverticula.  On  the  other  hand,  so-called  false 
diverticula  are  undoubtedly  acquired;  these  do  not 
follow  the  regular  anatomical  structures  of  the 
jejunum,  their  origin  is  indefinite,  and  many  varying 
theories  have  been  advanced  to  explain  them. 

As  long  ago  as  1867,  Klebs  called  attention  to 
the  relationship  between  the  mesenteric  vessels  and 
jejunal  diverticula.  This  anatomical  phenomenon 
has  been  substantiated  by  the  findings  of  clinicians. 

The  large  majority  of  jejunal  diverticula  are  false, 
and  occur  in  the  mesenteric  side  of  the  bowel.  They 
develop  along  the  terminal  branches  of  the  mesen- 
teric artery,  at  the  points  of  junction  of  such 
branches  with  the  main  vessel.  Sclerosis  of  these 
small  vessels  causes  contraction.  Such  contractions, 
however  minute,  lead  to  a  weakening  of  the  intes- 
tinal walls.  At  such  points  of  weakness  small  sacs 
are  first  formed  followed  by  herniation,  and  finally 
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by  diverticulosis.  Further  evidence  gained  from 
microscopic  examination  shows  that  the  longitudinal 
and  circular  muscular  fibres,  if  present,  are  greatly 
thinned.  In  support  of  this  theory  is  the  fact  that 
jejunal  diverticula  are  usually  found  in  the  middle- 
aged,  after  vascular  changes  have  begun  to  take 
place. 


disturbances,  as  duodenal  ulcer,  gallbladder  disease, 
or  simply  as  fullness  in  the  epigastrium.  Such  errors 
are  probably  due  to  the  misleading  absence  of  symp- 
toms in  many  diverticula  cases;  or  to  a  misinter- 
pretation of  the  symptoms  when  present:  or,  again, 
to  the  surgeon's  too-great  dependence  on  the 
roentgenologist  when  the  latter  has  failed  to  study 


It  has  been  argued  that  pressure  in  the  lumen  of 
the  bowel  might  be  a  factor  in  the  formation  of 
diverticula;  but  I  think  this  hardly  true,  since  little 
pressure  exists  in  this  section  of  the  gut.  Arterio- 
sclerosis, plus  a  mild  inflammatory  change,  is  prob- 
ably the  determining  influence  in  the  formation  of 
these  single  or  multiple  sacs  with  their  resulting 
diverticula. 

A  correct  diagnosis  of  jejunal  diverticula  has 
seldom  been  made.  It  appears  from  the  reports  that 
many  of  these  cases  have  been  treated  as  digestive 


these  cases  with  sufficient  diligence.  We  must  also 
always  bsar  it  in  mind  that  in  certain  cases  the 
diverticula  do  not  show  on  x-ray  examination, 
however  thorough.  Always,  in  th;  report  that  di- 
verticula are  not  found,  it  should  be  stated  that 
this  does  not  preclude  the  possibility  of  their  pres- 
ence. 

The  symptoms  in  this  disease  may  vary  from 
the  mildest  to  complete  obstruction  and  perforation. 
In  both  physical  and  laboratory  examinations  the 
smallest  detail  must  be  carefully  studied.  Physical 
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findings  may  be  entirely  negative,  or  the  examina- 
tion may  be  of  striking  significance.  In  the  latter 
case,  if  the  diverticulum  has  reached  the  stage  of 
surgical  importance,  the  sensation  of  tenderness  to 
the  left  of  the  midline  in  the  epigastrium  is  deeply 
significant.  In  the  preoperative  study  of  my  case 
this  tenderness  was  a  very  positive  finding.  Yet, 
from  the  reports  in  the  literature,  little  attention 
has  been  attached  to  this  clinical  symptom. 

The  size  of  the  neck  of  the  diverticulum  will  in- 
fluence the  local  physical  findings.  When  the 
diverticulum  is  large  with  a  small  neck  its  presence 
is  more  easily  determined.  If  it  is  small  and  has  a 
large  orifice  it  will  empty  readily  and  may  give  but 
slight  local  manifestations. 

Improvement  in  our  x-ray  equipment,  and  a  more 
thorough  study  of  every  gastrointestinal  test  meal 
will  increase  the  number  of  these  cases  found.  I  am 
convinced  of  this;  for  it  is  a  little  too  astounding 
that  among  all  the  series  of  gastrointestinal  cases 
published  since  Case's  report  seventeen  years  ago, 
only  26  cases  of  jejunal  diverticula  have  been  cor- 
rectly diagnosed  by  x-rays,  and  only  17  of  these 
confirmed  by  operation.  Inevitably  we  must  ask:  Is 
the  jejunum  receiving  its  proper  share  of  our  clinical 
attention?  Is  this  scarcity  of  cases  found  before 
autopsy  due  to  our  failure  to  realize  and  remember 
the  probability  of  jejunal  diverticula?  Do  we  find 
only  what  we  are  looking  for? 

Many  cases  of  jejunal  diverticula  are  quite 
symptomless.  Others,  as  stated,  produce  mild  symp- 
toms; while  still  others  carry  a  definite  syndrome 
requiring  specific  treatment.  As  in  other  fields,  the 
type  of  surgery  to  be  advised  in  a  given  case  must 
be  governed  by  the  lesion  found.  In  the  presence 
of  multiple  diverticula,  producing  disturbing  symp- 
toms, a  resection  of  the  involved  jejunum  will  be 
necessary.  If,  instead,  we  find  a  single  diverticum 
with  a  small  neck,  a  resection  of  the  anomaly  with  a 
simple  closure  is  the  operation  of  choice,  as  in  th» 
following  case  report.  The  prescribed  treatment 
must  be  determined  entirely  by  the  symptoms  pro- 
duced and  the  lesion  present. 

Case  Report 

A  white  woman,  aged  58  years,  was  admitted  to  John- 
ston-Willis Hospital  December  21st.  10.36,  complaining 
chiefly  of  stomach  trouble.  A  year  before  she  began  to  have 
indige:tion  with  slight  loss  of  weight  and  appetite;  she  was 
constantly  under  the  care  of  her  family  doctor,  who  treated 
her  fcr  ulcer  of  the  duodenum  She  thought  she  was  par- 
tially relieved  by  her  diet  and  by  rest  in  bed;  her  appetite 
improved,  and  she  began  to  take  up  her  household  duties. 
She  hr.d  also  had  a  chronic  cough  with  occasional  expecto- 
ration of  blood. 

Three  months  before  entering  the  hospital,  her  epigastric 
distress  returned,  and  medical  treatment  was  ineffectual. 
There  was  no  definite  pain,  but  a  distinctly  uncomfortable 
sensation  in  the  epigastrium  and  substernally  with  sorenes= 
to  the  left  of  the  midline.  She  grew  gradually  worse,  and 
three  weeks  before  admittance  had  begun  to  have  consid- 


erable nausea  and  gagging.  She  did  not  vomit  food  at  any 
time,  but  only  watery  mucus,  which  contained  no  blood. 
Her  bowels  were  regular,  and  she  had  noticed  no  bloody  or 
tarn'  stools. 

The  past  history  was  negative,  except  for  occasional  colds 
and  sore  throat.  She  had  had  some  spotting  since  men- 
opause about  15  years  ago. 

The  heart  and  lung  examination  was  negative,  except  for 
signs  of  bronchiectasis;  b.  p.  132/84.  The  abdomen  was 
soft  with  marked  tenderness  in  the  upper  epigastrium,  to 
the  left  of  the  mid-line. 

The  report  on  five  different  sputum  examinations  was 
negative  for  tuberculosis.  Hemoglobin  was  82% ;  Wasser- 
mann  reaction,  negative;  urine  contained  8  to  10  pus  cells 
to  h-p.  f.;  no  sugar;  faint  trace  of  albumin. 

X-ray  examination  of  the  chest  gave  evidence  of  a  bilat 
eral  lesion  in  the  lower  portion  of  both  lungs,  which  was 
believed  to  be  of  inflammatory  origin,  and  accompanied  by 
a  certain  amount  of  bronchiectatic  change.  From  these 
fi'ms,  we  were  led  to  conclude  that  this  was  not  a  clinically 
tuberculous  infection,  especially  as  the  apical  regions  were 
clear. 

Gastrointestinal  x-ray  studies  showed  stomach  and  duode- 
num negative  for  evidence  of  any  organic  deformity,  and  a 
large  diverticulum  of  the  upper  jejunum. 

The  diagnosis  of  jejunal  false  diverticulum  was  confirmed 
by  operation.  The  diverticulum  was  found  to  be  \Y\"  x  2" 
in  size.  There  was  a  small  fibroid  on  the  uterus;  gall- 
bladder, stomach  and  duodenum,  negative.  A  resection  of 
the  diverticulum  was  made  through  a  left  middle-rectus 
incision.     Operative  recovery  was  uneventful. 

The  pathologist's  report  on  the  specimen  was  as  fol- 
lows: 

Microscopic  examination  shows  the  mucous  membrane  to 
conform  closely  to  that  found  in  the  jejunum.  The  villi 
are  not  as  high  as  those  of  the  duodenum.  The  intestinal 
glands  (crypts  of  Lieberkuhn)  extend  to  the  muscularis 
mucosa  but  do  not  penetrate  it.  The  tunica  propria  shows 
no  changes.  The  muscularis  mucosa  is  present  but  shows 
varying  thicknesses.  There  are  no  mucous  glands  (Brun- 
ner's  glands)  nor  remnants  of  pancreatic  tissue.  The  sub- 
mucosa,  the  muscle  coat  and  the  serosa  are  imperfectly  de- 
veloped, and  at  times  are  inseparable.  The  muscle  coat  is 
particularly  rudimentary,  consisting  of  a  few  circular  fibres 
and  an  occasional  longitudinal  fibre.  The  blood  vessels  are 
present  in  the  serosa  and  submucosa. 

Follow-up  reports  find  the  patient  relieved  of  epigastric 
symptoms,  and  improved  on  treatment  for  bronchiectasis. 

Discussion 

Dr.  W.  Lowndes  Peple,  Richmond: 

I  am  grateful  to  Dr.  Johns  for  bringing  this  rather  rare 
surgical  condition  to  our  attention.  In  my  surgical  experi- 
ence covering  a  period  of  40  years  I  have  not  encountered 
a  single  case.  I  was,  however,  called  in  consultation  re- 
cently to  a  case  so  similar  that  I  believe  it  is  worth  men- 
tioning. I  also  think  it  is  worth  considering  because  a 
grave  mistake  could  have  been  so  easily  made  in  this  par- 
ticular case  with  the  symptoms  at  hand.  The  man  was  fifty 
years  old  and  when  I  saw  him,  in  spite  of  the  fact  that  54 
gr.  morphine  had  been  given,  he  was  still  in  violent  pain 
with  a  rigid  abdomen.  He  presented  a  picture  identical 
with  a  perforating  duodenal  ulcer  except  that  he  gave  the 
history  of  having  had  a  number  of  similar  attacks  and  also 
I  was  told  that  an  x-ray  examination  done  some  five 
months  before  showed  a  diverticulum  of  the  duodenum.  It 
was  therefore  perfectly  logical  to  attribute  the  attack  to  a 
diverticulosis  and  to  do  an  operation  with  that  end  in  view. 
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Fortunately,  however,  we  had  a  second  x-ray  examination 
made  which  showed  the  same  diverticulum  which  was  prob- 
ably producing  no  trouble  at  all  and  a  well  marked  duode- 
nal ulcer  which  in  all  probability  was  causing  all  the  symp- 
toms. Since  having  him  on  an  ulcer  treatment  I  learn  that 
he  has  gotten  along  admirably. 

Dr.  Addison  G.  Brenizer,  Charlotte: 
I  also  had  a  case  of  diverticulum  of  the  jejunum,  which 


Spontaneous  Rupture  of  the  Heart 

(F.  P.  McNamara,  J.  C.  Hancock  &  C.  C.  Coady,  Dubuque, 
in  Jl.  Iowa  Med.  Soc,  May) 
In  our  series  of  445  autopsies,  coronary  sclerosis  and 
thrombosis  with  cardiac  infarction  has  been  the  most  fre- 
quent specific  cause  of  death  in  "heart  disease."  Among 
37  cases  of  coronary  disease  there  were  3  instances  of  spon- 
taneous rupture  of  the  left  ventricle  with  hemopericardium; 


y 


^ 


• 


v__ 


j^fc*., 


had  previously  shown  up  in  an  x-ray  examination.  The 
woman  finally  came  into  the  hospital  with  a  high  obstruc- 
tion. The  diverticulum  had  twisted  the  jejunum  around 
and  partly  invaginated  it,  producing  the  obstruction.  The 
diverticulum  had  a  distinct  and  separate  blood  supply,  was 
made  up  of  all  coats  of  the  intestine,  and  was  therefore 
judged  to  be  congenitally  formed  instead  of  an  acquired 
diverticulum.  I  think  congenital  diverticula  of  the  jejunum 
must  be  rare  and,  for  that  matter,  the  jejunum  rarely  shows 
either  congenital  or  acquired  diverticula. 


A  case  of  acute  appendicitis  in  an  infant  3  weeks 
of  age  is  reported  in  the  Journal  of  the  Arkansas  Medi- 
cal Society. 


occasionally  it  may  be  mistaken  by  clinicians  for  some 
acute  abdominal  condition.  It  is  also  of  clinical  interest 
because  of  its  relationship  to  coronary  sclerosis.  The  con- 
dition is  of  especial  interest  because  of  the  underlying  path  ■ 
ology  and  also  because  of  the  medicolegal  aspects  which 
may  be  associated  with  this  form  of  sudden  death. 

Undoubtedly,  many  deaths  listed  as  being  caused  by 
coronary  thrombosis  are  actually  due  to  cardiac  rupture. 

It  involves  the  wall  of  the  left  ventricle  in  -)4ths  of  the 
cases. 

Three-fourths  of  the  patients  die  almost  instantly  or 
within  10  or  20  minutes. 
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SOUTHERN  MEDICINE  AND  SURGERY 


Present  day  Status  of  Anesthetic  Agents  and  Methods* 

John  C.  Montgomery,  M.D.,  Charlotte,  North  Carolina 


CELSUS  in  the  Dc  Arbitus,  written  during  the 
Roman  Empire,  gives  one  of  the  qualifica- 
tions of  a  surgeon  thus:  "The  surgeon 
should  be  bold,  unmerciful,  so  that  as  he  wishes  to 
cure  his  patient  he  may  not  be  moved  by  his  cries 
to  hasten  too  much,  or  to  cut  less  than  is  necessary. 
In  the  same  way  let  him  do  everything  as  if  he  were 
not  affected  by  the  cries  of  the  patient." 

Until  the  advent  of  anesthesia  this  qualification 
was  little  changed.  The  employment  of  ether  for  the 
production  of  surgical  anesthesia  by  Long  in  1842, 
and  its  introduction  into  more  general  use  by  Mor- 
ton in  1846  revolutionized  surgery.  Simpson  with 
chloroform  hastened  the  advance.  Aided  by  anes- 
thesia, surgery  has  made  tremendous  progress. 
Although  this  is  true,  anesthesia  has  not  enjoyed 
the  attention  shown  surgery.  I  believe  this  is  due  to 
the  specialty  itself.  It  has  been  only  within  recent 
years  that  physicians  have  devoted  their  entire 
attention  to  this  very  practical  field  of  medicine. 
With  the  introduction  of  new  agents  and  the  con- 
tinued improvements  in  technique,  anesthesia  will 
in  the  future  be  able  to  contribute  more  and  more 
to  the  advancement  of  surgery.  With  the  rapidity  of 
advances  in  anesthesia  and  the  frequent  introduc- 
tion of  new  agents,  it  is  impossible  to  cover  the 
field  here.  I  will  touch  only  some  of  its  more  prom- 
inent features. 

Ether  has  long  held  first  place  as  an  anesthetic 
agent.  There  is  no  safer  general  anesthesia  from 
the  standpoint  of  immediate  danger  than  that  in- 
duced by  the  open,  drop  administration  of  ether. 
This  method  can  be  improved  in  many  ways.  How- 
ever, in  the  hands  of  one  who  gives  an  anesthetic 
only  occasionally,  ether  is  still  the  agent  of  choice. 
With  the  twined  anesthetist  ether  is  an  excellent 
adjuvant  to  the  gases  which  in  the  experienced 
hand  gives  a  more  perfectly  controllable  anesthesia. 
Of  equal  importance  with  the  inhalation  method  are 
the  methods  of  regional  anesthesia.  Of  these  spinal 
is  the  most  common;  local  infiltration,  field  block 
and  nerve  block  are  less  frequently  used.  Rectal  and 
intravenous  anesthesia  were  introduced  in  recent 
years  and  have  a  definite  place  in  the  field. 

Let  us  return  to  a  consideration  of  the  inhalation 
agents.  Of  the  gas  anesthetics,  nitrous  oxide — 
anesthetic  properties  discovered  by  Sir  Humphrey 
Davy  in  1800  and  introduced  as  a  surgical  anes- 
thetic by  Dentist  Howard  Wells  in  1844— is  the 
oldest.  It  is  a  non-explosive  gas,  non-toxic  in  itself, 


but  to  obtain  surgical  anesthesia  a  state  of  anox- 
emia, often  to  a  marked  degree,  must  be  produced. 
Resnik1  has  shown  in  the  experimental  animal  that 
anoxemia  has  a  decided  effect  on  the  heart.  The 
sinoauricular  node  is  highly  sensitive  to  anoxemia; 
first  there  is  acceleration  of  the  rate  of  impulse  for- 
mation, this  followed  rapidly  by  progressive  slowing 
with  a  predisposition  to  auricular  fibrillation.  Relax- 
ation with  this  agent  alone  is  poor.  The  addition 
of  ether  removes  this  difficulty  but  introduces  the 
hazard  of  explosibility  which  has  so  impeded  the 
progress  of  the  more  effective  gases,  ethylene  and 
cyclopropane. 

Ascending  in  efficiency  among  the  gases  we  come 
next  to  ethylene.  It  is  a  hydrocarbon  of  the  aliphatic 
series,  formula — C2H4.  The  gas  is  non-toxic,  not 
metabolized  in  the  body  and  forms  no  chemical 
combination  with  body  tissues.  It  was  first  used  as 
an  anesthetic  agent  at  the  Presbyterian  Hospital  in 
Chicago  in  1923.  Brumbaugh2  demonstrated  its 
non-toxicity  when  he  gave  fifteen  normal  young 
men  an  hour  of  surgical  anesthesia.  Blood  and  urine 
studies  were  made  before,  immediately  following, 
and  twenty-four  hours  after  anesthesia.  Blood  sugar 
rose  45  per  cent,  during  anesthesia  with  return  to 
normal  within  twenty-four  hours.  A  slight  rise  in 
blood  pressure  and  blood  urea  nitrogen  was  present. 
All  tests  gave  normal  readings  within  twenty-four 
hours.  Trout3  showed  that  any  changes  in  the  blood 
during  the  anesthesia  were  directly  proportional  to 
the  degree  of  anoxemia  present.  Surgical  anesthesia 
can  be  maintained  with  a  mixture  of  80  per  cent, 
i  thylene  and  20  per  cent,  oxygen.  This  gives  double 
the  oxygenation  possible  with  nitrous  oxide. 

In  1929  Henderson  and  Lucas4  of  the  University 
of  Toronto  brought  out  a  new  anesthetic  agent, 
cyclopropane.  Their  work  was  with  animals  only. 
The  agent  is  a  gas,  the  simplest  of  the  closed-ring 
hydrocarbons  with  the  formula  C3He.  It  is  for  this 
reason  inert,  producing  no  chemical  combination 
with  the  body  tissues.  Raginsky  and  Bourne5  of 
McGill  working  with  dogs  showed  that  the  gas  does 
not  damage  the  liver.  This  was  true  of  the  normal 
liver  and  of  livers  previously  damaged  by  chloro- 
form or  starvation.  Impairment  was  judged  by  the 
letention  in  the  blood  of  bromsulphthalein.  Waters'1 
of  the  University  of  Wisconsin  in  December  1930 
first  used  it  with  humans  and  has  since  been  enthus- 
iastic in  its  use.  He  recently  published  a  detailed 
report  of  the  technique  of  administration  and  results 
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in  2,000  cases.  Narcosis  can  be  produced  with  a  4 
per  cent,  concentration  and  surgical  anesthesia 
with  13  to  20  per  cent.  Oxygenation  four  times  that 
present  during  normal  respiration  can  be  main- 
tained. This  constitutes  a  tremendous  advantage  of 
this  agent  over  nitrous  oxide  or  ethylene.  It  has 
been  stated  correctly  that  with  nitrous  oxide  suffi- 
cient oxygen  is  added  to  keep  the  patient  alive, 
whereas  with  cyclopropane  enough  gas  is  added  to 
oxygen  to  keep  the  patient  asleep.  Waters'  series 
includes  400  abdominal  cases.  He  chooses  cyclo- 
propane now  in  preference  to  ether  in  75  per  cent 
ot  the  work  formerly  done  under  the  latter.  It  is 
the  ideal  anesthetic  agent  for  chest  surgery.  The 
high  oxygen  content  of  this  anesthetic  mixture 
compensates  for  the  diminished  respiratory  volume. 
I  have  seen  tuberculous  patients  suffering  from 
dyspnea  and  cyanosis  become  pink  and  breathe 
with  no  difficulty  while  undergoing  a  thoracoplasty 
under  cyclopropane  anesthesia. 

I  have  briefly  and  hurriedly  touched  the  gases 
and  ether.  There  are  others.  Di-vinyl  ether  or  vine- 
thene  is  being  tried  in  many  clinics  with  satisfactory 
results.  Trichlorethylene,  a  very  recent  non- 
explosive,  slowly  volatilizing  agent  is  being  investi- 
gated. 

You  may  have  noticed  that  I  have  omitted 
chloroform.  This  was  not  an  oversight.  I  mention  it 
last  only  to  condemn  it.  It  has  been  a  popular 
anesthetic  agent  since  Simpson  discovered  it.  It  is 
u  wonderful  drug;  induction  is  smooth  and  pleas- 
ant; relaxation  is  good.  Its  only  fault  is  its  toxicity. 
Chloroform  is  a  highly  toxic  drug — a  protoplasmic 
poison  damaging  the  liver  primarily.  Rosenthal  and 
Bourne7  state  "Chloroform  anesthesia  is  synony- 
mous with  chloroform  poisoning."  This  has  been 
confirmed  repeatedly  by  animal  experimentation 
and  by  findings  at  necropsy.  There  is  marked 
retention  of  bromsulphthalein  in  the  blood,  even 
after  a  brief  anesthesia.  Chloroform  is  especially 
dangerous  in  children  because  of  their  irregular 
respiration.  A  sudden  deep  inspiration  of  a  con- 
centrated mixture  may  cause  death  from  cardiac 
failure.  Chloroform  is  a  delight  to  the  anesthetist, 
a  delight  to  the  patient,  and  a  delight  to  the  under- 
taker. 

Before  leaving  the  inhalation  anesthetic  agents  a 
few  remarks  concerning  the  carbon  dioxide  absorp- 
tion method  of  administration  are  necessary.  Wood- 
bridge8  considers  this  the  greatest  single  advance 
in  the  technic  of  administration  of  gases  since 
Boothby  and  Cotton  started  the  measurements  of 
the  flow  of  nitrous  oxide  and  oxygen.  After  the 
patient  has  reached  surgical  anesthesia  the  supply 
and  the  escape  of  the  gases  are  shut  off.  From  then 
on  the  patient  rebreathes  the  same  volume  of  gas. 
A  state  of  equilibrium  is  reached  between  the 
anesthetic  mixture  in  the  machine  and  that  in  the 


patient's  lungs,  blood  and  tissues.  Oxygen  sufficient 
to  meet  metabolic  requirements  is  added  from  time 
to  time.  This  contrasts  sharply  with  the  older  meth- 
ods, in  which  a  continuous  flow  of  the  anesthetic 
gas  is  maintained  throughout  the  operation. 

Once  the  patient  has  reached  the  desired  plane 
of  surgical  anesthesia  his  body  does  not  need  addi- 
tional anesthetic  gas  to  maintain  that  level.  It  is 
necessary  only  that  the  pressure  of  the  anesthetic 
gas  in  the  blood  remain  constant.  The  continuous 
flow  of  the  anesthetic  gas  diluted  properly  with 
oxygen  serves  only  to  wash  out  the  accumulated 
carbon  dioxide.  This  can  be  removed  more  satis- 
factorily chemically. 

Jacksoir1  in  1915  first  used  the  principle  of 
absorbing  carbon  dioxide  from  exhaled  anesthetic 
gases.  He  worked  only  with  laboratory  animals. 
Waters10  in  1924  first  reported  its  application  to 
clinical  anesthesia.  The  following  year  Gauss11  in 
Germany  described  a  circuit  apparatus  for  use  with 
acetylene.  The  basal  metabolism  machine  of  today 
is  the  most  familiar  application  of  this  principle. 

There  are  two  types  of  carbon  dioxide  absorbers 
— the  to-and-fro  and  the  circuit.  With  the  to-and- 
fro  the  canister  containing  the  soda-lime  is  intro-« 
duced  between  the  mask  and  the  rebreathing  bag. 
With  each  respiratory  cycle  the  gases  pass  through 
the  soda-lime  twice — once  during  exhalation  and 
once  during  inhalation.  The  canister  may  be  discon- 
nected if  stimulation  of  respiration  by  accumulated 
carbon  dioxide  is  desired. 

The  circuit  absorber  has  the  canister  of  soda- 
lime  located  on  the  gas  machine  rather  than  at  the 
face  mask,  to  which  it  is  connected  by  two  large- 
caliber,  flexible  rubber  tubes.  The  expired  gas 
passes  through  the  soda-lime  into  the  breathing  bag. 
Inspiration  brings  the  gas  back  around  the  canister 
to  the  mask.  By  means  of  a  shunt  valve  the  anes- 
thetist can  cut  out  the  soda-lime  from  the  circuit 
whenever  he  wishes.  Each  type  has  advantages 
over  the  other. 

The  carbon  dioxide  absorption  technique  has  defi- 
nite advantages  over  the  open  administration 
method.  First,  there  is  a  marked  saving  in  gas. 
Breathing  is  usually  quieter.  This  conserves  the 
patient's  energy  and  gives  a  quieter  abdomen.  Loss 
of  body  heat  and  moisture  is  minimized.  The 
explosion  hazard  is  decreased  because  of  the  humid- 
ity within  the  circuit  and  the  fact  that  explosive 
mixtures  are  not  thrown  out  into  the  operating  room 
in  large  volume. 

Spinal  anesthesia:  The  wonderful  relaxation  af- 
forded by  this  method  has  led  to  its  too  extensive 
use.  A  spinal  anesthetic  should  be  given  to  good- 
lisk  patients  only.  Many  drugs  are  on  the  market. 
Novocain  and  neocain  in  crystalline  form  are  both 
widely  used.  Each  will  give  anesthesia  for  approxi- 
mately one  hour.  I  am  more  familiar  with  metycain, 
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pantocain  and  nupercain  and  prefer  these  to  other 
similar  products.  In  equal  dosage  metycain  will 
give  anesthesia  25-35  per  cent,  longer  than  novo- 
cain. Pantocain  and  nupercain  are  to  be  used  if 
spinal  anesthesia  of  two  to  three  hours  is  desired. 
It  is  believed  at  the  Lahey  Clinic  that  these  agents 
are  less  depressing  than  novocain.  This  is  not  the 
place  to  discuss  the  dosage  or  the  technique  of 
administration.  The  height  of  anesthesia  may  be 
controlled  by  variations  in  the  specific  gravity  of 
the  solutions  used — distilled  water  for  hypobaric 
and  glucose  for  hyperbaric — position  of  the  patient, 
dosage  and  speed  of  injection.  These  are  matters 
with  which  the  anesthetist  is  familiar.  Because  of 
the  simplicity  of  spinal  anesthesia  many  surgeons 
give  their  own,  leaving  the  patient  thereafter  to  be 
watched  by  a  nurse.  This  is  fair  neither  to  the 
patient  nor  to  the  surgeon.  He  then  shoulders  the 
responsibility  for  the  anesthesia.  In  case  of  diffi- 
culty the  operation  must  be  stopped  while  he  at 
least  directs  the  care  of  the  patient. 

All  patients  under  a  spinal  anesthetic  should  be 
carefully  watched  by  an  anesthetist  familiar  with 
the  use  of  a  gas  machine,  just  as  those  under  a 
general  anesthesia  should  be  watched.  No  one 
would  think  of  leaving  a  patient  unwatched  for 
five  or  ten  minutes  with  ether  dripping  on  the  mask, 
or  with  a  gas  machine  running  and  the  mask  strap- 
ped in  place.  The  patient  under  a  spinal  anesthetic 
deserves  the  same  care  that  is  always  given  one 
under  a  general  anesthetic. 

Color,  pulse,  blood  pressure,  respiration  and 
general  condition  tell  of  impending  trouble  which 
can  be  met.  A  decrease  in  amplitude  of  respiration 
warns  of  a  threatened  intercostal  or  diaphragmatic 
paralysis.  Artificial  respiration  with  the  closed  cir- 
cuit can  be  instituted  without  the  surgeon  realizing 
a  change  has  occurred. 

Intravenous  anesthesia:  The  two  drugs  on  the 
market  giving  the  most  favorable  results  are  pento- 
thal  and  evipal.  Both  are  derivatives  of  barbituric 
acid.  Evipal  is  given  in  10  per  cent,  pentothal  in 
5  per  cent,  solution.  Two  to  4  c.c.  are  injected 
rapidly  and  after  a  short  pause  the  dose  repeated 
more  slowly.  Anesthesia  is  present  in  from  30 
seconds  to  2  minutes;  lasting  15  to  30  minutes. 
Relaxation  is  good  in  75  per  cent,  of  cases.  In 
orthopedic  manipulations  where  it  is  difficult  to  give 
gas,  evipal  can  be  used.  Other  indications  for  its 
use  in  preference  to  the  gases  are  few.  Short  pro- 
cedures, as  setting  a  fracture  in  the  fluroscopic  room 
can  be  done  under  evipal,  eliminating  the  possi- 
bility of  explosion.  It  furnishes  us  with  one  more 
agent  to  have  on  hand  from  which  to  select  the  one 
most  suitable  for  each  patient  as  an  individual. 

Rectal  anesthesia:  Avertin,  tribromethenol,  gives 
the  most  pleasant  induction.  The  patient  can  go 
quietly  to  sleep  in  his  room.  In  large  doses  it  is  a 


strong  respiratory  depressant  and  for  this  reason 
should  be  used  as  a  basal  anesthetic  only.  One  of 
the  gases  should  be  added  as  needed.  With  the 
addition  of  local  anesthesia  for  the  skin  it  makes  an 
ideal  agent  for  mastoid  work. 

With  this  array  of  agents  and  methods  what  is 
one  to  use?  Each  case  must  be  an  individual  prob- 
lem. In  the  selection  of  the  anesthetic  several 
factors  are  to  be  considered.  The  first  and  foremost 
is  the  safety  of  the  patient;  next  the  method  that 
will  most  aid  the  operator. 

Safety  to  the  patient  does  not  mean  only  during 
the  operative  procedure  but  throughout  the  con- 
valescence as  well.  The  toxicity  of  the  agent  affects 
the  safety  of  the  anesthesia.  This  may  present  itself 
as  an  immediate  severe  blood  pressure  drop  with 
novocain,  or  as  a  delayed  chloroform  hepatitis.  At 
this  point  a  brief  review  of  the  toxicity  of  various 
agents  is  indicated. 

Novocain  for  regional  or  local  infiltration  anes- 
thesia is  the  least  toxic  of  all  anesthetic  agents.  Any 
apparent  toxic  effects  produced  are  only  functional 
and  temporary  since  no  tissue  damage  is  present. 

Ethylene  is  next  least  toxic.  Nitrous  oxide  fol- 
lows closely,  but  because  of  the  anoxemia  so  fre- 
quently present  is  more  toxic  than  ethylene.  Low- 
enberg,  Waggoner  and  Zbinden12  report  four  cases 
of  destruction  of  the  cerebral  cortex  following 
nitrous  oxide-oxygen  anesthesia.  Three  cases  were 
fatal.  Autopsy  on  the  three  showed  extensive  cortical 
damage,  especially  in  the  4th,  5th  and  6th  layers. 
They  advance  two  possible  explanations:  one, 
asphyxia;  two,  toxic  effect  of  the  gas  per  se. 

Cyclopropane,  because  of  the  very  high  oxygen 
concentrations  possible  and  the  absence  of  any 
demonstrable  tissue  damage,  should  probably  pre- 
cede ethylene  and  ntrous  oxide  in  safety.  However, 
in  view  of  its  recent  introduction  I  feel  the  more 
thoroughly  tried  agents  rank  ahead  of  it  at  present. 

Ether  is  definitely  injurious  to  tissues,  especially 
the  liver  and  kidneys.  Haines  and  Milliken13  have 
shown  that  deep  ether  anesthesia  markedly  inhibits 
kidney  function  in  animals.  The  effect  appears  to 
be  that  of  a  vasoconstrictor.  The  albuminuria  and 
other  renal  sequelae  are  probably  due  to  a  secondary 
capillary  hyperemia  following  the  primary  vaso- 
constriction. No  definite  pathological  changes  could 
be  demonstrated.  In  animals  they  found  that  pre- 
liminary injection  of  morphine  and  atropine  pre- 
vents ether  inhibition  of  renal  function.  Ether  causes 
blood  changes  leading  to  acidosis  if  long  continued. 
MacNider14  demonstrated  this  working  with  dogs. 
Puppies  and  young  adult  dogs  were  anesthetized 
for  two  hours  without  developing  any  disturbance 
of  the  acid-base  balance  of  the  blood.  Formation 
and  secretion  of  urine  continued  normal.  Phenol  - 
sulphonephthalein  excretion  was  unchanged.  Adult 
dogs,  four  years  or  older,  showed  definite  changes 
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tor  a  similar  period  of  anesthesia.  A  marked  reduc- 
tion in  alkali  reserve  is  first  present.  This  is  followed 
by  oliguria  with  casts,  albumin  and  sometimes 
diacetic  acid.  If  continued,  anuria  follows.  Only 
traces  of  the  phenolphthalein  are  excreted.  Mac- 
Nider  believes  that  these  effects  are  produced  in 
humans.  Before  ether  is  givn  an  aged  patient,  he 
should  be  protected  by  a  diet  rich  in  carbohydrate 
and  a  judicious  use  of  soda  bicarbonate  in  order  to 
maintain  during  the  anesthesia  a  normal  acid-base 
equilibrium  of  the  blood. 

Ethyl  chloride  is  similar  to  chloroform  in  its 
toxic  effects  and  only  slightly  less  so.  It  is  also 
dangerous  because  of  its  speed  of  action  and  its 
cumulative  effect,  anesthesia  deepening  temporarily 
even  after  the  agent  is  withdrawn.  Uncontrollable 
laryngeal  spasm  is  not  uncommon.  Ethyl  chloride 
and  chloroform  are  powerful  vascular  depressants 
and  both  cause  cellular  damage  to  the  liver. 

A  second  factor  in  the  selection  of  any  anesthetic 
is  a  consideration  of  the  type  of  patient  and  the 
pathology  present.  A  frail  anemic  patient  is  safer 
under  one  of  the  gases,  whereas  a  strong  husky 
individual  would  require  ether  or  a  spinal  anesthetic 
for  adequate  relaxation.  In  the  presence  of  pulmon- 
ary disease  a  regional  or  spinal  anesthetic  is  prefer- 
able to  ether.  Hypertension  of  the  essential  type  is 
no  contraindication  to  the  spinal  method.  If  arterio- 
sclerosis is  present  an  inhalation  anesthetic  is  better. 
In  the  presence  of  shock  the  elevating  effect  of  the 
gases  and  ether  on  the  blood  pressure  is  more  to  be 
desired  than  the  depression  of  a  spinal  anesthetic. 
Choose  the  anesthetic  agent  that  least  injuriously 
affects  the  disease  condition. 

The  site  of  the  operation  is  another  factor  influ- 
encing the  choice.  Abdominal  operations  require 
greater  relaxation  and  hence  a  deeper  anesthesia. 
Spinal  anesthesia  meets  the  requirement  admirably. 
The  extreme  relaxation,  contracted  intestines  and 
quiet  respiration  give  an  almost  perfect  operative 
field.  The  absence  of  tissue  damage  is  a  further 
indication.  Its  main  contraindication,  vascular 
depression  as  evidenced  by  a  fall  in  blood  pressure, 
can  be  prevented  to  a  considerable  extent  by  the 
use  of  ephedrine. 

In  chest  surgery  there  is  hardly  any  choice  among 
the  general  anesthetic  agents.  Local  anesthesia  is 
undoubtedly  the  safest,  but  often  it  is  the  least 
satisfactory  to  the  surgeon  and  oftener  to  the 
patient.  Here  cyclopropane  is  so  far  superior  to  the 
other  general  anesthetic  agents  that  there  is  no 
question.  The  80  per  cent,  concentration  of  oxygen, 
the  quiet  breathing,  the  lack  of  necessity  for  ex- 
treme relaxation,  and  the  non-toxicity  of  this  agent 
make  it  ideal  for  this  type  of  surgery.  Avertin  and 
NoO  give  a  good  anesthesia,  the  avertin  allowing 
sufficient  oxygenation  to  avoid  anoxemia.  However, 
a  great   objection  is  the  depression  of  the  cough 


reflex  following  operation.  With  cyclopropane  this 
returns  within  a  few  moments. 

In  orthopedic  work  in  which  movement  of  the 
patient  may  be  painful  avertin  is  a  great  aid.  Pa- 
tients may  be  put  on  frames  or  in  casts  with  no 
discomfoit,  one  of  the  gases  being  added  for  the 
operative  work.  From  a  psychic  standpoint  it  is 
especially  helpful  in  children  where  the  operative 
work  may  have  to  be  done  in  stages. 

I  have  tried  to  give  you  a  brief  review  of  the 
field  of  anesthesia  and  the  current  opinion  of  the 
various  agents  and  the  indications  for  their  use. 
Before  closing  I  feel  I  should  speak  of  the  immediate 
hazards  of  anesthesia  to  the  patient.  Of  these 
explosibility  has  received  the  greatest  publicity. 
With  ;he  advent  of  ethylene  came  several  explo- 
sions with  death  to  the  patient  or  the  anethetist. 
These  have  been  few  in  comparison  to  the  number 
of  anesthesias  given.  Up  to  1933  there  were  report- 
ed 20  ethylene  explosions  with  one  injury  and  five 
oxide  with  two  deaths;  39  explosions  from  nitrous 
oxide  with  two  deaths;  39  explosions  from  ntrous 
oxide-oxygen-ether  with  five  deaths.  It  is  so  gen- 
erally assumed  that  nitrous  oxide  and  ether  are  nol 
explosive  that  I  cite  these  39  cases  to  show  that  this 
is  not  true.  To  date  no  explosion  from  cyclopropan? 
has  been  reported. 

In  view  of  the  fact  that  all  the  inhalation  anes- 
thetic agents  are  explosive  under  certain  circum- 
stances we  must  know  how  to  prevent  such 
explosions.  Elimination  of  the  obvious  causes  of 
ignition — smoking  in  the  operating  room,  diathermy, 
i.aulery,  etc. — is  the  first  step.  Prevention  of  the 
static  sparks  is  more  difficult.  Controlling 
the  humidity  is  the  best  safeguard.  With  a  humidity 
oi  55  per  cent,  or  above  there  is  very  slight  chance 
of  the  formation  of  a  static  spark.  Keeping  the 
patient,  table,  machine  and  anesthetist  electrically 
connected  also  aids  in  preventing  static  sparks. 
Most  physicists  are  of  the  opinion  that  it  is  best 
T'Ot  to  ground  the  apparatus. 

Other  important  hazards  are  respiratory  obstruc- 
tion, circulatory  collapse,  paralysis  of  respiration 
i-nd  vomiting  during  the  anesthesia,  and  they  de- 
mand immediate  attention.  The  ordinary  obstruction 
c  f  the  lips  or  tongue  can  be  removed  by  oral  or 
nasal  airways.  The  severe  laryngeal  spasms  some- 
times seen  are  relieved  only  by  intubation  or 
tracheotomy.  Recently  helium  has  been  used  with 
good  results  in  severe  laryngeal  spasm.  Intratracheal 
anesthesia  is  indicated  in  obstruction  of  the  trachea, 
poor-risk  upper  abdominal  cases  and  any  case  in 
which  the  operative  position  might  cause  respiratory 
obstruction.  Griffith  of  Montreal  does  all  tonsillec- 
tomies under  cyclopropane  administered  intra- 
tracheally.  The  respiration  of  the  patient  is  always 
under  the  control  of  the  anesthetist.  Obstruction 
cannot  occur.  Aspiration  into  the  lungs  is  prevented. 
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Oxygen  can  be  forced  into  the  patient  if  necessary. 
Passive  breathing  can  be  obtained  if  desired.  Arti- 
ficial respiration  can  be  easily  carried  on  if  the 
necessity  should  arise.  Circulatory  collapse  is  a 
hazard  during  operation  which  if  not  recognized 
promptly  may  prove  fatal.  The  judicious  use  of 
stimulants,  intravenous  therapy  and  change  of 
depth  of  anesthesia  may  prove  life-saving. 

Before  closing  I  want  to  state  again  that  anes- 
thesia should  be  a  distinct  specialty  of  the  medical 
profession.  I  feel  that  any  drugs  capable  of  render- 
ing a  person  completely  unconscious  or  insensible 
to  pain  should  be  administered  by  physicians  only, 
preferably  by  those  trained  particularly  in  their  use. 
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Discussion 

Dr.  Roscoe  L.  Wall,  Winston-Salem  ,N.  C: 

I  enjoyed  Dr.  Montgomery's  paper  very  much  and  agree 
with  him  that  little  progress  was  made  in  anesthesia  from 
the  time  that  ether  was  first  used  by  Crawford  W.  Long 
in  1842  until  about  25  years  ago.  But  during  the  past 
quarter  of  a  century  no  branch  of  medicine  or  surgery  has 
made  greater  progress  than  has  surgical  anesthesia. 
Twenty-five  years  ago  we  poured  ether,  dropped  chloro- 
form and  administered  nitrous  oxide  crudely.  Today  the 
methods  of  administration  are  vastly  improved.  We  now 
have  ether,  chloroform,  ethyl  chloride,  evipal,  pentothal, 
vinethene,  nitrous  oxide,  ethylene,  cyclopropane  and,  as  a 
basal  anesthetic,  avertin — and  others  not  so  commonlv  used. 


We  also  have  our  various  local,  regional  and  spinal  anes- 
thetics. 

No  one  anesthetic  is  indicated  in  all  operations,  nor 
should  be  used  routinely.  But  all  have  their  place  and 
should  be  used  in  modern  surgery.  The  problem  of  today 
is  to  adjust  all  anesthetics  to  their  proper  place  and  use 
them  where  and  when  indicated.  This  takes  close  co-oper- 
ation between  surgeon  and  anesthetist  and  I  believe  the 
anesthetist  should  be  the  surgeon's  closest  co-worker. 

The  growth  of  gas  anesthetics,  nitrous  oxide,  ethylene 
and  cyclopropane  has  been  one  of  the  most  striking  devel- 
opments in  medical  and  surgical  progress  in  the  past  25 
years.  The  gaseous  anesthetics  have  gained  in  popularity 
and  safety  until  all  over  the  world  they  are  replacing  ether 
and  chloroform  to  a  great  extent  for  most  operations. 

A  quarter  of  a  century  ago  we  were  using  nitrous  oxide 
for  minor  operations  only.  With  the  improvement  in  gas 
machines  and  technique  we  began  using  it  for  abdominal 
operations,  supplementing  with  ether.  We  realized  that  in 
nitrous  oxide  we  had  a  pleasant,  rapidly  acting,  non-irri- 
tating, inert,  non-toxic  gas;  that  it  is  not  metabolized  in 
the  body  and  forms  no  chemical  combination  with  bodv 
tissues;  that  there  were  far  less  post-operative  complica- 
tions and  discomforts  with  this  gas  than  with  ether;  that 
nausea  and  vomiting,  acidosis,  shock,  pneumonia  and  other 
complications  were  rare.  But  we  found  out  that  it  was 
not  a  potent  enough  gas  to  relax  our  patients  properly. 

So  surgeons  and  anesthetists  began  to  look  around  for  a 
more  potent  gas  that  could  be  used  as  an  anesthetic.  So 
after  much  research  and  experimentation  on  animals,  ethyl- 
ene was  first  used  in  a  major  operation  on  March  14th, 
1923. 

Ethylene  has  certain  distinct  advantages  over  nitrous 
oxide  as  an  anesthetic.  First,  it  is  more  potent.  In  potency 
it  is  intermediate  between  nitrous  oxide  and  ether.  Second, 
you  can  administer  a  greater  percentage  of  oxygen  there- 
fore preventing  cyanosis.  Third,  relaxation  is  far  greater 
with  ethylene  than  with  nitrous  oxide.  Ethylene's  disad- 
vantage is  its  evplosibility  but  if  administered  with  the 
proper  precautions  the  risk  is  nil. 

We  were  very  well  satisfied  with  nitrous  oxide  and 
ethylene  as  gas  anesthetics  until  cyclopropane  came  along 
in  1Q34.  Cyclopropane  has  certain  distinct  advantages  over 
nitrous  oxide  and  ethylene  as  an  anesthetic.  First  is  the 
greater  percentage  of  oxygen  you  can  give  with  it.  With 
ethylene  you  give  80%  gas  and  20%  oxygen,  while  with 
cyclopropane  you  give  20%  gas  and  80%  oxygen.  The  sec- 
ond advantage  of  cyclopropane  over  ethylene  is  that  it  is 
more  powerful  and  potent.  Its  potency  approaches  that 
of  ether  and  chloroform.  The  third  advantage  is  that  re- 
laxation is  better  than  that  obtained  by  giving  ethylene. 
It  is  rarely  ever  that  we  have  to  supplement  cyclopropane 
with  ether.  The  fourth  advantage  is  that  the  danger  of  an 
explosion  with  cyclopropane  is  far  less  than  with  ethylene 
This  is  due  to  the  small  quantity  given  and,  too,  it  is  always 
given  by  the  closed  soda  lime  carbon-dioxide  absorption 
method.  If  the  mask  is  properly  fitted  to  the  face  there  is 
no  leakage,  so  none  of  the  gas  is  present  in  the  operating 
room.  The  fifth  advantage  is  that  nausea  and  vomiting 
occur  less  with  cyclopropane  than  with  ethylene.  Sixth, 
the  shock  following  the  administration  of  cyclopropane  is 
less  marked  than  that  following  any  other  anesthetic  I 
have  used.  The  quiet  slow  respiration,  the  slow  pulse,  the 
dry  warm  skin,  the  large  quantity  of  oxygen  being  used  to 
keep  the  patient  decidedly  pink,  are  factors  to  prevent 
shock. 

Just  a  few  words  concerning  avertin,  the  new  basal  anes- 
thetic.   It  should  be  used  in  small  doses  and  be  supplement- 
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ed  with  ether  or  one  of  the  gaseous  anesthetics.  Of  all 
the  anesthetic  agents  avertin  has  the  calmest  and  most  pleas- 
ant induction.  The  smoothness  of  going  under  while  in 
bed  is  very  impressive  to  the  patient  and  constitutes  a 
nearer  approach  to  natural  sleep  than  that  of  any  other 
anesthetic.  The  sensations  are  identical  with  those  of  phy- 
siological fatigue  and  desire  to  go  to  sleep.  It  is  one  more 
means  we  have  of  properly  pre-medicating  our  patients 
before  operation.  This  is  very  important  especially  in  the 
highly  nervous  and  apprehensive  type.  It  is  also  valuable 
in  children.  It  does  away  greatly  with  psychic  shock  which 
I  believe  causes  much  of  what  passes  as  surgical  shock  in  a 
great  number  of  operations. 

In  conclusion,  I  believe  the  combined  anesthesia  pro- 
duced by  the  rectal  administration  of  small  doses  of  avertin 
supplemented  with  cyclopropane  and  oxygen  makes  the 
most  ideal  general  anesthetic  we  have  yet  employed. 


Cancer  in  General  Practice 

(W.  F.  Howard,  Pacatello,  Ida.,  in  Northwest   Med., 
May) 

I  have  had  40  years  as  a  general  practitioner  doing  as 
much  surgery  as  he  thinks  he  can  safely  perform,  including 
such  forms  of  cancer  as  have  come  to  him,  qualified  by- 
early  training  and  a  variety  of  postgraduate  instruction 
such  as  is  not  uncommon,  and  from  rather  faithful  attend- 
ance at  local,  state  and  national  medical  meetings,  from 
continued  reading  of  the  best  medical  literature,  and  from 
the  mistakes  and  successes  of  these  years  of  experience,  all 
in  all  a  continued  general  practice. 

I  have  treated,  or  sent  to  more  competent  surgeons,  quite 
a  large  number  of  patients  with  a  diagnosis  of  cancer,  of 
whom  a  large  percentage  have  been  cured. 

Nearly  every  medical  student  receives  good  instruction 
concerning  cancer  in  general,  and  considerable  special  in- 
formation about  it.  Then  a  year  or  more  as  interne  quali- 
fies him  as  a  lookout  at  least  for  malignancy.  Any  kind  of 
a  new  growth  must  not  be  neglected  until  one  is  sure  that 
it  is  not  malignant. 

Epithelioma  of  the  lip,  when  only  partly  developed,  one 
can  scarcely  fail  to  suspect  on  inspection.  It  is  usually  on 
the  lower  lip,  chancre  more  common  on  the  upper  lip.  The 
history  and  physical  characteristics  about  complete  the  diag- 
nosis. Rarely  is  a  biopsy  necessary.  It  is  not  well  treated 
without  surgery.  It  may  be  that  a  few  roentgenologists 
are  able  to  treat  and  cure  these  lesions.  We  here  can  not, 
and  such  form  of  treatment  is  too  uncertain  for  our  pa- 
tients. A  wide  excision  straight  through  the  lip  without 
dissection  has  served  my  patients  without  any  recurrence 
or  metastasis. 

I  am  sure  that  for  myself  I  would  not  submit  to  a  gland 
dissection  by  anyone  present,  though  I  know  you  are  good 
surgeons  but  not  skilled  in  neck  dissection.  I  am  just  as 
sure  that  I  would  consent  to  your  excising  a  lip  cancer  for 
me,  if  similar  to  the  lip  cancers  that  I  have  operated  on. 

A  dark  brown  or  black  mole  about  the  face,  neck  or 
body,  is  always  suspicious  of  malignancy.  These  moles  be- 
come active,  following  irritation  or  ineffective  treatment. 
If  situated  on  the  collar  line,  at  the  anus,  or  at  the  waist- 
line in  women,  they  are  apt  finally  to  show  bleeding,  in- 
crease in  size,  tenderness  or  tingling,  or  pain.  This  is  the 
time  that  they  must  be  operated  on.  It  must  be  a  radical 
operation. 

Caustics,  electrolysis,  C02  snow  or  imperfect  removal 
increase  the  danger.  Most  of  them  are  not  radiosensitive. 
They  must  be  completely  cut  away. 

Some  25  years  ago  on  the  diagnosis  of  uveal  cancer  by 
Dr.  Cook,  I  enucleated  an  eye  and  received  a  pathologist's 


report  of  cancer.  The  child  made  a  good  recovery  and 
grew  up  with  no  recurrence. 

Cancer  of  the  male  breast  seems  to  be  more  rapidly  fatal 
than  that  of  the  female.  This  may  be  because  so  much  less 
common  that  they  are  not  so  early  diagnosed. 

The  judgment  comes  most  into  play  in  deciding  whether 
the  case  is  operable.  It  is  certainly  a  grave  surgical  error 
to  operate  on  a  mammary  cancer  with  metastases  beyond 
the  field  of  operation.  The  inoperable  cancer  may  be  pal- 
liated by  radium  or  roentgen  ray,  and  in  some  instances  the 
local  condition  relieved  by  minor  surgery. 

I  consider  it  safer  to  diagnose  cancer  and  remove  the 
breast.  A  patient  of  mine  refused  operation,  and  like  the 
Chinese  who  said  the  doctor  saved  his  life  because  he  did 
not  come  when  called,  the  woman  is  still  living  because  the 
cancer  did  not  developed  as  I  feared. 

Women  are  not  uncommonly  victims  of  torture  in  one 
way  and  another  because  they  have  been  told  various  dread- 
ful things  about  their  "female  organs."  A  less-and-less 
percentage  of  extensive  operations  follows  the  present  en- 
lightened procedure  of  biopsy  in  suspected  cancer. 

No  tumor  of  the  prostate  coming  under  my  care  has 
caused  death  because  of  malignancy,  and  a  good  number 
of  suprapubic  operations  have  resulted  in  no  mortality. 

Cancer  of  the  cervix  is  best  treated,  first,  by  radiation 
and  may  later  need  surgery.  Cancer  of  the  fundus,  much 
more  rare,  is  slower  to  invade  other  tissues,  very  difficult 
to  diagnose  and  should  be  cured  by  hysterectomy. 

Bone  sarcoma  is  so  malignant  that  it  remains  almost 
hopeless.  Yet  the  giant-cell  bone  tumor  is  about  the  surest 
of  cure.  The  only  bone  cancer  coming  under  my  care 
proved  to  be  giant  cell  and  was  cured  by  a  better  doctor. 

The  low  mortality  is  accounted  for  by  early  treatment 
and  some  incorrect  diagnoses,  including  pathologists'  re- 
ports. 


Spinal  Cord  Injuries  From  the  Neurosurgical 

Standpoint 

(D.  Cleveland,  Milwaukee,   in   Wise.    Med.   Jl.,   May) 

Patients  with  spine  injuries  should  be  examined  imme- 
diately for  neurologic  complications.  Transportation  of  the 
patient  should  always  be  in  the  prone  position. 

Increasing  neurologic  signs  or  the  presence  of  a  subarach- 
noid block  are  indications  for  a  laminectomv.  An  injured 
spinal  cord  may  be  easily  damaged  beyond  all  power  of  re- 
covery. 

The  skin  should  be  kept  clean  and  the  bed  should  always 
be  dry,  clean  and  smooth. 

An  indwelling  catheter,  which  is  clamped  off  and  opened 
every-  4  or  5  hours,  depending  on  the  filling  time  of  the 
bladder,  has  been  found  to  be  the  most  satisfactory-  method 
of  preventing  urinary  sepsis. 

Light  massage  and  passive  movements  are  important  in 
the  treatment  of  spastic  paralysis.  A  more  vigorous  mas- 
sage and  active  and  passive  movements  are  used  in  the 
treatment  of  flaccid  paralysis.  Electrotherapy  is  of  value 
onlv  in  flaccid  paralysis. 

Orthopedic  measures  are  usually  not  indicated  until  max- 
imum recovery  has  taken  place. 


My  experience  has  been  that  the  average  course  in  psych- 
ology which  the  student  gets  before  entering  medical  school 
is  of  little  or  no  value,  and  on  the  yvhole.  I  would  rather 
the  student  would  enter  the  medical  school  yvithout  any 
course  in  psychology. — W.  W.  Young,  of  Emory. 


Shingles,  the  name  popularly-  given  to  Herpes  zoster,  is  a 
corruption  of  the  Latin  word  cingulum,  girdle. 
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Richter's  Hernia 

Edgar  Angel,  M.D.,  and  Furman  Angel,  M.D.,  Franklin,  North  Carolina 
Angel  Hospital 


A  REVIEW  of  the  literature  impresses  one 
with  the  fact  that  there  is  considerable 
confusion  concerning  the  occurrence  of 
Richter's  hernia.  This  has  resulted  from  the  fact 
that  this  type  of  hernia  has  been  variously  described 
as  Littre's  hernia,  Lavatar's  hernia,  partial  enter- 
ocele,  lateral  enterocele,  pinched  hernia,  nipped 
hernia,  masked  hernia  and  lateral  pinching  of  the 
intestine. 

The  earliest  report  of  this  condition  is  credited 
to  Fabricius  Hildanus7  in  1598.  His  patient  was  a 
lady  of  63  who  had  suffered  from  a  hernia  for  17 
years;  it  became  strangulated,  ruptured  spontan- 
eously into  the  groin,  formed  a  fecal  fistula,  and 
the  patient  recovered.  His  assumption  was  that  only 
a  portion  of  the  circumference  of  the  bowel  was 
involved. 

In  1 700  Littre8  published  his  paper.  Observations 
on  a  New  Type  of  Hernia:  two  of  the  three  cases 
he  reported  were  later  identified  as  hernial  sacs 
containing  a  Meckel's  diverticulum,  and  the  third 
could  not  be  identified. 

It  remained  for  Richter11  in  1776  to  describe 
what  he  called  a  small  rupture  which  is  character- 
ized by  the  herniation  of  a  portion  of  the  circumfer- 
ence of  the  bowel  wall  which  does  not  obliterate  the 
lumen  of  the  bowel  but  which  may  produce  obstruc- 
tion if  a  sufficient  amount  of  the  circumference  of 
the  bowel  is  involved.  This  obstruction  may  be 
partial,  intermittent,  or  complete — the  latter  is  said 
to  intervene  when  over  two-thirds  of  the  circum- 
ference is  involved.  Kinking  of  the  gut  completes 
the  obstruction  (Scarpa).12 

In  1887  Treves13  reported  53  cases  with  four  of 
bis  own.  In  1899  R.  S.  Fowler"  reported  two  cases 
and  gave  a  full  review  of  the  literature  including  92 
references.  Two  cases  were  reported  by  R.  H. 
Fowlers  in  1913.  Again  in  1928  Rhodes1"  reviewed 
the  literature  from  1899  and  found  42  references 
and  reported  three  cases  of  Richter's  hernia  and 
three  cases  where  a  knuckle  of  gut  was  caught  in 
en  old  operative  scar,  one  in  a  gridiron  incision  and 
two  in  a  right-rectus  incision — all  following  appen- 
dectomy. Orr1'  added  one  case  in  1930,  Bissell-  two 
in  1929,  and  Cattell3  two  in  1933. 

The  main  points  in  the  anatomy  of  this  type  of 
hernia  are  1)  they  are  usually  femoral;  2)  the  ileum 
is  most  frequently  involved;  3)  the  entire  circum- 
ference of  the  bowel  is  never  included;  4)  the 
bowel  wall  opposite  the  mesentery  is  the  part 
herniating;    5)    obstruction  may  be  partial,  inter- 


mittent, or  complete;  6)  the  sac  may  or  may  not 
contain  adhesions;  7)  the  condition  of  the  bowel 
may  be  normal,  congested,  gangrenous,  or  perfor- 
ated, depending  on  the  amount  of  constriction  and 
the  time  elapsed  since  the  onset  of  strangulation; 
8)  it  occurs  more  often  in  women;  9)  the  right  side 
is  involved  more  frequently  than  the  left;  10)  it 
occurs  usually  in  old  reducible  hernias. 

The  causes  of  this  type  of  hernia  are  obscure; 
adhesions  from  the  gut  wall  to  the  sac,  the  purely 
conjectural  theory  of  a  difference  between  the 
pressure  in  the  gut  and  in  the  inguinal  canal,  a 
pinching  of  the  wall  in  the  inguinal  canal,  a  sudden 
increase  in  intraabdominal  pressure  (Case  5),  a 
nipping  of  the  intestine  by  bony  fragments  in  a 
fracture  of  the  pelvis  (Arnold)1,  and  truss  pressure 
or  incomplete  reduction   of  a  hernia   (DaCosta)4. 

Physical  signs  depend  on  the  amount  of  intestine 
strangulated.  A  mass  may  or  may  not  be  palpable. 
Distention  depends  upon  whether  the  obstruction  is 
partial  or  complete.  Tenderness  is  usually  present 
over  the  ring  involved,  but  is  not  marked  unless 
the  obstruction  is  complete.  Pain  will  depend  on  the 
extent  of  the  hernia;  there  may  be  a  pinching 
sensation  in  the  region  or  a  stitch  in  the  side  as  was 
seen  by  Rhodes.10  Nausea  usually  is  a  uniform 
symptom,  whereas  vomiting  is  not  nearly  so  con- 
stant. Diarrhea  with  passage  of  mucus  or  blood  mav 
be  seen  but  these  denote  complete  obstruction.  The 
bowels  usually  can  be  made  to  move  with  an  enema 
— not  so,  of  course,  in  completely  obstructed  cases 
after  the  colon  has  been  emptied. 

The  diagnosis  may  be  extremely  difficult,  espe- 
cially in  the  absence  of  a  mass.  A  single  enlarged 
inguinal  node  may  be  misleading  (Watson)14.  In 
the  presence  of  an  old  reducible  hernia  which  has 
suddenly  become  incarcerated,  or  in  the  presence  of 
a  mass  in  the  femoral  region  with  pain  and  nausea, 
and  without  obstruction,  a  Richter's  hernia  certainly 
should  be  thought  of. 

Prognosis  depends  upon  early  diagnosis,  the 
treatment  received  early  and  the  type  of  surgery 
necessary  for  reduction  and  care  of  the  strangulated 
bowel.  Taxis  is  dangerous  in  these  cases  as  gan- 
grene occurs  early  in  a  femoral  hernia.  Purgation 
also  lends  toward  the  production  of  gangrene.  As 
Fowler'1  summarizes  the  prognosis:  "Briefly  we  may 
say  that  cases  not  operated  on  die;  that  cases  in 
which  the  diagnosis  is  made  late  die;  that  the  only 
cases  which  recover  are  those  recognized  early  and 
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operated  on  at  once;  that  temporizing  methods  are 
fatal." 

Operation,  the  earlier  the  better,  is  the  only 
treatment.  A  mass  in  the  inguinal  region  accom- 
panied by  any  signs  of  obstruction  should  be 
exposed.  If  a  sac  is  found  it  may  or  may  not  be 
leducible.  After  reduction,  whether  further  surgery 
will  be  necessary  will  depend  upon  the  condition  of 
the  bowel  and  the  patient.  Plication  of  a  gangrenous 
portion  (Case  I),  resection  with  end-to-end  anasto- 
mosis, Mickulicz  resection,  or  any  of  these  measures 
combined  with  enterostomy,  may  be  carried  out.  If 
the  condition  does  not  permit  of  doing  more,  the 
sac  may  be  drained  or  drainage  may  be  combined 
with  an  enterostomy  (Case  V). 
Case  Reports 

Case  1.— On  March  14th,  1034,  a  woman,  aged  56,  was 
admitted  with  a  mass  in  the  right  groin  which  she  had 
observed  for  the  past  20  years  and  which  had  never  given 
her  any  trouble  until  two  days  before.  She  had  been  told 
by  a  physician  some  time  ago  that  this  mass  was  a  gland 
and  that  it  would  never  give  her  any  trouble.  On  March 
12th  a  car  in  which  she  was  riding  suddenly  struck  a  bump 
and  the  patient  felt  a  sharp  pain  in  the  region  of  the  swell- 
ing; every  slight  bump  thereafter  caused  a  similar  pain 
That  night  she  noticed  that  the  swelling  was  larger,  more 
painful,  and  tender.  There  was  nausea,  but  no  vomiting 
and  no  constipation. 

Examination  revealed  an  irregular  mass  in  the  right 
groin  the  size  of  a  lemon,  tense,  tender  and  irreducible. 
The  remainder  of  the  physical  examination  was  essentially 
negative,  the  urine  was  negative  for  albumin  and  sugar 
and  the  leukocyte  count  12,200.  At  operation,  under  spinal 
anesthesia  using  125  mg.  of  procaine  crystals  and  through 
an  incision  directly  over  Poupart's  ligament,  a  femora! 
hernia  was  exposed.  As  it  was  impossible  to  reduce  the 
hernia  the  ligament  was  severed,  allowing  the  strangulated 
intestine  to  retract  into  the  abdomen.  The  abdomen  was 
then  entered  above  the  ligament  and  a  knuckle  of  the  head 
of  the  cecum  found  to  be  gangrenous.  This  was  invaginated 
into  the  cecum  using  two  rows  of  mattress  intestinal  su- 
tures, and  the  abdomen  was  closed  with  silkworm-gut  and 
clips. 

Except  for  a  wound  infection  the  patient  made  an  un- 
eventful recovery  and  was  discharged  on  the  23rd  post- 
operative day. 

Case  II. — On  April  27th,  1933,  a  white  woman,  aged  20, 
was  admitted  because  of  a  mass  in  the  left  groin  since  she 
was  nine  months  old  at  which  time  she  had  a  severe  attack 
of  whooping  cough.  The  day  before  admision  the  mass 
became  painful  and  the  patient  vomited.  On  two  occasions 
she  had  had  severe  attacks  of  pain  in  the  region  of  the 
mass  associated  with  nausea  and  vomiting.  The  mass  had 
never  been  reducible.    There  had  been  no  constipation. 

Examination  revealed  a  tender  and  irreducible  femoral 
hernia  on  the  left  side  the  size  of  a  marble.  The  mass  had 
pushed  upward  until  its  apex  was  near  the  anterior  superior 
spine.  There  was  no  abdominal  distention  or  tenderness. 
The  remainder  of  the  physical  examination  was  negative. 
The  urine  was  negative  and  the  leukocyte  count  9,700. 

Operation.  Under  nitrous  oxide  and  ether  anesthesia  an 
incision  was  made  from  one-half  inch  above  Poupart's  lig- 
ament downward  over  the  hernia.  The  sac  contained  omen- 
tum and  a  knuckle  of  the  ileum.  Neither  could  be  reduced 
until  the  ligament  was  severed.     The  ileum  was  found  to 


have  approximately  one-half  of  its  lumen  constricted ;  the 
color  of  the  bowel  returned  to  normal  shortly  after  the 
constriction  was  removed.  The  sac  was  tied  off  as  high  as 
possible  and  the  femoral  ring  closed  by  suturing  the  pecti- 
neal fascia  to  Poupart's  ligament.  The  skin  was  closed 
with  silkworm-gut. 

The  recovery  was  uneventful  and  she  was  discharged  on 
the   10th   postoperative   day. 

Case  III. — On  March  30th,  1032,  a  white  woman,  aged 
55,  came  in  giving  a  history  of  having  been  well  until  two 
days  before  when  she  was  seized  with  a  cramping  pain  in 
the  lower  abdomen.  She  had  been  constipated  for  the  pre- 
ceding three  or  four  days.  A  few  hours  after  the  onset  of 
pain  she  became  nauseated  and  vomited  several  times.  She 
was  given  a  saline  purge  and  an  enema  after  which  she 
had  several  small  painful  bowel  movements.  Following 
this  cramping  pains  were  felt  in  the  epigastrium,  in  the  back 
and  down  both  thighs. 

There  was  a  tender,  dull,  irreducible  mass  the  size  of  an 
egg  in  the  right  inguinal  region.  The  abdomen  was  some- 
what distended  and  there  was  marked  tenderness  throughout 
the  right  lower  quadrant.  The  heart  was  definitely  en- 
larged and  there  was  edema  of  both  ankles.  The  urine 
was  positive  for  sugar  and  albumin  and  the  leukocyte  count 
11,400. 

Operation.  Under  spinal  anesthesia  using  125  mg.  of 
procaine  crystal?  an  incision  was  made  parallel  to  and  just 
above  Poupart's  ligament.  The  sac  contained  a  small  part 
of  the  omentum  and  a  discolored  knuckle  of  the  ileum. 
The  color  returned  rapidly  after  reduction  and  the  ileum 
was  dropped  back  into  the  abdomen.  The  sac  was  freed, 
tied  off  and  tr.-nsfixed.  A  Ferguson  repair  was  carried  out 
and  the  skin  closed  with  silkworm-gut  and  clips. 

She  was  discharged  on  the  12th  postoperative  day. 

Case  IV. — On  December  31st,  1932,  a  woman,  aged  72, 
was  admitted  because  of  a  hernia  present  for  past  ten  years. 
Three  months  before  admission  it  became  strangulated  and 
her  family  physician  reduced  it.  This  happened  again 
three  weeks  before  admission.  Twenty-four  hours  before 
admission  it  again  became  strangulated  and  this  time  it 
was  reduced  only  with  a  great  deal  of  difficulty;  and,  fol- 
lowing the  reduction  she  began  to  have  abdominal  pain, 
nausea  and  vomiting,  all  of  which  increased  until  time  of 
admission. 

The  elderly  pat'ent  was  markedly  dehydrated,  vomiting 
in  intense  pain,  with  distention  and  generalized  abdomina. 
tenderness  and  rigidity.  A  small  femoral  hernia  was  seen 
with  considerable  edema  of  the  groin.  The  pre-operative 
diagnosis  was  a  hernia  reduced  en  masse  or  a  perforateo 
intestine  due  to  forcible  taxis.  The  blood  pressure  was 
80/50,  the  urine  positive  for  albumin  and  sugar  and  the 
leukocyte  count   16.000. 

Operation.  Under  nitrous  oxide  and  local  anesthesia  an 
incision  was  made  over  Poupart's  ligament,  the  hernial 
sac  exposed  and  found  to  contain  a  segment  of  intestinal 
wall  an  inch  in  diameter.  The  abdomen  was  then  opened 
above  Poupart's  ligament  and  a  generalized  peritonitis 
found  with  a  perforation  of  the  ileum.  The  perforation 
was  repaired,  a  soft-rubber  tube  was  inserted  into  the  pelvis 
and  the  abdomen  closed  in  layers.  The  patient's  condition 
was  poor  when  she  left  the  operating  room  and  death  fol- 
lowed seven  hours  later. 

Case  V.—  On  June  4th,  1032,  a  boy.  aged  16,  was  ad 
mitted  because  of  an  illness  which  began  with  a  seizure 
thr?e  days  before  with  a  cramping  pain  in  the  epigastrium. 
nau:ea  and  vomitins.  Two  weeks  before  admission  patient 
had  an  attack  of  epigastric  pain,  nausea  and  vomiting  last- 
ing two  or  three  days.    He  had  been  very  constipated  since 
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the  first  attack.  Castor  oil  was  administered  and  all  the 
symptoms  became  aggravated,  the  pain  finally  localizing  in 
the  lower  right  quadrant.  The  patient  was  seen  to  be  ex- 
tremely ill,  dehydrated,  the  abdomen  markedly  distended. 
There  was  generalized  abdominal  rigidity  and  tenderness 
and  a  mass  in  the  left  groin  which  was  tender  and  irreduci- 
ble, and  both  knees  were  flexed.  The  pre-operative  diagno- 
sis was  a  probable  perforated  appendix  with  a  co-existing 
strangulated  femoral  hernia.  Under  nitrous  oxide  and  ether 
anesthesia  a  perforated  appendix  was  removed  through  a 
McBurney  incision.  Generalized  peritonitis  was  present.  A 
soft -rubber  tube  was  inserted  into  the  pelvis  and  a  Penrose 
drain  to  the  stump  of  the  appendix.  The  abdomen  was 
closed  in  layers.  A  vertical  incision  was  then  made  over 
the  left  groin  exposing  a  strangulated  femoral  hernia  with 
a  knuckle  of  intestine  in  the  sac.  It  was  thought  inadvis- 
able to  attempt  to  reduce  the  hernia,  so  a  drain  was  in- 
serted into  the  sac  and  the  skin  closed  loosely  over  it.  A 
jejunostomy  was  then  performed  through  a  left  upper  rectus 
incision.  There  was  very  little  drainage  from  the  drain 
placed  in  the  hernial  sac  and  it  was  removed  six  days  later. 
The  Penrose  drain  was  removed  on  the  eighth  and  the 
enterostomy  tube  on  the  ninth  postoperative  day.  The 
soft-rubber  drain  was  removed  on  the  14th  day.  The  pa- 
tient was  discharged  19  days  following  operation.  He  re- 
turned two  months  following  his  discharge  at  which  time 
the  hernia  was  exposed  through  an  incision  above  Poupart's 
ligament.  A  segment  of  the  ileum  was  found  adherent  in 
the  sac  with  approximately  one-half  of  the  lumen  of  the 
bowel  obliterated.  The  knuckle  was  dissected  free  from 
the  sac  during  which  a  perforation  was  produced.  The 
resulting  perforation  in  the  ileum  was  repaired,  the  femoral 
canal  closed,  and  the  abdomen  closed  in  layers  without 
drainage.  Convalescence  was  uneventful  and  the  patient 
was  discharged  12  days  later. 

Case  VI. — September  2nd,  1935,  a  woman,  aged  38,  came 
in  because  a  hernia  of  20-years  standing  gave  pain  for  the 
first  time  24  hours  before  admission.  Pain  and  vomiting 
continued  until  time  of  admission.  During  the  past  threa 
months  she  had  been  very  constipated  and  had  to  take  lax- 
atives regularly. 

There  was  a  mass  in  the  left  groin  which  was  very  tender 
and  could  not  be  reduced.  Physical  examination  was  other- 
wise negative. 

Operation.  Under  nitrous  oxide  and  ether  and  through 
an  incision  above  and  parallel  to  Poupart's  ligament  a  stran- 
gulated femoral  hernia  involving  the  ileum  was  found.  An 
area  of  approximately  I'A  inches  of  the  ileal  wall  was  found 
to  be  incarcerated  in  the  femoral  ring.  It  was  removed  by 
gentle  traction  and  found  to  be  discolored.  However,  th? 
circulation  improved  rapidly  after  the  bowel  was  released. 
The   femoral    ring   was   repaired   and   the   abdomen   closed 

I  without  drainage.  Convalescence  was  uneventful  and  she 
u;  i  discharged  on  the  10th  postoperative  day. 

Discussion 

The  six  cases  of  Richter's  hernia  reported  were 
encountered  in  a  seven-year  period. 

Case  I  demonstrates  the  plication  of  a  gangrenous 
portion  of  the  intestine  which  is  a  suitable  procedure 
especially  when  the  colon  is  involved. 

Case  V  is  of  interest  because  it  was  associated 
with  a  perforated  appendix  and  demonstrates  the 
role  played  by  an  increased  intraabdominal  pressure 
in  the  production  of  this  type  of  hernia.  Apparently 
the  hernia  had  never  been  noticed  until  the  onset 


of  the  appendicitis.  It  also  demonstrates  the 
application  of  simple  drainage  of  the  hernial  sac 
which  may  or  may  not  be  combined  with  enter- 
ostomy, in  patients  who  are  very  ill,  leaving  the 
repair  of  the  hernia  for  a  later  time. 

Case  IV  demonstrates  the  danger  of  taxis  in  any 
form.  In  this  case  the  strangulated  segment  of  ileal 
wall  was  completely  torn  from  the  intestine  allow- 
ing the  perforated  ileum  to  drop  back  into  the 
abdominal  cavity. 

The  ileum  was  involved  in  five  of  the  six  cases 
and  five  were  found  to  be  of  the  femoral  type. 
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Granuloma  Inguinale  Not  Lymphogranltloma 

(J.    I.    Reaves,    Mobile,    in    Jl.    Med.    Assn.    State    of    Ala., 
April) 

Granuloma  inguinale  is  a  primary  skin  disease;  its  simi- 
larity to  lymphogranuloma  inguinale  exists  only  in  nomen- 
clature and  in  that  it  is  treated  by  the  same  medicinal 
agents. 

Z.ym/>/iogranuloma  inguinale  is  a  venereal  disease.  This 
cannot  be  said  of  granuloma  inguinale. 

A  patient  with  a  small  or  large  ulceration  around  the 
genitals  should  receive  a  dark-field  examination,  and  exam- 
ination for  Donovan  bodies,  and  a  Frei  skin  test  if  nodular 
involvement  is  evidenced. 

Fuadin  is  superior  to  tartar  emetic  in  the  treatment  of 
either  granuloma  inguinale  or  lymphogranuloma  inguinale. 


A  discharge  of  cerebrospinal  fluid  from  the  nose 
(H.  C.  Wurster  in  Indiana-  Med.  Jl.  April)  was  not  di- 
agnosed until  the  sixth  specialist.  The  rapidity  (if  loss 
is  astonishing — 9  to  12  drops  per  minute  night  and  day. 


The  patient  was  a  criminal  (says  A.  D.  Finlay- 
son,  Cleveland,  in  Ohio  Med.  Jl.  Apr.)  because  of  a  bad 
conscience  and  not  the   reverse. 
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Arachnidism 

A  case  with  Facial  Paralysis  as  the  Chief  Feature 

James  Asa  Shield,  M.D.,  Richmond,  Virginia 
Associate  in  Neuropsychiatry,  Medical  College  of  Virginia 


A  ^0-year-old  \vh!te  man  was  seen  in  my  office  on  No- 
vember 9th,  1934,  because  of  hi;  inability  to  use  the  right 
side  of  his  face.  Four  days  before,  while  on  the  porch  of 
a  private  heme,  he  felt  a  sting  behind  his  right  ear  and 
put  up  his  hand  and  knocked  away  a  spider.  In  a  few 
minutes  his  face  began  to  "feel  funny"  on  the  side  bitten. 
This  continued  and  soon  his  eye  and  jaw  began  to  hurt. 
Two  days  later  he  saw  his  family  physician,  who  advised 
a  hot-water  bottle  applied  to  the  side  of  his  face.  On  the 
following  day  a  swelling  became  noticeable  and  continued 
so  until  seen  four  days  later,  at  which  time  he  could  not 
use  the  right  side  of  his  face. 

The  general  physical  and  neurological  examinations  were 
essentially  negative  except  for  an  engorgement  of  the  nasal 
mucous  membrane  and  a  complete  paralysis  of  the  right 
side  of  the  face,  involving  all  three  branches  of  the  seventh 
nerve,  with  inability  to  wrinkle  the  right  side  of  his  fore- 
head or  to  completely  close  hi?  right  eye.  paralysis  of  the 
muscles  of  expression  on  the  right,  and  deviation  of  the 
tongue  to  the  le't. 

A  fly  blister  was  applied  behind  the  right  ear  and  infra- 
red rays  applied  to  the  side  of  the  face  for  20  minutes.  A 
good  blister  was  obtained,  removed,  and  the  site  dressed. 
For  business  reasons  the  patient  was  forced  to  work 
throughout.  However,  with  precautionary  measures  to  the 
afflicted  side  of  his  face  and  with  treatment  by  electricity 
and  massage,  the  patient  recovered  full  use  of  his  paralyzed 
face. 

The  interesting  phenomenon  exhibited  in  this  case  is  in 
the  toxicity  manifested  in  a  right  facial  paralysis  as  caused 
by  a  spider  bite.  The  exact  classification  of  this  spider  is 
not  known ;  however,  it  was  reported  to  be  a  black  spider, 
and  since  the  most  common  of  the  black  spiders  found  in 
this  locality  is  the  black  widow  we  might  infer  that  this 
was  a  spider  of  that  type. 

The  symptoms  manifested  in  this  case  were  not 
at  all  similar  to  those  usually  manifested  by  a  bite 
of  Latrodectus  mac  tans  which  are:  high  blood 
pressure,  slow  pulse,  marked  abdominal  pain  and 
rigidity  without  definite  tenderness,  an  increase  in 
the  total  white  cell  count,  and  an  increase  in  poly- 
morphonuclear cells.  The  failure  of  the  symptoms  to 
conform  to  the  usual  pattern  may  possibly  be  ex- 
plained by  the  bite  being  inflicted  in  a  part  far,  and 
very  different,  from  the  upper  thighs  and  genitalia — 
the  parts  usually  bitten  by  this  spider. 

In  this  particular  case  there  were  no  generalized 
symptoms.  It  is  evident  by  the  clinical  course  that 
the  toxin  must  have  affected  the  seventh  nerve  at 
its  exit,  to  affect  all  three  of  the  branches.  The 
application  of  the  fly  blister,  combined  with  mas- 
sage and  electricity,  was  sufficient  to  stimulate  the 
nerve  involved  in  the  toxic  condition. 

In  number  of  reported  cases  of  arachnidism 
California   is   first,    Florida    second,    and   Virginia 


third.  Practically  as  many  cases  have  been  reported 
since  1925  as  the  total  number  reported  previous 
to  that  time.  Bogen  (Annals  of  Internal  Medicine, 
September  1932)  stated  there  had  been  a  total  of 
380  cases  with  17  deaths  in  18  states. 

The  diagnostic  points  in  arachnidism  seem  to 
be:  first,  the  history  of  a  bite;  second,  sensory 
disturbance  starting  in  the  region  of  the  bite  and 
spreading  to  the  larger  groups  of  muscles  of  the 
body.  The  pain  reaches  its  maximum  in  an  hour  or 
so,  then  is  excrutiating,  usually  continuous,  occa- 
sionally cramp-like:  third,  rigidity  or  muscle  spasm, 
most  noticeable  in  the  abdominal  wall,  which  be- 
comes as  hard  as  in  general  peritonitis.  The  abdom- 
inal rigidity  is  not  associated  with  local  tenderness. 
The  blood  pressure  may  be  increased  slightly,  the 
reflexes  are  said  to  be  increased,  the  spinal  flujd 
pressure  has  been  said  to  be  increased  at  times, 
there  is  slight  fever  occasionally,  the  pulse  may  be 
slow,  the  leucocyte  count  is  increased,  and  there  is 
nausea  and  vomiting  at  times. 

The  controversial  opinions  about  the  toxicity  of 
the  bite  and  the  explanation  of  the  spider  being 
more  dangerous  in  the  fall  attracted  my  attention. 
Some  arachnidologists  state  that  they  have  allowed 
the  spider  to  bite  them  without  any  symptoms  after- 
wards; others  have  had  definite  arachnidism  after 
having  been  bitten.  The  number  of  cases  of  definite 
arachnidism  reported  is  evidence  of  the  toxicity  of 
the  bite.  It  has  been  suggested  that  the  toxemia  is 
increased  during  the  breeding  period  because  the 
female  devours  her  mate,  and  that  the  danger  of 
the  bite  varies  in  ratio  to  the  number  of  males  the 
female  has  consumed.  I  am  not  aware  of  the  diet 
being  the  source  of  any  poison  in  biology;  thus  it  is 
questionable  how  the  body  of  the  male  spider  could 
make  the  female  bite  more  poisonous,  especially 
since  he  is  not  poisonous.  It  seems  to  agree  with  the 
biological  principle  of  self-preservation  and  species 
preservation  that  during  the  breeding  season  the 
female  spider  would  be  endowed  with  augmented 
capacity  for  protecting  her  home,  her  young,  and 
her  future  young.  The  female  Latrodectus  mactans 
is  not  an  aggressive  spider,  and  it  is  often  difficult 
to  get  her  to  bite  for  experimental  purposes.  This 
is  especially  true  of  one  which  has  been  fed  re- 
cently. It  is  attracted  to  and  may  bite  moving 
objects,  apparently  in  quest  of  food.  The  bite  is 
inflicted  by  two  stout  jaws  which  work  sidewise. 
The    tip   of   each    of    these    is   provided   with   an 
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incurved  needle-like  tooth  through  which  the  poison 
i?  injected.  The  poison  glands  are  in  the  cephalo- 
thorax  near  the  base  of  the  jaws. 

In  many  cases  the  history  given  is  of  having 
been  bitten  in  places  which  are  the  usual  habitat 
of  the  black  widow,  and  under  circumstances  tend 
ing  to  show  she  was  not  seeking  prey  but  protecting 
against  her  home,  her  eggs,  or  her  young  being 
disturbed.  These  spiders  feed  normally  on  insects 
and  other  small  creatures  and  naturally  are  to  be 
found  where  such  food  is  plentiful. 

During  the  breeding  period  most  females  are 
more  aggressive,  and  this  would  account  for  most 
bites  being  reported  in  the  fall.  Furthermore, 
though  the  spider  is  rather  common  in  Virginia,  we 
have  comparatively  few  cases.  At  the  biological 
laboratory  of  the  College  of  William  and  Mary, 
Miss  Elizabeth  Burger  is  making  a  study  of  Latro- 
dectus  mactans,  under  Drs.  R.  L.  Taylor  and 
Donald  W.  Davis,  professors  of  biology;  and  she 
tells  me  that  the  female  spiders  are  aggressive  only 
when  she  disturbs  their  home  or  their  eggs;  further 
that  breeding  has  taken  place  under  her  observation 
from  July  to  December,  attaining  its  acme  during 
September  and  October. 

The  rash  is  more  common  in  the  cases  reported 
in  California  though  in  a  Kansas  case  it  followed  the 
bite  of  a  brown  spider,  Loxosceles  rejescens,  report- 
ed by  Schmaus.  However,  the  rash  may  be  an 
allergic  phenomenon  and  occur  in  some  people  and 
not  in  others. 

The  location  of  the  bite,  as  suggested  by  Dr.  J. 
Boiling  Jones,  usually  being  on  the  genitalia  and 
this  accounting  for  the  abdominal  rigidity  as  the 
poison  ascended,  did  not  seem  to  apply  to  all  cases 
as  Dr.  W.  L.  Peple,  in  1930,  reported  a  case  with 
abdominal  symptoms,  the  bite  having  been  on  the 
thumb.  The  poison  is  said  to  travel  by  lymphatics, 
and  the  general  opinion  seems  to  be  that  often  all 
of  the  muscles  are  involved,  that  there  is  rigidity 
of  the  muscles  of  the  chest  as  well  as  of  the  abdo- 
men, and  that  the  muscles  of  the  legs  and  arms  may 
be  in  a  spasm.  The  fact  that  the  pain  is  disseminated 
throughout  the  chest,  abdomen,  and  extremities  may- 
be the  basis  for  the  statement  that  the  poison  is 
neurotoxic. 

In  regard  to  treatment,  morphine  has  been  given 
while  some  authorities  suggest  it  should  not  be  given 
but  suggest  large  doses  of  magnesium  sulphate  (one- 
third  of  a  teacupfull).  On  the  West  Coast,  Bogen 
has  suggested  giving  the  convalescent  serum.  Alco- 
hol has  been  used.  First-aid  treatment,  such  as  open- 
ing of  the  wound  to  allow  free  bleeding,  may  be  of 
some  value,  but  usually  the  patients  are  seen  by  th_- 
physician  too  late  for  this. 

Becker  and  D'Amour,  who  have  studied  the  black 
widow's  natural  history  and  the  chemical,  physi- 
ological, pharmacological,  and  immunological  prop- 


erties of  her  venom  state: 

'.'.'"'.  Ihe  previous  work  published  was  done  on  the 
effects  of  the  spider  bite.  This  is  open  to  the  criticism  that 
the  amcunt  of  venom  introduced  would  vary  with  the  size 
and  aneer  of  the  spider  and  the  amount  and  speed  of  ab- 
sorption would  vary  with  the  depth  to  which  the  fangs 
had  penetrated.  Our  method  was  to  dissect  the  pair  of 
venom  elands  from  each  of  a  large  number  of  spiders  (20 
to  100  were  used  in  each  bath),  and  macerate  the  glands 
in  saline.  Injections  were  made  intraperitoneally.  A  toxi- 
city cvrve  was  plotted,  10  rats  being  used  for  each  dosage, 
and  the  average  lethal  dose  determined.  The  eggs  were 
macerated  in  saline  and  the  average  lethal  dose  determined. 
We  found  that  one-fourth  the  venom  in  one  spider  would 
kill  five  rats  out  of  10,  while  one-half  of  the  venom  would 
kill  nine  out  of  10.  For  the  eggs:  one  egg  would  kill  four 
out  of  10,  while  two  eggs  would  kill  10  of  10  rats.  For 
the  venom,  therefore,  one-fourth  spider  is  considered  the 
average  lethal  dose,  and  for  the  eggs,  one  and  one-fourth 
eggs  is  considered  the  average  lethal  dose." 
They  summarize  as  follows: 

"Anti-sera  of  considerable  potency  against  both  the  venom 
and  the  eggs  of  Latrodectus  mactans  have  been  prepared. 
Cr?ss -immunization  experiments  indicate  that  the  two  pois- 
cn:.  are  not  identical." 

If  this  anti-serum  is  effective  in  human  cases,  we 
may  at  least  have  a  standardized  therapy  for 
arachnidism. 

In  regard  to  control,  the  black  widow  is  widely 
distributed  in  nature  and  therefore  its  complete 
elimination  in  an  area  of  any  size  is  out  of  the 
question.  In  localities  where  it  commonly  occurs, 
removal  of  materials  which  harbor  spiders  from 
around  dwellings  and  places  of  work  is  recom- 
mended. Piles  of  brick,  tile,  wood,  old  boards,  and 
the  like  are  the  favorite  breeding  places  for  the 
spider.  An  undiluted  creosote  oil  sprayed  around 
such  places  is  suggested  for  elimination  of  the 
black  widow. 


Persons  Who  Cannot  Wear  Dental  Plates 
(Edi.   from    Amer.    Jl.    Dig.    Dis.   &    Nutri.,  April) 

After  one  has  met  a  number  of  these  women  one  can 
begin  to  see  that  they  fall  into  a  type:  they  are  all  hyper- 
sensitive and  fussy  and  nervous;  everything  annoys  them, 
and  they  are  full  of  aches  and  pains.  After  their  teeth  are 
out  they  go  from  one  dentist  to  another  hoping  always  to 
find  some  paragon  who  will  either  make  a  new  and  satis- 
factory plate,  or  will  so  adjust  one  of  the  old  plates  that  it 
will  be  comfortable  in  the  mouth. 

Obviously  the  lesson  each  phyrician  must  learn  from  this 
is  that  he  must  recognize  such  women  in  time  so  that  he 
will  spare  himself  the  misfortune  of  being  responsible  for 
the  misery  that  will  almost  certainly  follow  the  removal  of 
all  the  remaining  teeth.  A  toothless  woman,  prematurely 
aged  and  disfigured,  and  her  long-suffering  family  will  not 
soon  forget  to  curse  the  name  of  any  man  who  brines  such 
misfortune  upon  them,  especially  when,  as  commonly  hap- 
pens, the  Heberden's  nodes,  or  the  hypertension,  or  the 
buzzing  in  the  ears,  or  the  flatulent  indigestion,  for  which 
relief  was  sought,  continues  unchanged. 

It  is  not  difficult  to  recognize  the  particular  human  type, 
and  usyally  when  encouraged  to  do  so  they  are  willing  to 
keep  their  remaining  teeth.  Fortunately  there  usually  are 
other  ways  of  helping  these  people  besides  the  one  that  is 
now  so  popular. 
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FREQUENTLY  we  are  disposed  to  regard 
human  functions  as  expressions  of  single 
systems  or  even  groups  of  cells.  For  example, 
it  is  commonly  believed  that  the  brain  is  the  organ 
of  thought;  "but  man  does  not  think  with  the  brain 
alone  any  more  than  he  walks  with  the  legs  alone. 
It  is  true  that  thinking  can  no  more  go  on  without 
a  brain  than  can  one  walk  without  legs,  but  man 
thinks  with  the  whole  organism.  The  tone  of  the 
muscles,  the  secretion  of  glands,  the  digestive  con- 
dition, the  elimination — all  influence  the  function 
of  nerves  in  the  brain  and  cord.  Thinking,  walking, 
feeling,  hunger  and  fear  and  many  other  bodily 
functions  are  expressions  of  the  whole  organism  and 
not  of  any  one  part  or  organ." 

When  a  person  understands  this  unity  that  pre- 
vails in  the  organism,  he  knows  that  power  resides 
in  the  effective  functioning  of  the  whole.  To  look 
for  explanations  and  solutions  outside  himself  is 
weakness;  this  is  too  often  the  ready  excuse  of 
those  who  fail  to  appreciate  and  to  use  properly  the 
organism  that  is  really  the  individual  himself. 

Beside  the  central  nervous  system,  there  is  an- 
other, the  autonomic,  that  is  probably  older  but 
certainly  less  well  known.  It  is  composed  of  ganglia 
lying  outside  the  cord  with  nerves  connecting  with 
viscera  and  various  glands.  The  functions  of  this 
nervous  system  relate  to  protection  of  the  organism, 
nutrition  and  elimination  and  is  intimately  associ- 
ated with  the  emotions.  It  is  through  this  system 
that  many  of  the  bodily  functions  are  affected  in 
emotional  states.  Fear,  for  example,  may  stop 
digestion,  cause  evacuation  of  the  bowels,  accelerate 
the  heart  and  contract  numerous  structures. 

We  must  not  think  of  the  body  and  mind  in  dif- 
ferent terms,  but  as  aspects  of  the  same  entity,  the 
processes  of  which  are  integrated  to  form  one  whole. 

Behavior  may  be  defined  as  the  sum  of  our 
responses  to  stimuli  arising  either  from  within  or 
without  ourselves.  To  biology  we  owe  our  appreci- 
ation of  the  fact  that  we  should  think  of  behavior 
as  a  unity  which  includes  both  organism  and 
environment. 

From  the  viewpoint  of  the  group,  human  behavior 
is  essentially  of  two  kinds:  that  which  conforms  to 
group  standards  and  is  therefore  socially  acceptable, 
and  that  which  deviates  so  far  from  these  standards 
as  to  be  socially  unacceptable. 


The  children  in  any  schoolroom  may  be  divided 
roughly  into  two  groups.  The  larger  group  is  made 
up  of  those  children  who  are  facing  their  major 
problems  with  a  fair  degree  of  success.  Such  chil- 
dren meet  their  difficulties  honestly  and  courage- 
ously. They  get  along  with  their  playmates.  They 
do  not  become  bullies,  nor  do  they  shrink  into  the 
background  fearful  of  human  contacts.  Boasting, 
bragging  and  fantasy  are  resorted  to  only  mildly. 
Boys  and  girls  of  this  group  get  along  with  their 
studies.  They  are  regarded  as  normally  adjusted  to 
their  world.  This  does  not  mean  that  they  are  per- 
fectly adjusted;  they  have  their  perplexing  prob- 
lems which  they  solve  with  varying  degrees  of 
success. 

In  every  classroom  will  be  found  also  children 
who  are  maladjusted  and  in  need  of  help.  They  are, 
finding  life  difficult.  Such  children  are  always  a 
challenge  to  the  teacher  to  discover  causes  and 
remedies.  The  happy  people  of  the  world  are  those 
who  are  walking  with  life,  so  to  speak.  It  is  when 
we  attempt  to  walk  against  life  that  we  begin  to 
encounter  difficulties.  In  general  we  are  all  look- 
ing toward  the  same  goal  for  our  children.  We  hope, 
when  they  are  grown,  they  will  accomplish  two 
things:  pet  as  much  satisfaction  out  of  life  as  possi- 
ble, and  fill  a  place  in  life  as  useful  socially  as  their 
talents  permit.  How  shall  we  go  about  helping 
them  toward  this  goal?  Who  is  responsible  for 
forming  right  attitudes  toward  life?  When  do  we 
begin? 

We  must  realize  that  our  real  job  in  any  given 
problem  of  nerves  and  badness  is  contingent  on  the 
answers  to  the  following  questions: 

"1.  What  kind  of  constitutional  stuff — intellec- 
tual, biological  and  temperamental — is  this 
child  or  adolescent  made  of? 

"2.  What  environment  and  education  process 
offers  any  given  constitutional  endowment  its 
best  chance  of  growth  and  development?" 

Psychiatry  has  justly  become  a  very  popular 
subject  with  the  general  public.  While  admittedly 
it  can  contribute  toward  the  solution  of  various 
community  problems,  there  is  danger  of  disappoint- 
ment and  disillusionment. 

We  must  have  a  few  principles  underlying  a 
logical  and  common-sense  scientific  approach  to  an 
understanding  of  childhood  activities  as  behavior 
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in  contradistinction  to  judgment  passed  upon  them 
as  conduct.  Psychiatry  is  a  branch  of  knowledge 
that  is  struggling  to  bring  order  out  of  chaos  and 
bring  into  agreement  the  multitude  of  diverse 
opinions  of  those  who  have  panaceas  for  all  be- 
havioristic  ills.  There  are  the  endocrinologists  who 
would  have  us  believe  that  behavior  is  the  sum 
total  of  glandular  balance,  and  that  if  we  could 
but  find  the  key  to  glandular  harmony  childhood 
would  start  on  the  road  to  perfection.  And  there  is 
the  school  of  psychoanalysts  who  would  have  us 
believe  that  eternal  salvation  in  the  sphere  of  human 
relationships  lies  in  capturing  the  vagaries  of  the 
libido.  And  there  is  yet  another  school  which  would 
have  us  put  our  faith  implicitly  in  foci  of  infection, 
maintaining  that  all  aberrations  of  human  behavior 
have  their  source  in  pus  somewhere  in  the  system. 
Then  there  is  the  dabbler  in  psychology  who  does 
not  find  it  possible  to  assign  a  simple  cause  to  a 
simple  effect.  He  ignores  the  simple  obvious  cause 
to  search  for  one  more  obscure.  We  should  strive  in 
our  stable  thinking  to  lay  to  glands  and  libido  and 
focal  infections  and  habit  training  and  constitu- 
tional endowment  and  environment  just  what  blame 
in  each  individual  case  offers  us  the  most  of  help- 
fulness in  the  solution  of  the  problem  on  hand;  but 
we  shall  fail  to  see  the  forest  because  of  the  trees 
if  we  dedicate  our  thinking  exclusively  to  any  one 
point  of  view.  Plants  and  animals  can  be  depended 
upon  to  develop  with  reasonable  evenness  from 
seed  to  flowering  maturity,  but  the  human  being  is 
far  too  complex  in  his  organization  to  be  depended 
upon  to  develop  according  to  a  ,set  pattern  which 
any  scientific  theory  may  lay  down  for  him.  It  is 
therefore  unwise  to  classify  children  or  adults  into 
groups  of  normal  and  abnormal.  It  is  only  when  we 
think  in  terms  of  varying  degrees  of  normality  that 
we  become  constructive  in  our  diagnosis  and  treat- 
ment. 

Our  State  Board  of  Health  and  the  medical  pro- 
fession generally  have  in  recent  years  tried  to 
educate  the  world  in  preventive  measures.  I  am 
sure  we  have  learned  a  great  deal  as  to  the  preven- 
tion of  disease  and  that  a  distinct  contribution  to 
the  welfare  of  the  nation  has  been  made. 

We,  all  of  us,  really  believe  the  adages  that  "an 
ounce  of  prevention  is  worth  a  pound  of  cure",  and 
"a  stitch  in  time  saves  nine"  but  when  it  comes  to 
putting  these  theories  into  practice  we  all  of  us 
prove  to  be  procrastinators.  In  the  realm  of  psychi- 
atry child-guidance  clinics  and  mental-health 
clinics  are  seeking  to  establish  the  same  sort  of 
prevention  program  as  are  in  operation  in  other 
fields  of  medicine. 

We  have  in  recent  years  heard  a  great  deal  about 
juvenile  delinquents.  For  the  purpose  of  definition 
a  delinquent  is  considered  to  be  one  whose  behavior 
has  been  such  that  society  has  been  forced  to  give 


attention  to  his  case  through  a  court  procedure. 
But  there  are  many  equally  maladjusted  who  have 
not  been  arrested.  We  have  become  greatly  exer- 
cised over  this  problem,  and  it  is  one  demanding 
the  best  understanding,  the  greatest  wisdom  and 
patience.  Great  sums  of  money  are  being  spent  al! 
over  the  world  to  provide  detention  homes,  special 
schools,  reformatories,  industrial  homes  and  such,  to 
say  nothing  of  the  expense  of  maintaining  juvenile 
courts  and  special  case  workers.  A  great  deal  is 
being  accomplished  but  all  of  these  have  serious 
handicaps  and  drawbacks.  For  instance,  many  boys 
and  girls  who  are  corrigible  and  only  slightly  delin- 
quent come  under  the  tutelage  of  those  who  are 
advanced  in  defiance  of  social  regulation.  Is  it  then 
any  wonder  that  these  measures  neither  correct  nor 
reform?  It  is  becoming  increasingly  evident  that 
the  only  way  out  of  this  situation  is  by  a  proper 
grouping  of  the  individual  delinquent.  Careful  study 
will  reveal  that  first  offenders  are  sometimes  wholly 
unfitted  to  be  at  large  while  the  apparently  hard- 
ened offender  may  be  made  a  harmless,  if  not  an 
actually  useful,  member  of  society. 

The  majority  of  delinquents  or  abnormal  children 
may  be  explained  by  simple,  practical,  every-day 
cause-and-effect  parental  indifference,  broken 
homes,  mental  defect,  character  defect.  These  may 
be  resolved  into  one  very  practical  and  every-day 
cause,  viz:  lack  of  sense  of  responsibility  for  be- 
havior. All  delinquents  are  not  feeble-minded. 

The  modern  teacher  trained  in  the  psychology  of 
childhood  is  the  doctor's  best  assistant  in  the  pre- 
vention of  development  of  abnormal  adults.  The  pa- 
rent in  the  home  and  the  teacher  in  the  school  must 
watch  for  any  abnormal  tendency.  If  the  child  is 
dominated  too  much,  one  of  two  things  will  happen. 
First,  if  he  is  naturally  an  introvert,  he  will  become 
shy,  reserved  and  weak,  and  as  a  consequence,  will 
fear  others  the  rest  of  his  life.  He  will  fail  to 
become  self-reliant,  will  lack  initiative,  and  will 
depend  upon  others  for  the  rest  of  his  life.  On  the 
other  hand,  if  he  is  naturally  an  extrovert,  he  will 
resent  being  dominated,  become  insolent  and  rebel 
against  any  authority. 

In  the  former  case,  we  usually  find  the  individual 
who  experiences  the  nervous  break-down,  which  if 
not  due  to  an  organic  biologic  cause  is  nothing  but 
an  attempt  of  the  introvert  to  escape  reality.  When 
forced  to  rely  upon  himself  and  face  reality,  this 
type  of  person  seeks  refuge  in  flight  by  withdraw- 
ing within  himself.  To  do  this,  the  subconscious 
mind  sets  up  numerous  queer  mechanisms  which 
enable  the  person  to  escape  reality  and  claim  the 
attention  and  care  that  is  always  given  to  the  sick. 

On  the  other  hand,  the  extreme  extrovert  must 
be  guided  and  controlled  if  the  end  result  is  to  be 
an  adequate  adult. 

We  all  know  that  the  juvenile  delinquent  begins 
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to  come  under  the  law's  observation  at  about  the 
beginning  of  adolescence.  The  general  public  and 
many  of  us  are  inclined  to  say,  "that's  just  adoles- 
cense;  isn't  it  a  terrible  time  in  the  life  of  a  child"; 
or  sometimes  we  say,  "let  him  alone  he  will  outgrow 
it." 

But  why  do  we  have  so  many  girls  and  boys 
becoming  delinquent  at  this  age?  Can  we  prevent 
this  already  great  expenditure  of  money,  anxiety 
and  worry  from  becoming  greater?  Can  we  prevent 
delinquency  in  adolescence  and  if  so,  how? 

We  have  a  promising  field  in  the  prevention  of 
delinquency  by  exercising  proper  care  and  -aining 
during  the  early  developmental  years  of  childhood, 
and  I  wish  to  say  earnestly  and  sincerely  that,  with 
present  types  of  court  procedure,  our  only  hope 
lies  in  detecting  and  correcting  maladjustment  in 
early  childhood. 

Adolescence  is  frequently  conceived  as  the 
stormy  passage  between  childhood  and  maturity.  It 
is  as  though  they  were  two  separate  and  distinct 
countries,  quite  foreign  one  from  the  other.  The 
journey  between  the  lands  is  viewed  with  dismay 
by  adults  because  they  see  so  many  children  failing 
to  reach  the  other  side,  or  succeed  in  doing  so  only 
after  a  long  and  painful  journey.  Why  do  these 
children  fail  or  encounter  troublesome  sailing? 

Childhood  gives  the  pattern  for  meeting  the 
problems  of  adolescence.  The  change  is  not  a  blind 
crossing  from  one  country  to  another,  but  instead 
is  entered  upon  with  many  years  of  training  and 
experience  in  meeting  situations  which  have  many 
elements  similar  to  those  of  adolescence. 

Why  then  do  we  begin  to  observe  failure  most 
often  at  this  period?  It  is  because  adolescence 
inevitably  presents  a  turning  point.  Human  life 
may  be  thought  of  as  a  continuous  struggle  to  so 
organize  our  various  needs  and  interests  with  rela- 
tion to  the  social  and  physical  environment  as  to 
win  the  approval  of  society  and  personal  satisfac- 
tion. Adolescence  is  the  time  which  demands  more 
aggressive  and  purposeful  effort.  If  in  previous 
years  the  individual  has  used  no  evasive,  indirect  or 
subjective  means  to  escape  the  problems  of  life 
then  little  difficulty  will  be  experienced  in  making 
adjustments  to  the  new  responsibilities  of  adoles- 
cence. Adolescence  tests  out  the  wholesomeness  of 
ihe  previous  development.  I  make  this  statement 
referring  only  to  the  individuals  who  came  into 
the  world  with  what  we  call  a  normal  mind  and 
body. 

Let  us  consider  for  a  moment  the  glands  of 
internal  secretion.  This  is  more  or  less  a  gland  age. 
The  effect  of  some  of  the  glands  of  internal  secre- 
t;on  on  the  physical  body  and  behavior  is  quite 
significant.  The  effect  of  the  sex  hormone  on 
behavior  is  best  noted  during  the  crucial  periods  in 
sex  life.  The  young  girl  entering  into  womanhood 


becomes  more  reserved;  she  is  more  motherly  in 
caring  for  her  younger  brothers  and  sisters  and 
more  sympathetic.  In  boys  the  change  is  more 
gradual,  less  dramatic.  However,  the  boy  may  be 
come  shy  during  adolescence  and  at  the  same  time 
display  sudden  aggressiveness,  even  to  the  degree 
of  piracy,  in  athletics.  The  fat  child  may  have 
pituitary  or  thyroid  dysfunction.  While  ability  to 
get  on  with  school  work  may  show  no  change,  the 
general  behavior  may  be  much  changed  for  the 
worse;  and  the  bright,  fat  child  may  become  the 
dull,  fat  child;  or  the  one  with  thyroid  disease  may 
become  stubborn,  fretful  and  emotionally  unstable. 

We  have  said  that  the  child's  pattern  of  future 
behavior  is  laid  early  in  life.  Let  us  now  look  at 
those  who  are  responsible  for  guiding  this  pattern 
of  life.  The  three  greatest  factors  in  the  life  of  a 
child  up  until  adolescence  are  the  home,  the  school 
and  the  church — particularly  the  home  and  the 
school.  Their  guidance  being  in  our  hands,  how  are 
we  handling  this  responsibility?  Are  we  helping  or 
hindering?  Are  we  seeking  f.o  help  them  to  become 
happy  and  useful  adults?  Of  course  we  make  mis- 
takes. We  get  excited  when  we  should  be  calm,  we 
are  selfish  when  we  should  consider  the  child's  in-' 
terests  or,  worst  of  all,  we  are  indifferent.  Those 
who  know  automobiles  tell  i's  that  the  usefulness  of 
such  a  machine  is  determined  by  the  care  it  receives 
the  first  thousand  miles.  Knowing  this,  we  wouldn't 
run  our  car  in  the  garage  hoping  the  newness  would 
wear  off.  Yet,  we  often  adopi  this  policy  in  handling 
the  problems  of  children  because  it  is  the  easiest 
way. 

Every  classroom  has  its  quota  of  maladjusted 
children.  A  study  of  childien  in  nursery  schools 
shows  that  already  the  personalities  of  these  chil- 
dren are  fairly  well  developed.  The  home  has 
already  contributed  its  share  toward  the  child's 
stability  or  instability.  It  isn't  long  before  the 
intelligent  teacher  notes  whether  the  child  is  ad- 
justed to  life.  The  methods  employed  in  meeting 
the  problems  of  maladjusted  children  must  be  as 
varied  as  the  different  types  of  individuals.  How- 
ever, in  all  our  efforts,  we  must  ever  keep  before 
us  the  thought  of  not  overemphasizing  the  problem, 
in  any  case,  and  of  paying  much  attention  to  the 
ways  in  which  the  child  is  normal.  It  is  through 
the  normal  that  we  overcome  the  abnormal. 

When  a  teacher  encounters  a  problem  in  a  child 
rne  of  the  first  steps  should  be  to  investigate  the 
home  conditions.  Often  a  child's  misconduct  is  a 
ieact:'on  to  his  home  situation.  Change  in  the  be- 
havior of  the  parents  may  result  in  correcting  this 
problem.  To  a  great  extent  the  success  of  efforts 
to  change  the  child's  behavior  depends  upon  the 
stnmina  of  the  parents.  Some  children  are  incor- 
rigibles  purely  because  they  feel  that  no  one  loves 
them.    At  the  first  outbreak,  the  parents,  in  their 
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wounded  pride  and  angry  disappointment,  withdraw 
their  love  and  encouragement.  At  school  the  child 
is  likewise  criticised  for  bad  behavior  and  poor 
work.  It  is  surprising,  too,  the  number  of  parents 
who  fail  to  enter  into  the  lives  of  their  children 
in  any  vital  manner.  When  the  parent  plays  with 
the  child,  reads  to  him,  goes  to  shows  with  him, 
takes  him  on  trips,  a  comradeship  is  established 
which  does  much  toward  the  making  of  a  whole- 
some character.  Far  most  important  in  the  early 
training  of  the  child  is  the  attitude  of  the  mother. 
She  must  have  a  genuine  desire  for  children.  A 
knowledge  of  child  psychology  will  not  compensate 
for  the  lack  of  physiological  endowment  for  mother- 
hood. Sometimes  we  are  so  busy  looking  after  the 
affairs  of  others  that  we  neglect  our  own. 

Fitting  an  educational  program  to  the  needs  of 
the  backward  child  is  another  problem  the  solving 
of  which  should  bring  joy  to  the  heart  of  any  leader. 
The  insane  child  and  the  idiot  are  usually  wards 
of  the  State.  It  is  the  off-type  not  so  much  unlike 
all  the  rest  of  us  whose  care  and  training  must  be 
planned  and  carried  out  according  to  his  individual 
capacity.  Books  and  pencils  may  mean  nothing 
to  him  but  trouble  and  are,  in  fact,  both  embarrass- 
ing and  irritating.  He  finds  himself  always  behind 
the  others  in  completing  his  work — this  leads  to  an 
ever-present  state  of  confusion  and  bewilderment. 
Fear  develops,  followed  by  hatred  of  instructor 
and  schoolmates.  He  sits  all  day  long  with  nothing 
to  do  but  get  into  trouble.  He  is  not  only  a  dis- 
turbing person  but  usually  a  very  depressed,  sad 
one.  If  put  in  a  special  class  he  may  tell  you  with 
tears  in  his  eyes  he  is  in  this  class  because  he  is 
"so  dumb."  Think  of  the  land  of  discouragement 
in  which  he  lives,  with  no  little  successes  or  tri- 
umphs so  often  enjoyed  by  normal  boys  and  girls. 
Education  must  be  fitted  to  their  needs  and  it  is 
often  found  in  the  learning-by-doing  method.  When 
the  child  produces  a  piece  of  work  which  finds  favor 
in  the  sight  of  his  fellow  students  his  self-esteem 
rises  and  he  is  pathetically  happy.  If  the  child 
continues  to  live  in  the  realm  of  fear  and  discour- 
agement he  soon  joins  the  band  of  delinquents;  for 
he  must  achieve  success  in  something.  These  chil- 
dren require  great  patience,  for  we  must  learn  to 
gear  our  mental  processes  with  theirs.  It  is  a  won- 
derful experience  to  see  characterless  hands  taking 
on  sureness  and  skill,  but  the  greatest  enjoyment 
consists  in  the  changes  brought  about  in  the  per- 
sonality and  character.  Following  up  these  chil- 
dren in  adulthood,  many  will  be  found  to  becomj 
successful,  humble  workers.  "Teach  a  boy  with  a 
defective  mind  how  to  work  and  he  becomes  an 
adult  who  dislikes  to  loaf,"  says  Wm.  H.  Kilpat- 
rick.  "Our  task  as  educators  is  to  begin  with  life, 
to  nurse  it,  to  help  it  grow,  to  help  it  enrich  itself, 
always  so  that  more  of  life  may  result  in  the  per- 


son himself  and  in  all  whom  he  touches.    There  is 
no  richness  but  life  itself." 

For  those  designated  as  defectives,  idiots  and 
low-grade  imbeciles,  I  would  recommend  a  program 
for  the  development  of  a  school  similar  to  the  Cas- 
well Training  School  at  Kinston,  N.  C.  Of  course, 
little  can  be  done  for  this  group  but  practically  all 
of  them  can  be  taught  something  that  will  lighten 
and  brighten  their  lives,  and  make  their  kinspeople 
more  reconciled  to  the  burden  of  kinship — a  burden 
that  has  fallen  on  some  of  the  best  families  of  the 
State  and  will  continue  to  fall  on  others. 

Directly  opposed  to  the  dull  child  is  the  problem 
of  the  bright  child.  If  placed  in  a  class  of  older 
children  where  he  is  debarred  from  participating  in 
competitive  games,  we  may  find  him  resorting  to 
peculiar  behavior  to  compensate  for  his  feeling  of 
inferiority.  In  general,  one  of  the  most  pronounced 
characteristics  of  a  problem  child  is  its  relationships 
to  other  children  and  its  inability  to  enter  into 
wholesome  games.  Many  mentally  normal  or 
bright  children  show  a  neurotic  taint.  This  group, 
particularly,  has  to  be  protected  from  the  strain 
of  school,  social  and  vocational  standards.  This 
group  is  frequently  subjected  to  treatment  and  poor 
management  for  a  long  while,  and  unnecessarily. 

The  removal  of  diseased  tonsils  is  always  indi- 
cated, but  they  may  not  be  playing  any  part  what- 
soever in  the  production  of  our  difficulty.  Too 
many  are  removed  to  relieve  faults  with  which  they 
have  nothing  to  do.  As  an  illustration:  Not  long 
ago  a  child  10  years  of  age,  was  seen  who  had  been 
under  the  care  of  a  good  pediatrist  for  several 
months  because  he  was  not  making  much  progress 
in  school  and  his  behavior  was  poor  at  home.  His 
tonsils  had  been  removed,  later  his  eyes  exam- 
ined, still  later  his  sinuses — all  without  avail.  The 
cause  of  the  child's  condition  was  a  simple  one. 
His  symptoms  were  vague  headaches,  choking  sen- 
sation at  mealtimes,  difficulty  in  his  studies  and 
with  his  playmates.  The  cure  of  his  symptoms  was 
largely  readjustment  of  his  home  environment.  He 
was  the  only  child,  petted  and  spoiled.  His  father 
was  nervous  and  his  mother  anxious.  Removal  of 
the  child  from  his  parents  for  two  weeks  and  read- 
justment of  his  home  environment  by  obtaining  the 
t'-ation  of  the  parents  immediately  restored 
the  child  to  normal  behavior.  Numerous  illustra- 
t!cns  of  a  similar  character  could  be  given.  What 
chance  has  a  child  with  an  irritable,  stern  father 
and  an  over-sympathetic  mother,  or  vice  versa? 
What  is  to  be  expected  of  Mary  Jones'  child  if  her 
mother  tries  to  make  her  a  copy  of  Sarah  Smith's 
child?  We  must  realize  our  temperamental  set- 
ups. 

One  of  our  greatest  difficulties  as  adults  is  our 
inability  to  enter  into  the  child's  way  of  thinking 
and  feeling  and  to  sense  the  motive  of  the  child's 


CHILDHOOD  BEHA  VIOR— Barron 


June,  1937 


misconduct.  We  must,  as  far  as  possible,  find  that 
sympathetic  affiliation  with  him  which  enables  us 
to  see  things  through  his  eyes.  We,  unhappily, 
tend  to  dislike  the  child  who  annoys  us.  If  the 
.teacher  in  her  study  of  the  situation  will  remember 
that  the  most  difficult  and  unlikeable  child  is  the 
very  child  most  desperately  in  need  of  understand- 
ing and  steady  affection  she  will  find  this  persistent 
interest  and  affection  unlocking  all  doors  and  bring- 
ing about  surprising  improvement  in  the  child's  be- 
havior and  personality.  Parents  and  teachers  both 
need  to  throw  off  so  much  bumptious  dignity  and 
approach  their  children  in  the  spirit  of  a  loving 
friend  rather  than  a  moralizing  judge.  The  "bad" 
child  is  not  so  because  of  perverseness  on  his  part, 
but  is  the  product  of  early  mishandling,  sometimes 
as  a  result  of  being  smothered  with  affection  and 
spoiled,  sometimes  by  neglect,  sometimes  by  condi- 
tions in  his  home  and  neighborhood  and  by  his 
school  experiences  and  relations. 

In  conclusion,  our  program  needs  to  be  one  of 
prevention.  The  teacher,  the  parent,  the  social 
worker  and  the  physician  all  wish  to  do  their  best 
but  we  all  fail  at  times.  We  must  be  flexible  in 
our  rules  and  we  must  be  willing  to  change  our 
methods.  We  must  also  be  very  patient,  for  usually 
these  problems  are  of  long  development  and  natur- 
ally the  cure  cannot  be  effected  overnight.  We 
must  be  tolerant  and  interested.  We  need  many 
things  to  help  us  in  our  handling  of  youth  but  most 
of  all  do  we  need  common-sense  and  an  understand- 
ing heart. 


Blood 
(J.  M.  Bligh,  Liverpool,  in  Liverpool  Medico-Chirurgical 
Jl.,  Part  3,  1936) 
The  Ancient  Greeks  believed  that  blood  was  Life,  that 
Life  was  Blood.  Their  word  for  blood — HAIMA — was  used 
to  signify  Life  in  a  variety  of  forms.  HAIMA  stood  for 
blood  that  belongs  to  the  body  proper  and  pours  from  a 
wound  in  the  body.  The  Romans  who  acquired  their  culture 
from  the  Greeks,  young  Romans  completing  their  education 
in  the  Greek  schools  and  Roman  orators  learning  their  art 
from  Greek  rhetoricians,  used  the  word  SANGUIS  to  mean 
the  blood  within  the  body,  but  they  used  the  word  CRUOR 
for  the  blood  that  flows  in  a  stream  from  a  wound  of  the 
body.  CRUOR  is  comparable  with  our  word  gore.  We  in 
English  make  a  similar  distinction:  we  may  dabble,  wallow, 
welter  in  gore,  but  only  the  youngest  of  Oxford  surgeons 
would  dream  of  referring  to  the  circulation  of  the  gore,  and 
W.  S.  Gilbert  correctly  and  politely  called  his  perfect  opera 
RUDDIGORE,  not  RUDDYBLOOD.  The  word  HAIMA 
has  also  the  transferred  significance  of  consanguinity , 
descent,  race.  Sophocles  in  his  play  Ajax  says  .  .  .  "those  of 
my  blood,  my  kin."  Homer  in  the  "ODESSEY"  (VIII-583) 
speaks  of  such  as  are  nearest  to  us  after  our  own  blood  and 
stock — that  is  our  own  relations  by  marriage.  HAIMA  had 
a  third,  a  metaphorical  meaning,  namely,  vigour,  force, 
spirit.  SANGUIS  bore  similar  meanings.  Horace  in  this 
XXth  ode  (Liber  Secundus)  writes  "Non  ego  pauperum 
sanguis  parentum" — "I  am  not  the  offspring  (the  blood) 
of  poor  parents."  Plato's  pupil,  Aristotle,  the  tutor  of 
Alexander  the  Great,  who  was  born  384  years  before  Christ, 
in  his  History  of  Animals,  has  the  following  passage: 


"Blood,  for  all  creatures  that  have  it,  is  their  most  neces- 
sary and  most  common  feature.  In  no  animal  has  the  blood 
perception  of  things  that  touch  it,  nor  indeed  has  the  brain 
perception  of  things  that  touch  it.  By  nature,  blood  has  a 
sweet  taste  if  it  is  healthy,  and  its  colour  is  red.  It  is  blacker 
when  inferior  either  by  nature  or  by  disease  but  the  best  is 
neither  too  thick  nor  too  thin.  And  in  the  animal  it  always 
coagulates  except  that  of  the  stag  and  the  deer  and  anv 
other  animal  of  a  similar  nature,  if  the  fibres  are  not 
taken  out  of  it.  Fat  animals  have  clear  but  little  blood  and 
the  fatter  they  get  the  more  anaemic  they  become,  for  fat 
itself  is  anaemic  and  unlikely  to  go  bad  but  blood  and 
things  with  blood  in  them  go  bad  very  quickly  and  espe- 
cially the  part  round  the  bones." 


The  Present  Status  of  the  Treatment  of  Pulmonary 

Tuberculosis 

(Lawrason    Brown,    Annals    Med.,   Augr..   '36) 

The  majority  of  those  familiar  with  pulmonary  tubercu- 
losis in  all  its  stages  do  not  hold  that  patients  in  the  mini- 
mal stage  require  any  form  of  surgical  treatment. 

As  soon  as  it  has  been  diagnosed  as  active,  rigorous  treat- 
ment should  be  instituted.  The  fundamentals  1)  rest  in 
the  beginning  and  regulated  exercise  later;  2)  good  food; 
3)  fresh  air;  4)  proper  education  of  the  patient. 

I  invariably  put  such  minimal  patients  to  bed  for  at  least 
6  weeks.  I  permit  them  to  go  to  the  bathroom  and  certain 
of  them  to  go  to  the  table,  but  never  allow  them  to  dress 
or  to  go  up  or  down  stairs.  I  explain  why  the  lung  requires 
rest  for  recovery.  Later  I  get  them  out  of  bed  very  grad- 
ually, permitting  them  to  begin  exercise  at  the  end  of  6 
weeks  by  walking  1  or  2  minutes  twice  a  day,  without 
dressing,  increasing  1  or  2  minutes  a  day  until  20  minutes 
twice  a  day.  Then  if  they  have  a  flight  of  steps  to  navi- 
gate, I  start  them  on  one  step  a  day  until  they  reach  the 
bottom.  Not  until  then  do  they  dress.  Following  this 
they  walk  on  the  street  for  10  minutes  twice  a  day  for  a 
week,  then  for  20,  for  30,  for  2<j  of  an  hour,  and  finally  for 
an  hour  twice  a  day. 

In  proportion  as  you  can  give  any  organ  functional  rest, 
so  you  can  aid  it  to  recover  from  tuberculosis. 

The  least  amount  of  food  that  any  patient  who  iis  under- 
weight can  gain  upon  is  the,  optimum  diet  for  that  patient. 

Fresh  air  affects  the  lungs  no  more,  no  less,  than  it  does 
the  knee.  The  chief  effect  is  manifested  through  the  skin, 
and  a  variation  of  20°  during  the  24  hours  is  highly  desir- 
able. I  am  no  advocate  of  sleeping  out  of  doors  for  pa- 
tients who  spend  hours  in  the  open  air  every  day.  During 
the  cool  and  colder  months  I  insist  that  the  patient  spend 
at  least  6  or  7  hours  in  the  open. 

Three  months  are  necessary  for  the  education  of  any  pa- 
tient. He  is  anxious  to  learn.  Urge  him  to  ask  questions, 
have  him  write  them  down.    Be  frank  but  optimistic. 


Desensitization  by  Oral  Administration  of  Pollen 
Extracts 


The  oral  administration  of  pollen  extracts  gives  results 
comparable  with  those  cases  treated  by  hypodermic  meth- 
ods. 

The  ease  of  administration  makes  it  acceptable  to  all  ages 
of  patients. 

The  margin  of  safety  is  wider  in  this  form  of  administra- 
tion. 

Other  sensitizations  than  pollens  can  be  desensitized  by 
the  oral  route  as  satisfactorily  as  by  the  hypodermic  ad- 
ministration. 
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For  the  Good  of  the  Profession 


C.  F.  Strosnider,  M.D.,  Goldsboro,  North  Carolina 


Members   of   the   Med'-cal  Society    oj   the   State   of  North 
Carolina  and  Guests: 

Nothing  is  to  be  more  highly  prized  by  any 
physician  in  North  Carolina  than  the  office  of 
President  of  the  Medical  Society  of  the  State.  1 
assure  you  that  no  one  could  appreciate  it  more, 
and  no  one  can  be  more  keenly  conscious  of  the 
obligations  and  responsibilities  which  it  entails. 

My  endeavor  has  been  to  evidence  an  apprecia- 
tion by  self-forgetful  service  in  the  performance 
of  the  duties  of  the  high  office.  Mistakes  I  have 
made,  but  I  have  the  consolation  of  knowing  that 
such  mistakes  were  human.  Again  no  one  can  say 
that  I  have  not  made  an  honest  effort  to  do  my 
duty,  as  I  interpreted  the  present  and  future  needs 
or  interests  of  our  profession. 

It  is  customary  for  the  president  to  suggest  to 
you  in  what  ways  the  work  of  the  society  may  be 
improved,  reiterating  those  principles  which  underlie 
the  work  of  the  doctor,  and  announcing  the  present 
lelations  of  the  Society  to  its  individual  members; 
to  the  medical  profession ;  to  the  public,  and  to  the 
institutions  with  which  it  must  come  into  close 
contact. 

It  is  comforting  to  know  that  despite  the  hard- 
ships and  discouragements  of  the  times  neither  the 
quality  nor  the  quantity  of  service  of  the  doctors 
to  all  the  people  has  been  lowered. 

For  the  good  of  the  profession,  I  would  like  to 
discuss  with  you  the  present-day  progress  and  prob- 
lems of  our  profession.  These  include  those  things 
which  improve  the  doctor;  the  doctor  and  his  duty 
to  society;  the  doctor  and  his  public;  the  doctor 
and  his  organization  and  leadership. 

The  primary  purpose  of  the  doctor  in  this  Society 
is  to  make  quickly  available  by  pamphlet,  by  dem- 
onstration, and  by  lecture  every  fact  and  every 
truth  of  advancing  medical  science  in  order  tha . 
their  usefulness  may  be  rapidly  placed  at  the  service 
of  the  sick.  This  we  are  doing  through  the  media 
of  special  papers,  lectures,  post-graduate  group 
work  in  clinical  subjects;  and  intensive  study  by 
sections  or  committees  of  special  lines,  divisions  of 
public  health,  prevention  of  disease,  maternal  and 
infant  welfare,  and  advocating  protective  health 
legislation  for  the  people. 

Our  profession  has  always  realized  its  responsi- 


bility to  the  public.  Therefore,  the  doctor  is 
solicitous  for  the  general  increase  of  medical  knowl- 
edge on  the  part  of  the  public.  The  public  should 
know  the  progress  in  medical  science,  the  applica- 
bility of  that  progress  to  present-day  needs  and  the 
limitations  still  existing.  It  should  know  the 
miracles  of  medicine.  It  should  know  the  results  to 
be  obtained  in  immunization,  in  the  reduction  of 
mortality  and  morbidity,  and  in  the  eradication  of 
such  diseases  as  typhoid  fever,  malarial  fever, 
undulant  fever,  typhus  fever,  diphtheria  and  the 
vitamin  deficiency  disorders.  It  should  know  the 
ever-increasing  accomplishments  of  surgery,  the 
continuous  efforts  and  ways  to  reduce  dangers  in 
child  birth;  and,  the  never-ceasing  work  of  the 
doctor  in  the  seemingly  hopeless  warfare  against 
cancer. 

For  its  own  protection  the  public  should  be 
acquainted  with  the  qualifications  required,  the 
training  at  very  great  cost,  and  the  licensing  of  men 
and  women  in  medicine;  and  the  reason  why  the 
medical  profession  opposes  the  quack,  the  cultist 
and  the  irregular  practitioner. 

The  public  should  know  about  the  economic 
aspects  of  medicine.  It  is  surprising  what  little  it 
does  know  of  the  costs  and  needs  of  medical  care, 
the  explanation  of  these  costs,  the  amounts,  the 
methods  and  the  reasons  for  remuneration.  The 
public,  informed,  can  be  trusted,  as  evidenced  by 
the  fact  that  in  more  than  a  thousand  college  and 
high  school  debates  on  socialized  medicine,  propa- 
ganda of  those  hostile  to  medicine  fell  far  short  of 
the  expectations  of  the  promoters. 

The  public  should  know  how  the  Society  strives 
to  improve  the  qualifications  of  its  members  by 
lectures,  demonstrations  and  the  post-graduate 
courses;  but  it  must  never  lose  sight  of  the  fact  that 
the  instruction  and  advice  given  to  an  individual  or 
his  family  by  the  family  physician  carry  the  most 
value. 

This  Society  would  have  the  public  know  how 
its  prospective  members  are  scrutinized  and  selected ; 
that  membership  carries  increased  obligations  and 
responsibilities;  that  the  county  medical  society 
should  and  does  guarantee  the  qualifications  and 
character  of  its  members;  that  non-membership 
places  a  doctor  on  the  defensive.  With  this  knowl- 
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edge  the  public,  in  my  opinion,  will  cooperate  with 
us  for  its  own  good. 

The  public  should  be  made  acquainted  with  the 
contribution  which  the  doctors  are  making  in 
assisting  the  hospitals  and  dispensaries  in  meeting 
the  unusual  demands  made  for  medical  and  surgical 
care. 

The  present  and  the  future  of  the  general  hos- 
pitals are  matters  of  great  concern  to  us.  The 
demands  of  our  times,  with  the  lack  of  facilities 
and  accommodations  in  the  small  apartments  for 
home  treatments,  the  plans  for  increased  social 
security,  the  unusual  requirements  in  accommo- 
dations and  hospital  luxuries,  and  the  service  that 
may  be  required  in  the  future  for  all  those  becoming 
pensioners  of  the  government  through  social  security 
programs,  have  been  making  and  will  make  still 
further  radical  changes  in  hospital  service. 

No  one  knows  so  well  as  the  doctor  the  amount 
of  good  that  has  been  done  by  these  institutions. 
No  one  so  appreciates  the  assistance  that  they 
render  in  caring  for  the  sick.  Every  one  should 
know  how  freely  doctors  have  given  of  their  services 
to  further  those  purposes  that  have  distinguished 
the  hospitals. 

I  believe  that  the  appointment  of  staff  doctors 
to  the  board  of  trustees  of  the  hospitals  would  be 
extremely  helpful  to  all  concerned.  They  would  be 
placed  in  position  to  show  the  usefulness  of  certain 
departments,  to  protect  against  extravagances,  and 
to  contribute  their  experience  and  judgment  to  the 
routine  business  measures.  As  proof  of  my  conten- 
tion, I  cite  the  numerous  private  hospitals  in  our 
State  which  are  conducted  by  physicians  in  such  an 
efficient  manner  as  to  reflect  great  credit  on  those 
in  charge. 

We  are  encouraged  to  look  with  great  hope  on 
the  future  of  our  Hospital  Savings  Association  to 
provide  hospital  care  for  the  low-income  group  of 
our  citizens.  This  plan  applies  many  principles 
which  we  hold  to  be  sound.  The  hospital  is  paid  in 
full  for  services  rendered.  The  patient  selects  his 
own  physician  and  his  own  hospital.  The  insurance 
is  voluntary  in  a  corporation  not  organized  for 
profit.  The  Hospital  Savings  Association  has  gone 
a  long  way  in  assisting  in  solving  the  acute  economic 
situation  of  our  hospitals,  but  the  economic  situation 
as  it  affects  the  doctors  and  the  patients  remains  a 
problem  which  is  attracting  the  attention  of  the 
public  as  well  as  our  profession. 

In  the  circumstances  of  the  past  few  years,  how- 
ever, professional  and  amateur  sociologists,  well- 
intentioned  as  they  may  have  been,  often  seeking 
their  own  advancement,  have  seized  the  occasion 
of  this  depression  to  propose  for  us  new  and  ill- 
founded  legislative  measures,  which  we  know  would 
be  destructive  of  the  present  high  quality  of  medical 
care  now  at  the  service  of  the  people.  No  one,  no 


group  and  no  system  has  ever  suggested  a  lessening  j 
of  the  quality  of  medical  care,  or  a  modification  of  | 
the  ethical  standards  of  the  profession. 

This  society  should  study  any  and  every  plan  for 
improvement,  no  matter  by  whom  or  when  proposed, 
not  for  the  purpose  of  detecting  faults,  but  with  an 
anxious  desire  to  make  improvements.  Any  modi- 
fication of  existing  methods  that  will  more  quickly 
bring  advances  of  medical  science  to  their  fullest 
possibility  for  the  permanent  benefit  of  the  people 
must  be  adopted. 

The  man  out  on  the  firing  line  best  suited  to 
detect  and  apply  the  proper  remedies  is  the  modern 
general  practitioner.  Thus  it  is  that  as  an  economic 
factor  I  submit  to  you  the  question  of  the  general 
practitioner  and  suggest  his  restoration  to  the  cen- 
tral place  in  caring  for  the  sick.  We  should  acquaint 
the  public,  for  its  own  good,  with  the  qualifications 
of  the  general  practitioner.  All  should  know  his 
ability  in  the  treatment  of  their  ailments  as  well  as 
his  ability  to  select  specialists  and  hospitals.  At  the 
present  time  in  the  less-populous  sections  of  our 
state  he  is  in  great  demand.  The  small  towns  and 
many  rural  sections  are  making  frequent  requests 
for  doctors:  the  supply  is  small  and  the  demands 
are  numerous.  As  a  profession,  what  are  we  going 
to  do  to  relieve  this  situation. 

Our  sons  and  daughters  are  now  receiving  medical 
training  up  to  and  including  the  second  year  in 
medicine,  the  equal  of  those  in  our  sister  states. 
The  four-year  medical  school  in  our  State  is  inter- 
nationally known  and  is  unable  to  accept  all  the 
State  applicants  applying  for  medical  training; 
therefore,  the  third-  and  fourth-year  work  in  medi- 
cine being  available  in  our  State  to  but  compara- 
tively few  of  North  Carolina  medical  students  who 
are  qualified  to  receive  such  training,  many  must 
go  out  of  our  State  to  complete  their  medical  edu- 
cation. 

As  a  doctor,  citizen  and  tax-payer,  I  am  con- 
vinced by  my  past  year's  experience  and  a  study  of 
the  statistics  of  our  annual  needs  and  our  annual 
source  supply  of  doctors,  that  our  State  University 
should  soon  accept  the  responsibility  and 
the  opportunity  of  establishing  a  four-year  grade-A 
medical  school  so  that  every  boy  and  girl  in  our 
State  qualified  to  study  medicine  may  be  given  the 
opportunity  to  burgeon  his  or  her  medical 
education.  Our  profession  has  been  privileged 
to  initiate  a  movement  that  our  State  meet  the 
medical  needs  of  our  people.  I  am  now  asking  that 
we  demonstrate  our  interest,  loyalty  and  faith  in 
this  historic  cause  by  putting  every  resource  in  our 
possession  at  the  disposal  of  our  State  in  her  desire 
to  investigate  the  medical  needs  of  our  people  and 
to  devise  ways  and  means  to  make  available  accom- 
modations suitable  to  meet  the  requirements  of  a 
four-year  grade-A  medical  school. 
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A  school  supplying  the  medical  needs  of  our 
State  would  greatly  assist  our  profession  in  meeting 
the  rising  tide  in  our  manifold  professional  rela- 
tionships with  the  different  departments  of  govern- 
ment in  caring  for  the  sick  and  injured,  especially 
the  indigent  and  the  low-income  group  of  our  citi- 
zens. So  many  plans  have  been  suggested  to 
our  government  and  our  profession  in  the 
recent  past,  to  care  for  the  low-wage  group  that  the 
National  Government,  through  its  Social  Security 
Board,  is  now  investigating  various  systems  of 
Socialized  medicine  in  foreign  countries.  In  caring 
for  the  sick  by  many  foreign  governments,  State 
medicine,  the  plans  of  Socialism  and  compulsory 
health  insurance  have  demonstrated  their  many 
weaknesses.  In  no  one  of  these  foreign  countries  do 
the  public  health,  the  loss  of  sickness  time,  or  the 
mortality  rates  compare  favorably  with  those  of 
our  own  country;  furthermore,  in  no  country  is  the 
quality  of  medical  care  given  to  the  under- 
privileged individual  equal  to  our  own. 

Every  individual  sick  person  should  be  cared  for 
by  a  doctor  of  his  choice.  Every  sick  indigent  per- 
son, whether  at  his  home,  at  a  clinic,  or  at  a  hos- 
pital, should  receive  all  necessary  care,  at  a  reason- 
able price,  and  that  care  should  be  paid  for  by  the 
local  government.  No  governmental  body  or  lay 
group  should  dictate  the  amount  of  treatment  to 
any  sick  person,  the  number  of  visits  that  may  be 
made,  the  kind  or  cost  of  medicine,  the  kind  of 
operation  that  may  be  performed,  nor  who  may 
perform  it.  These  are  strictly  medical  problems. 
There  is  a  place  for  lay  groups  in  social,  economic 
and  educational  branches  of  health  and  sanitation; 
there  is  an  immense  field  in  which  such  groups 
may  assist  the  doctor  and  the  sick,  but  such  work- 
ers may  not  tell  a  physician  how  he  must  treat  a 
patient. 

These  changing  and  challenging  conditions  in 
our  National  life,  can  be  accepted  and  utilized  by 
our  profession  through  the  medium  of  an  all- 
inclusive  membership,  a  good  organization  and  a 
trained  leadership.  In  working  for  membership  we 
are  at  the  same  time  working  for  the  accomplish- 
ment of  all  our  objectives.  Every  organization  de- 

■  rives  its  power  to  achieve  the  purpose  for  which 
it  was  organized  through  its  membership.  The 
organization  that  has  a  small  number  who  sub- 
scribe to  its  program  can   not  hope  for  a  maxi- 

j  mum  of  success  in  its  activities.  The  established 
organization  that  has  carried  on  a  successful  pro- 
gram must  keep  its  membership  growing  and  at 
work  if  it  hopes  to  attain  higher  objectives  and 
achieve  more  and  better  things.  Therefore,  we 
must  work  as  individuals  and  as  a  unit  to  obtain 
one-hundred  per  cent,  membership  in  our  County 
Medical  Societies.  The  day  of  individualization 
for  individual  security  is  past.     You  have  observ- 


ed that  men  and  women  of  similar  service  are 
organizing  for  their  own  and  the  public  welfare. 
This  idea  of  organization  is  being  fostered 
through  the  medium  of  legislation  by  our  National 
government.  It  has  recently  been  brought  to  our 
attention  that  numbers  speak  when  it  comes  to 
putting  an  idea  into  practice,  be  it  in  the  rural  or 
urban  areas  of  our  State  or  Nation.  The  indi- 
vidual doctor  needs  protection  now  as  never  before. 
He  has  been  generous  to  the  public  with  his  time, 
talent  and  credit,  but  another  day  has  dawned:  lay 
groups  are  telling  the  public :  The  doctor  is  too  busy 
to  look  after  the  poor  sick — we  must  organize  and 
direct  him  in  his  work.  Thus  we  observe  that  the 
doctor  must  either  lead  or  be  led  in  the  matters 
pertaining  to  health  and  the  practice  of  medicine. 

We  have  our  traditions  and  our  ideals  to  harmon- 
ize with  a  society  organized  along  commercial  lines 
and  demanding  that  doctors  adopt  its  methods  of 
mass  treatment.  This  situation  brings  the  doctor  to 
the  important  day  of  decision  in  the  matter  of 
accepting  a  place  of  leadership  in  solving  the 
economic  and  social  problems  bound  up  in  the 
practice  of  medicine. 

Not  only  must  we  have  a  strong  active  organiza- 
tion, but  to  attain  the  desired  ends  it  is  essential 
that  we  have  a  well-trained  and  an  enthusiastic 
leadership.  Experience  and  observation  confirm 
the  age  old  dictum  that  it  is  difficult  to  get  doctors 
to  accept  leadership  in  the  problems  concerning  our 
profession  or  the  community,  not  that  we  are  less 
qualified  than  others,  but  by  the  very  nature  of 
our  training  leadership  in  our  community  has  been 
discouraged. 

Wherever  mass  activity  or  interest  is  concerned, 
a  group  must  either  lead  or  be  led;  especially  is  this 
true  in  the  case  of  the  medical  profession  as  is 
frequently  evidenced  by  the  fact  that  the  doctors 
do  the  work  and  other  groups  get  the  credit.  This  is 
due  to  the  lack  of  organized  leadership.  To  remedy 
this  we  must  develop  leaders  from  our  own  ranks, 
broad-minded  medical  men,  capable,  willing  to 
serve  the  public  medically,  economically  or  politi- 
cally. We  must  develop  such  leaders  in  every 
county  medical  society;  and,  having  found  such 
leaders  we  must  loyally  support  them  in  the  attain- 
ing of  our  ideals. 

A  public  thus  well  served  will  appreciate  and 
reverence  the  members  of  our  7-ofession  for  their 
generalized  usefulness  and  efficiency  to  the  end 
that  medicine  will  fill  the  place  in  the  public's 
esteem  which  it  deserves,  and  the  doctor  thus  serve 
humanity  as  he  is  destined  to  do  here  and  every- 
where. 


Focal  dji-ection  is  not  a  proper  substitute  for  thought. - 
Gorrell. 


Savinc  sight. — Think   of  glaucoma  before  you  think  of 
cataract. 
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Up  from  the  South* 

James   K.  Hall,  M.D.,  Richmond,  Virginia 


AS  I  was  passing,  Professor  Forbes,  of  the 
Chair  of  Anatomy,  stepped  from  the  ele- 
vator. "Good  morning,  sir,"  I  said,  as  I 
bowed  deferentially.  But  Professor  Forbes  stopped 
me,  and  came  to  me.  He  remarked  that  my  voice 
sounded  scarcely  like  that  of  a  Virginian;  that  he 
thought  I  did  not  come  from  so  far  down  as  Louis- 
iana, nor  even  from  South  Carolina.  I  assured  him 
that  he  was  wholly  correct  in  his  assumption  that  I 
was  a  North  Carolinian.  Surely  I  cannot  be  mis- 
taken, even  after  all  the  years,  in  remembering  that 
he  told  me  he  was  by  birth  a  Virginian,  that  his 
family  had  come  north  in  his  childhood,  that  he 
was  already  a  physician  before  the  outbreak  of  the 
Civil  War,  and  that  he  was  Grant's  chief  medical 
officer  during  the  Vicksburg  campaign.  The  years 
have  rolled,  many  of  them,  and  my  memory  may 
be  betraying  me,  for  Professor  Forbes  was  talking 
to  me  in  1902.  The  battle-field  at  Vicksburg  has 
become  a  great  government  park;  there,  a  few 
days  ago,  a  grandson  of  General  Grant  and  a 
grandson  of  General  Pemberton,  commanders  of 
the  contending  armies,  were  photographed  as  they 
stood  hand-in-hand  at  the  base  of  the  peace  mon- 
ument. Gone  are  Grant  and  Pemberton  and  most 
of  their  warriors.  Gone  is  the  Confederacy  and  its 
hopes.  Gone  are  Professor  Forbes  and  the  eleva- 
tor, out  of  which  he  stepped,  and  that  building  of 
the  Jefferson  Medical  College  and  all  of  the  other 
college  buildings  that  were  here  at  that  time.  Gone 
is  my  youth,  my  roommate,  many  of  my  class- 
mates. Gone  are  Professors  Brinton  and  Keen  and 
Hearn  and  Hare  and  Horwitz  and  Davis  and  Mont- 
gomery and  Dercum  and  Wilson  and  Coplin  and 
DaCosta  and  Stelwagon.  The  fixed  thing  in  Nature 
is  change!  How  brief  is  the  active  life  of  the  occu- 
pant of  a  college  chair! 

Memory  and  the  present  occasion  have  little  re- 
gard for  chronological  sequence  and  orderliness. 
Since  the  day  it  was  opened  boys  have  been  coming 
up  to  Jefferson  from  the  South.  May  they  forever 
come. 

An  educational  institution  could  bear  no  more 
fitting  nor  inspiring  name  than  Jefferson.  Thomas 
Jefferson  possessed  a  restless,  versatile  mind,  and 
he  was  interested  in  all  that  concerned  mortals. 
But  his  long,  busy  life  was  devoted  to  one  simple 
purpose — the  liberation  of  the  human  mind  from 
the  tyranny  of  ignorance.    Jefferson  conceived  per- 


sonal liberty  to  be  impossible  in  the  individual  en- 
slaved by  ignorance;  he  knew  that  democracy  could 
not  prevail  amongst  people  who  are  ignorant,  and 
that  there  could  be  neither  civic  nor  political  prog- 
ress amongst  people  whose  minds  were  undisciplined 
by  knowledge.  The  Jefferson  Medical  College  holds 
high  the  torch  of  learning.  Our  College  here  is 
about  equal  in  age  to  the  University  of  Virginia, 
upon  the  material  construction  of  which  Jefferson 
looked  with  ageing  eyes  but  with  the  hope  of  his 
immortal  youth.  I  can  think  of  no  other  school  of 
medicine  in  America  that  has  touched  for  more  than 
a  century  so  many  phases  of  the  varied  life  of  this 
nation  as  Jefferson  Medical  College.  In  the  form- 
ative years  of  our  republic;  in  peace  and  in  war; 
in  prosperity  and  in  adversity;  in  the  constantly 
increasing  demands  of  scientific  progress  Jefferson 
continues  to  stand  in  the  forefront  of  the  world's 
great  medical  schools.  The  lives  of  the  majestic 
members  of  Jefferson's  faculty  that  have  become 
numbered  with  the  world's  deathless  dead  serve  to 
inspire  us  to  a  still  larger  vision  for  our  alma  mater. 
Those  who  guide  the  destinies  of  Jefferson  are  evolv- 
ing it  into  a  still  more  splendid  school,  worthy  of 
its  founding  fathers  and  equal  to  its  responsibili- 
ties. 

Atkinson  Pelham  came  over  from  his  boyhood 
home  at  Maysville,  Kentucky,  and  entered  the  new 
Jefferson  Medical  College.  In  the  first  class,  that 
of  1826,  he  was  graduated.  At  that  time  the  college 
work  was  carried  on  in  a  building  at  518-520  Locust 
Street,  then  called  Prune  Street.  Some  time  after 
graduation,  Atkinson  Pelham  went  to  North  Caro- 
lina, to  Person  County,  and  established  a  practice. 
There  he  married  Martha  McGehee.  After  a  few 
years  his  father-in-law  moved  to  more  fertile  lands 
in  Alabama,  and  he  induced  Dr.  Pelham  to  bring 
his  family  there.  In  Calhoun  County,  Alabama, 
was  born  in  1838,  the  sixth  child  and  sixth  son, 
John  Pelham.  The  secession  of  the  Southern  States 
and  the  impending  conflict  caused  John  Pelham  to 
resign  as  a  cadet  from  West  Point  Military  Acad- 
emy a  few  months  before  his  graduation.  He 
reached  his  home  in  Alabama  by  a  roundabout 
journey,  during  which  he  barely  escaped  capture. 
He  offered  his  services  to  the  Confederacy  and  was 
soon  assigned  to  the  staff  of  General  J.  E.  B. 
Stuart,  the  great  cavalryman  who  served  as  the 
eyes  and  the  ears  of  Lee  and  of  Stonewall  Jackson. 


•Spoken  at  the  annual  meeting  of  the 
Hotel,  Philadelphia,  June  3rd. 
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Just  beyond  the  northern  boundary  of  the  City 
of  Richmond  I  look  from  my  office  window  upon 
the  old  Brook  Turnpike.  Along  that  thoroughfare 
in  the  latter  part  of  June,  1862,  Jeb  Stuart,  with 
his  1200  picked  men,  and  his  famous  Horse  Artil- 
lery under  command  of  Major  John  Pelham,  rode 
northward  as  he  began  his  march  around  the  army 
of  General  George  Brinton  McClellan,  come  down 
from  Washington  with  a  great  army  to  lay  siege 
to  Richmond  and  to  capture  the  capital  of  the 
new  Confederacy.  Ten  or  fifteen  miles  north  of 
Richmond  and  a  few  miles  from  the  birthplace  of 
Henry  Clay,  the  great  conciliator,  Stuart  turned 
eastward,  and  he  moved  silently  and  swiftly  in  the 
rear  of  the  mightiest  army  our  continent  had  ever 
seen.  And  he  rode  by  the  birthplace  of  Patrick 
Henry.  Within  forty-eight  hours  Jeb  Stuart  and 
his  1200  had  ridden  clear  around  McClellan 's  army 
and  he  had  supplied  General  Lee  with  the  infor- 
mation that  he  needed  to  have  about  the  threaten- 
ing army.  Then  Lee  crossed  the  Chickahominy 
River  and  assaulted  McClellan,  first  at  Mechanics- 
ville.  At  the  conclusion  of  a  battle  lasting  contin- 
uously for  seven  days  and  nights  the  army  of 
McClellan  had  been  driven  upon  Federal  gunboats 
on  the  James  River  and  Richmond  was  saved. 
Thousands  of  lives  were  lost  in  each  army,  but 
desperate  deeds  of  valor  were  done,  and  names 
were  fetched  from  obscurity  into  immortality.  In 
the  thick  of  the  fighting  were  Stuart  and  his  can- 
noneer, the  son  of  our  Dr.  Atkinson  Pelham  and 
Martha  McGehee.  Tall  and  graceful,  blue-eyed 
and  golden-haired,  Major  John  Pelham,  quiet,  mod- 
est, clean  and  wholesome  and  unostentatious,  but 
terrible  in  battle  as  Achilles,  pushed  his  guns  up 
against  the  enemy  and  defied  danger  and  death. 
Even  in  his  dignified  official  despatches,  Jeb  Stuart 
referred  always  to  Jefferson's  son's  son  as  the  Gal- 
lant Pelham.  If  you  would  have  each  particular 
hair  of  your  head  to  stand  upon  end  read  the  Life 
of  Jeb  Stuart  by  Major  John  W.  Thomason,  Jr., 
of  the  United  States  Marines.  All  of  the  six  sons 
of  our  fellow-alumnus,  Atkinson  Pelham,  entered 
the  Confederate  Army.  If  you  would  read  of  one 
who  fought  for  the  thrill  and  the  glory  of  combat, 
possess  yourselves  of  Mercer's  Life  of  the  Gallant 
Pelham.  On  Saint  Patrick's  Day  in  1863,  the  boy 
Major  was  calling  on  his  sweetheart  at  Culpeper. 
The  sound  of  battle  reached  his  ears.  He  mounted 
the  first  horse  within  reach,  rushed  without  his 
accouterments  into  the  melee,  was  struck  on  the 
head  by  a  piece  of  shell,  and  was  dead.  He  had 
engaged  in  more  than  sixty  encounters  without 
having  been  wounded.  Within  two  months  Stone- 
wall Jackson  was  dead  at  Chancellorsville;  on  the 
next  July  4th,  Vicksburg  fell,  and  the  retreat  of 
the  Confederates  from  Gettysburg  had  begun. 
Within  a  little  more  than  a  year  Jeb  Stuart  was 


killed  in  a  clash  with  Sheridan  at  Yellow  Tavern. 
I  can  almost  see  that  field  from  my  office  window. 
Within  a  year  Appomattox  was  to  come.  And  the 
Confederacy  died,  not  in  its  second,  but  in  its 
fourth,  summer. 

Up  to  Jefferson  after  a  year  in  medicine  at  the 
College  in  Charleston  came  James  Marion  Sims  in 
September,  1834.  By  March,  1835,  he  was  a  doc- 
tor of  medicine.  He  had  been  born  in  1813,  in 
upper  South  Carolina,  only  a  few  miles  from  An- 
drew Jackson's  birthplace,  but  forty-six  years  after 
old  Hickory.  Jackson  and  Sims  were  both  adven- 
turers and  pioneers;  both  were  courageous  and 
contentious,  and  both  spread  their  names  and  their 
deeds  over  the  spacious  and  solemn  pages  of  the 
world's  mighty  story.  Every  physician  should  read 
Sims'  Story  of  My  Life.  He  was  probably  not 
inherently  brilliant,  but  he  succeeded  in  making 
of  himself  the  greatest  surgeon  of  his  day  by  his 
incessant  labour  and  his  unfailing  courage.  He 
gave  up  a  good  practice  in  Montgomery  and  went 
to  New  York  on  account  of  his  poor  health,  because 
he  had  observed  that  he  always  felt  better  when 
he  was  in  the  North.  I  have  no  doubt  that  Dr. 
Sims  had  pellagra,  although  the  disease  was  not 
identified  in  the  United  States  until  about  1905  or 
1906. 

General  George  B.  McClellan,  the  son  of  Dr. 
George  McClellan,  the  founder  of  Jefferson,  was 
born  in  Philadelphia  in  December,  1826.  Atkin- 
son Pelham's  son  was  to  cause  McClellan  trouble 
in  Virginia  thirty-odd  years  later.  When  Dr.  Sims 
was  a  student  at  Jefferson  he  used  to  give  the  little 
boy,  later  General  McClellan,  candy  and  what-not. 
And  Dr.  Sims  was  on  intimate  terms  with  General 
McClellan  after  the  War. 

Dr.  John  A.  Wyeth,  who  also  went  from  Alabama 
to  New  York,  married  a  daughter  of  Dr.  Sims.  I 
know  of  no  more  stirring  reading  than  Dr.  Wyeth 's 
Life  of  General  N.  B.  Forrest.  There  would  seem 
to  be  little  doubt  that  Forrest  was  the  greatest 
natural-born  soldier  the  world  has  ever  known. 
Practically  without  education,  academic  or  military, 
he  exhibited  a  genius  for  warfare  that  made  even 
General  Sherman  shudder,  and  to  cause  him  to 
implore  President  Lincoln  to  bring  about  Forrest's 
capture  or  destruction  even  if  the  effort  emptied 
the  Federal  treasury.  Although  Forrest  was  born 
in  Tennessee,  his  father  was  born  in  North  Caro- 
lina, near  the  State  University.  And  Thomas  Hart 
Benton,  first  United  States  Senator  from  Missouri, 
was  born  nearby.  Benton's  daughter,  Jessie,  against 
his  wishes,  married  General  J.  C.  Fremont,  whom 
Buchanan,  of  Pennsylvania,  defeated  for  the  Presi- 
dency, and  whom  Stonewall  Jackson  hurled  from 
the  Valley  of  Virginia.  Fremont  was  born  in  Sa- 
vannah, and  his  formative  years  were  spent  in  the 
South. 
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Dr.  Stuart  McGuire  lives  in  Richmond.  He  is  a 
distinguished  surgeon.  Dr.  McGuire  told  me  that 
several  years  ago  while  attending  a  medical  meet- 
ing in  Philadelphia  he  met  for  the  first  time  Dr. 
John  Chalmers  DaCosta.  As  Dr.  McGuire  was 
taking  a  walk  on  Walnut  Street  during  a  recess 
of  the  meeting,  he  met  a  friend  who  suggested  that 
they  go  on  down  to  Jefferson  to  hear  Dr.  DaCosta's 
lecture  on  surgery.  They  occupied  front  seats,  and 
Dr.  DaCosta  came  over  and  greeted  his  friend. 
Dr.  McGuire  was  presented  to  Dr.  DaCosta.  In- 
stantly Dr.  McGuire  was  asked  if  he  were  related 
to  Dr.  Hunter  McGuire.  He  replied  that  he  was 
Dr.  Hunter  McGuire's  son.  Dr.  DaCosta  begged 
him  to  stand  for  a  moment.  Then  Dr.  DaCosta 
addressed  himself  to  his  students  and  he  told  them 
that  he  would  not  talk  to  them  about  surgery  but 
about  the  Valley  Campaign  of  Stonewall  Jackson, 
the  son  of  whose  Medical  Director  they  were  look- 
ing upon.  Then,  Dr.  Stuart  McGuire  said,  Dr. 
DaCosta  talked  for  an  hour  about  Jackson's  routing 
from  the  Valley  within  four  weeks  the  separate 
armies  of  Fremont,  Banks,  and  Shields,  and  that 
Dr.  DaCosta  exhibited  a  detailed  knowledge  of 
Valley  geography  and  of  Confederate  history  and 
of  Jackson  such  as  few  historians  could  possess. 
Dr.  Stuart  McGuire  told  me  that  he  sat  enrap- 
tured and  delighted  by  Dr.  DaCosta's  eloquent 
admiration  for  Stonewall  Jackson's  character  and 
genius — and  so  did  the  students.  But  know  you 
that  Dr.  Hunter  Holmes  McGuire,  too,  is  one  of 
us — an  alumnus  of  Jefferson?  He  had  been  grad- 
uated about  1855  from  the  Winchester  Medical 
College  in  his  own  town,  where  he  had  been  tu- 
tored by  his  father.  But  in  the  fall  of  1858  he 
came  up  to  Philadelphia  and  opened  a  private  quiz 
class  in  surgery,  and  he  enrolled  also  as  a  student 
in  Jefferson. 

In  October,  1859,  John  Brown  made  his  raid  on 
Harper's  Ferry,  Virginia.  He  was  captured  by 
United  States  Marines  under  command  of  Colonel, 
afterwards  General,  Robert  E.  Lee  and  by  Jeb 
Stuart,  then  a  subordinate  officer.  A  little  later 
John  Brown  was  tried,  convicted  and  hanged  at 
Charles  Town,  Virginia.  His  body  was  sent  north. 
As  it  passed  through  Philadelphia  much  feeling 
was  aroused  against  the  South.  All  the  Southern 
medical  students  there  decided  to  leave.  Dr.  Hun- 
ter McGuire  communicated  with  the  Medical  Col- 
lege in  Richmond.  He  was  told  that  the  students 
would  be  charged  no  tuition  there.  When  they 
reached  Richmond,  three  hundred  of  them,  headed 
by  Dr.  Hunter  McGuire,  Governor  Wise  and  other 
dignitaries  met  them,  and  the  city  had  a  day  of  it. 
I  doubt  not  that  old  John  Brown  was  spoken  of 
in  deep  disapproval.  But,  mind  you,  something 
almost  happened.  Governor  Wise  had  gone  with 
the   State  troops   to   Harper's   Ferry.     He   talked 


with  John  Brown  and  expressed  admiration  for  his 
courage  and  his  candor.  But  he  surmised  that 
old  Osawatomie  might  not  be  quite  right  in  his 
head,  and  Governor  Wise  came  within  an  ace  of 
ordering  a  lunacy  commission  on  him.  Had  John 
Brown  been  adjudged  a  paranoiac,  as  he  undoubt- 
edly was,  and  a  homicidal  paranoiac,  too,  and 
had  he  been  committed  to  the  State  Hospital  at 
Staunton,  a  hundred  miles  away,  what  do  you 
suppose  would  have  been  the  effect  upon  abolition- 
ists and  upon  history?  Who  can  know?  But  Dr. 
Hunter  McGuire  and  all  of  his  fellow-students  spent 
the  winter  hard  at  work  in  Richmond.  In  1860 
Dr.  McGuire  went  to  New  Orleans  to  open  a  quiz- 
class  in  surgery.  But  the  South  was  getting  mad, 
the  States  began  to  secede,  and  Dr.  McGuire  re- 
turned home — to  Stonewall  Jackson,  to  danger,  to 
a  busy  life,  to  distinction,  to  teaching,  and  until 
his  death  in  1900  there  was  always  a  great  breath 
of  fame  about  him. 

It  is  not  easy  to  stop.  The  first  great  battle  of 
the  Civil  War  was  First  Bull  Run,  fought  in  July, 
1861.  For  several  years  prior  to  that  time  Jackson 
had  been  an  obscure  and  an  uninteresting  teacher 
in  the  Virginia  Military  Institute.  Probably  not 
much  was  expected  of  him  in  the  new  army.  But 
at  Bull  Run  he  had  saved  the  day,  his  name  had 
become  in  an  instant  and  forever  Stonewall,  and 
the  story  of  his  deeds  was  coursing  'round  the 
earth.  He  was  a  deeply  religious  man,  a  Presby- 
terian elder,  and  the  superintendent  of  a  Sunday- 
school  for  Negro  slaves,  to  the  maintenance  of 
which  he  contributed  from  his  meager  salary.  To 
his  pastor,  the  Rev.  Dr.  White,  two  or  three  days 
after  the  battle  at  Bull  Run,  came  this  letter: 

"My  Dear  Pastor, — In  my  tent  last  night,  after 
a  fatiguing  day's  service,  I  remembered  that  I  had 
failed  to  send  you  my  contribution  for  our  colored 
Sunday-school.  Enclosed  you  will  find  my  check 
for  that  object,  which  please  acknowledge  at  your 
earliest  convenience  and  oblige. 

Yours,  faithfully, 

Tho.  J.  Jackson." 

And  there  was  never  a  word  about  the  battle 
which  had  written  his  new  name  forever  upon  the 
sky! 

Can  we  doubt  that  Jack  DaCosta  is  in  sweet 
communion  in  the  Great  Valhalla  with  his  fellow- 
heroes — McClellan  and  Lee  and  Meade  and  Thom- 
as and  Grant  and  Jackson  and  Stuart  and  Pelham? 
Throughout  the  years,  even  after  he  became  unable 
to  sign  his  name,  Jack  DaCosta  and  I  kept  in 
touch  with  each  other  through  the  medium  of  let- 
ters. Aside  from  my  wife  and  my  boys,  I  have  no 
possessions  which  are  so  sacred  to  me  as  his  letters. 

Philadelphia,  Pennsylvania, 

October  31,  1932. 
My  dear  Doctor  Hall: 
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Thank  you  for  your  letter,  particularly  for  the  copy  of 
the  wonderful  letter  General  Lee  wrote  to  General  Jarkson 
just  after  Chancellorsville. 

It  may  interest  you  to  know  that  my  wife  spent  her 
debutante  winter  in  Richmond,  Virginia,  and  that  the  May- 
os  and  the  Wises  saw  to  her  coming-out  affair.  While 
there  she  grew  very  intimate  with  Miss  Julia  Jackson,  who 
she  says  was  one  of  the  loveliest  girls  she  ever  knew.  I 
fancy  she  was  the  one  who  married  afterwards.  Mrs.  Da- 
Costa  tells  me  that  this  young  lady  was  General  Jackson's 
daughter,  but  she  is  now  dead. 

Thanks  very  much  for  the  search  of  the  battlefield.    You 
don't  know  what  a  pleasure  it  is  to  me  to  hear  from  you 
about  some  of  those  affairs  of  my  father's  day. 
Sincerely  and  cordially  yours, 

J.  CHALMERS  DaCOSTA. 

P.  S.  Because  of  the  crippled  condition  of  my  right 
hand  I  am  not  signing  this  personally. 

Philadelphia,  Pennsylvania, 

September  8,   1931. 
My  dear  Doctor  Hall: 

I  am  very  grateful  to  you  for  sending  me  that  delightful 
book  on  The  Gallant  Pelham. 

I  think  he  must  have  been  not  only  one  of  the  most 
gallant  but  one  of  the  most  noble  and  splendid  figures  of 
the  Civil  War.  To  what  mighty  heights  he  would  probably 
have  risen  had  his  life  been  preserved  no  one  can  tell.  I 
believe  that  every  soldier,  North  or  South,  respected  him 
and  admired  him  without  measure  and  that  every  one  who 
ever  came  in  contact  with  him  loved  him. 

What  a  fine,  joyous,  boyish  face  he  has.  the  face  of  a 
man,  who,  a  reader  of  countenances  would  say,  "was  equal 
to  the  gayest  of  proper  amusements  and  one  of  the  bravest 
men  who  ever  lived."  He  evidently  loved  the  battle  for 
the  stir  and  the  tumult,  backed  up  by  his  high  sense  of 
patriotic  endeavor. 

I  intend  to  have  looked  up  the  members  of  his  father's 
class  at   the   Jefferson,   for  I  am   quite   certain   that   there 
were  some  men  in  it  destined  to  become  eminent. 
Sincerely  yours, 

JOHN  CHALMERS  DaCOSTA. 
Philadelphia,  Pennsylvania, 

June  8,  1931. 
My  dear  Doctor  Hall: 

Your  'letter  gave  me  very  great  pleasure  and  I  shall 
cherish  it  as  an  evidence  of  friendship  from  a  warm-heart- 
ed man. 

The  books  you  sent  me  are  delightful.  I  have  read  the 
Life  of  General  Lee.  He  was  beyond  any  question  one  of 
the  noblest  men  of  his  age  and  one  whose  repute  has  so 
grown  that  I  think  the  North  would  be  disposed  to  argue 
with  the  South  on  the  claim  that  the  North  can  boast  of 
him  as  a  great  American,  although  I  do  not  think  the 
South  would  dispute  this  claim.  General  Lee  in  Warfare 
I  am  now  on.  It  is  pleasant  to  realize  that  it  was  written 
by  a  great  English  soldier. 

There  is  a  little  story  I  want  to  tell  you  to  show  how 
the  Northern  forces  respected  General  Lee.  My  father 
was  in  the  Northern  Army.  He  was  in  the  seven  days' 
fight  and  in  the  Peninsular  Campaign  and  at  Antietam. 
,  He  contracted  malaria  and  dysentery  during  that  campaign 
and  never  thoroughly  recovered.  He  died  indirectly  as  a 
result  in  his  52nd  year.  He  adored  General  McClellan 
and  I  have  never  heard  anybody  speak  of  General  Lee 
1  with  more  admiration  than  he  did.  It  was  well  known 
to  the  visitors  in  our  household  that  there  were  two  people 
you  must  not  abuse,  one  was  General  McClellan  and  the 
Other  was  General  Lee.     In   regard  to   the  former,  I  saw 


him  on  a  reviewing  stand  at  a  great  meeting  of  the  Army 
of  the  Republic  which  was  reviewed  by  General  McClellan 
when  thousands  of  veterans  of  the  Army  of  the  Potomac 
marched  before  their  old  General  and  almost  every  man 
of  them  was  in  tears. 

I  remember  one  day  in  the  family  house,  several  people 
had  gathered  there  who  did  not  know  the  inflexible  rule 
of  that  household  about  these  two  great  opposing  generals. 
One  of  the  visitors  (of  whom  it  was  developed  had  never 
been  in  the  service  at  all,  although  he  was  the  proper  age 
to  go  but  he  had  bought  a  substitute)  started  to  deliver  a 
violent  attack  upon  General  Lee.  I  was  a  small  boy, 
about  seven  year?  old  (having  been  born  in  1863),  but  I 
saw  the  signs  of  impending  wrath  and  the  DaCosta  temper 
on  my  father's  forehead  which  would  show  on  his  face 
when  he  was  angry.  He  got  up  and  said:  "Gentlemen,  as 
this  happens  to  be  my  house,  you  are  my  guests  and  I  am 
debarred  from  expressing  my  opinions  in  the  terms  I  would 
like  to  do  but  I  want  to  say  this,  one  of  the  prides  of  my 
life  is  that  I  once  saw  General  Lee  at  a  distance  by  looking 
through  a  telescope  on  a  battlefield,  and  I  think  he  was 
the  most  perfect  picture  possible  of  a  soldier.  Your  opin- 
ions and  thoughts,  as  you  did  not  go  out  to  serve  on  one 
side  or  the  other,  are  very  caustic  and  unfavorable  to 
General  Lee,  I  wish  to  state  that  beyond  any  question  of 
doubt  General  Lee  was  one  of  the  greatest  soldiers  and 
most  noble  of  Christian  gentlemen  that  ever  drew  a  sword." 
Then  up  spoke  General  Lansing  (Chief  of  Fitzjohn  Porter's 
staff),  in  far  more  violent  terms  than  my  father  had  used 
because  it  was  not  his  own  house  and  then  General  Bur- 
bidge,  who  had  been  Military  Governor  of  Kentucky,  spoke 
in  the  same  way.  Then  a  very  humiliated  little  man,  who 
had  acted  in  so  cowardly  a  manner,  sneaked  out  of  the 
house.    So  you  can  judge  how  I  liked  that  book. 

I  hope  some  day  to  hear  from  you  again.    It  is  always  a 
pleasure  to  me  to  get  your  letters  and  they  cheer  me  up. 
Sincerely  and  cordially  yours, 

/.  CHALMERS  DaCOSTA. 

Philadelphia.  Pennsylvania, 
May  18,  1931. 
My  dear  Doctor  Hall: 

I  was  deeply  touched  by  your  reference  to  me  in  the 
May  number. of  the  Journal.  I  thank  you  for  it  most 
profoundly. 

I  am  in  the  relentless  grip  of  rheumatoid  arthritis  and 
pass  my  life  between  a  wheeling  chair  and  a  bed  and  such 
a  reference  as  yours  comes  to  me  as  a  flash  of  sunlight  on 
a  dark  winter  day.  It  was  kind  and  thoughtful  of  you  to 
say  it,  and  if  you  knew  how  much  it  touched  me  you 
would  be  glad  you  said  it. 

In  regard  to  the  "gallant  Pelham"  I  had  read  of  many 
of  his  achievements  in  that  delightful  book  written  by 
John  W.  Thomason — The  Life  of  Jeb  Stuart.  To  read  of 
the  grief  of  that  great  soldier  over  the  death  of  Pelham  is 
truly  touching.  A  tear  from  the  eye  of  such  a  noble  soldier 
and  splendid  gentleman  was  far  more  valuable  than  any 
diamond  in  the  world. 

I  have  never  read  Pelham's  life  by  Mercer  but  shall  en- 
deavor to  get  it. 

Thanking  you  again  for  your  kindness,  I  remain. 
Sincerely  and  cordially  yours, 

/.  CHALMERS  DaCOSTA. 

So  writes  a  brave  man  of  brave  men.  May  God 
rest  Jack  DaCosta.  I  doubt  not  that  the  gate  of 
Heaven  was  flung  wide  for  him,  and  that  there  he 
consorts  congenially  and  in  comfort  with  those  who 
loved  their  fellow-man. 
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Undue  Frequency  of  Urination 

The  discussion  of  this  subject  will  be  limited  to 
the  causes  and  diagnosis  of  undue  frequency  of 
urination.  We  will  classify  the  causes  as  general 
and  local.  Among  the  general  causes  are  certain 
nervous  conditions,  diabetes  mellitus  and  diabetes 
insipidus.  The  neurotic  frequency  is  not  difficult 
to  differentiate  from  diabetes  mellitus.  A  urinaly- 
sis and  certainly  a  glucose-tolerance  test  will  clear 
up  the  point.  The  urine  of  the  neurotic  and  of 
the  diabetes  insipidus  patient  is  of  low  specific 
gravity.  Frequently  a  Wassermann  test  of  the 
blood  or  spinal  fluid  will  reveal  tertiary  syphilis 
and  clear  up  the  diagnosis  but  a  careful  neurologi- 
cal examination  is  necessary  for  satisfactory  diag- 
nosis. 

The  local  conditions  producing  undue  frequency 
may  be  of  the  inflammatory  or  of  the  obstructive 
type,  and  may  be  located  in  the  kidney,  ureter, 
bladder,  vesical  neck  or  urethra.  Frequency  of 
urination  is  only  one  of  the  distressing  symptoms 
of  infection  in  these  organs.  The  type  of  kidney 
infection  most  frequently  encountered — 75  per  cent. 
— is  due  to  Bacillus  coli  communis.  Next  in  order 
of  frequency  come  the  staplylococcus,  the  strepto- 
coccus, Proteus  of  Houser  and  Bacillus  pyocyaneus. 
The  pneumococcus  and  gonococcus  are  rarely 
found. 

The  symptoms  of  acute  pyelitis  and  pyelone- 
phritis are  very  similar  but  their  significances  are 
vastly  different,  which  makes  differentiation  im- 
portant. Simple  pyelitis  does  not  leave  the  kidney 
permanently  damaged  as  a  rule,  but  a  pyelonephritis 
does.  The  findings  in  the  two  conditions  are  quite 
different.  The  acute  bacterial  pyelitis  is  not  so 
severe;  it  is  seldom  ushered  in  by  a  chill  and  the 
temperature  rarely  rises  above  101°.  The  urine 
is  not  diminished  in  quantity,  contains  less  albumin, 
and  pus,  and  is  likely  free  from  tube  casts  and 
blood.  The  frequency  is  about  the  same  in  the 
two  conditions  but  the  distress  is  greater  in  pyelo- 
nephritis. A  chill  is  usually  the  first  symptom  of 
pyelonephritis,  and  this  followed  by  high  fever, 
pain  in  back,  scant  and  highly-colored  urine  with 
high  specific  gravity,  containing  blood,  pus,  albu- 
min and  epithelial  tube  casts. 

As  a  result  of  a  chronic  pyelitis  or  pyelonephritis, 
the  ureter  may  become  kinked,  obstructing  the  out- 
flow of  urine,  this  often  resulting  in  hydronephrosis 
and  pressure  atrophy  of  the  kidney.  Such  obstruc- 
tion is  a  predisposing  cause  to  ureteropelvic  stric- 


ture and  stone  formation.  The  ureter  may  not 
only  become  kinked  but  so  greatly  dilated  as  to 
make  ureteral  regurgitation  possible.  In  such  cases, 
when  the  bladder  is  infected,  it  is  impossible  to 
overcome  pain  and  frequency  without  restoration 
of  the  function  of  the  ureterovesical  valve.  This 
can  be  done,  if  at  all,  by  continuous  bladder  drain- 
age long  enough  to  get  rid  of  the  infection  of  the 
whole  urinary  tract.  Other  important  etiological 
factors  producing  hydronephrosis  and  undue  fre- 
quency are  mechanical  obstructions,  such  as  aber- 
rant vessels,  nerve  and  muscle  disfunction;  the 
majority  of  these  are  of  the  obstructive  type. 

Kidney  tuberculosis  causes  undue  frequency  of 
urination.  At  first  there  is  only  an  occasional  pus 
or  blood  cell  in  the  urine  and  no  bacteria;  but  as 
the  disease  advances  blood  and  pus  increase  and 
the  bladder  symptoms  become  distressing.  Char- 
acteristic ulcerations  appear  in  the  bladder,  first 
at  one  or  both  ureteral  openings,  when  tubercle 
bacilli  may  be  found  in  a  centrifugalized  specimen 
of  urine.  Ureteral  stricture  is  fairly  frequent  in 
such  cases  and  adds  greatly  to  the  discomfort  of 
the  patient.  Extreme  tenderness  more  pronounced 
on  deep  percussion  over  the  kidney  region  may  be 
added  and  attacks  of  kidney  colic  may  contribute 
to  the  patient's  suffering.  It  may  be  necessary  to 
culture  the  urine  or  resort  to  guinea  pig  inoculation 
to  diagnose  the  condition. 

In  papilloma  or  papillary  carcinoma  in  the  kid- 
ney pelvis  undue  frequency  of  urination  is  the  rule 
and  hematuria  is  more  or  less  constant.  A  definite 
ante-mortem  diagnosis  of  this  condition  can  be 
made  only  by  cystoscopy,  ureteral  catheterization 
and  pyelography.  Intravenous  urography  is  of  help 
but  retrograde  urography  is  much  more  accurate. 
Hypernephroma  and  carcinoma  both  cause  frequent 
urination  and  hematuria  but  these  conditions  must 
be  diagnosed  by  means  of  differential  kidney  func- 
tion test  and  pyelograms. 

Kidney  stone  may  produce  no  clinical  symptoms 
but  the  urine  will  usually  reveal  more  or  less  blood 
and  pus;  in  the  absence  of  infection,  the  vesical 
manifestations  are  nil.  As  soon  as  infection  occurs — 
and  it  will  come  soon  or  late — undue  frequency, 
back  and  meatal  pain  present  themselves.  X-ray 
examination  will  reveal  the  presence  of  the  stone  or 
stones. 

Ureteral  stone  impaction  results  in  undue  fre- 
quency and  is  easily  diagnosed  by  means  of  x-rays 
and  the  ureteral  catheter.  Without  either  of  these, 
an  almost  positive  diagnosis  can  be  made  by  deep 
percussion  over  the  affected  side.  If  the  ureter  is 
entirely  occluded  by  the  stone,  firm  percussion  over 
the  affected  side  will  cause  extreme  pain.  It  is  so 
definite  that  the  malingerer  cannot  imitate  the  dis- 
tress produced  by  this  simple  method. 

To  know  the  bladder  is  to  know  urology.     The 
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bladder  is  the  reservoir  of  the  urinary  system  and 
capable  of  reflecting  disease  conditions  of  both  the 
upper  and  lower  urinary  tract.  It  is  the  symptom- 
producing  center  for  disturbances  of  the  urinary 
tract. 

Frequent  and  painful  urination  and  pyuria  do 
not  mean  cystitis  only.  Infection  in  the  upper 
urinary  tract  produces  these  symptoms.  Cystitis  is 
usually  abrupt  in  its  onset;  the  symptoms  of  kidney 
infection  are  apt  to  come  on  insidiously.  Fever  is 
commonly  not  a  factor  in  infection  limited  to  the 
bladder  in  the  otherwise  healthy  individual;  but  in 
kidney  infections  it  is  present.  Presence  of  blood 
clot,  foreign  bodies,  bladder  tumor,  calculi,  obstruc- 
tion at  the  vesical  neck  or  in  the  urethra,  pregnancy, 
cystocele  in  women  from  whatever  cause  or  atony 
of  the  detrusor  muscle — all  these  are  predisposing 
causes  of  cystitis.  Habit,  age,  temperament  and  sex 
have  much  to  do  wth  urinary  frequency.  When 
residual  urine  reaches  bladder  capacity,  it  may  be 
mistaken  for  the  overflow  of  incontinence.  The 
bladder  capacity  is  reduced  in  cystitis  and  tolerance 
diminished  by  motion.  Hematuria  is  terminal 
macroscopically  in  the  acute  stage  and  microscopic- 
ally in  the  chronic  cases.  Pyuria,  a  constant  accom- 
paniment of  acute  cystitis,  is  present  more  or  less 
in  the  chronic.  Pain,  constant  or  periodic,  is  referred 
to  the  bladder,  perineum,  rectum  or  lower  abdomen. 
It  occurs  at  the  beginning,  during  or  at  the  end  of 
urination  and  in  acute  cystitis  urgency  is  an  added 
symptom. 

The  location  of  the  bladder  lesion  seems  to  have 
no  special  significance  as  to  the  severity  of  pain, 
except  when  in  the  trigone,  bladder  neck  or  pos- 
terior urethra.  In  submucous  fibrosis,  Hunner's 
ulcer  or  tuberculosis,  the  pain  is  the  same  regard- 
less of  the  location.  In  acute  cystitis,  the  urine 
is  apt  to  be  acid;  in  chronic  cystitis  alkaline  from 
the  action  of  urea-decomposing  bacteria,  usually 
colon  bacilli. 

A  complete  urinalysis  is  of  primary  importance. 
The  contents  of  glass  1  of  the  three-glass  test 
should  be  discarded,  the  contents  of  glass  2  and 
glass  3  studied  chemically  and  microscopically — of 
glass  3  especially — keeping  in  mind  that  the  regur- 
gitation of  the  contents  of  the  posterior  urethra 
may  mislead.  Cloudy  urine  suggests  pus,  phos- 
phates or  urates.  Cloudiness  due  to  urates  and 
phosphate  will  clear  up  on  heating  and  adding 
acetic  acid.  Ammoniacal  urine  suggests  retention. 
It  is  important  to  know  its  reaction  and  type  of 
infecting  bacteria.  Instrumental  examinations  may 
do  more  harm  than  good  and  should  be  avoided 
until  definitely  indicated.  Cystoscopy  should  be 
governed  by  the  duration  and  severity  of  the  symp- 
toms. It  is  advisable  after  the  ordinary  remedies 
fail  to  give  relief. 

Undue  frequency  due  to  leukoplakia,  encrusted 
cystitis  or  submucous  fibrosis,  can  be  diagnosed  by 


cystoscopy  only.  They  all  produce  frequent  and 
painful  urination  and  especially  submucous  fibrosis 
is  more  frequent  in  women  and  the  pain  is  often 
referred  to  the  suprapubic  region.  Many  women 
complain  during  and  after  micturition  of  severe 
urethral  pain  very  similar  to  that  caused  by  ureth- 
ral stricture;  differentiation  can  be  made  by  in- 
spection and  the  use  of  bougies.  The  urine  is  neg- 
ative when  the  lesion  is  limited  to  the  urethra.  The 
pain  in  submucous  fibrosis  is  increased  by  fatigue 
and  motion;  the  urine  as  a  rule  is  negative  and  the 
bladder  capacity  greatly  reduced,  often  to  two  or 
three  ounces. 

A  bladder  diverticulum,  a  hernia  of  its  wall,  is 
caused  most  frequently  by  urethral  stricture  and 
vesical-neck  obstructions.  It  is  seldom  seen  in  wo- 
men. The  opening  is  always  much  smaller  than  its 
sack.  The  symptoms  are  varied  and  many  and 
include  urinary  frequency,  disuria,  lack  of  force, 
nocturia,  dribbling  and  pyuria.  The  symptoms  are 
very  similar  to  those  of  hypertrophy  of  the  prostate 
gland  and  the  two  conditions  can  be  differentiated 
only  by  cystoscopy  and  cystograms.  The  diver- 
ticula openings  can  readily  be  observed  cystoscopi- 
cally  but  to  determine  the  size  of  the  diverticula 
it  is  necessary  to  fill  the  bladder  with  a  radiopaque 
solution,  such  as  sodium  iodide,  and  take  a  picture 
before  and  after  voiding.  The  shadows  after  void- 
ing will  be  those  produced  by  the  fluid  in  the  diver- 
ticula and  will  show  their  size  and  location.  Resid- 
ual urine  is  the  rule  and  the  amount  in  proportion 
to  the  number  and  size  of  the  diverticula.  Pus 
and  blood  are  constantly  present  in  the  urine  and 
also  in  proportion  to  the  number  and  size  of  the 
diverticula. 

Bladder  tumors,  vesical  calculi,  prostatic  calculi 
and  prostatitis  are  other  conditions  which  will  pro- 
duce undue  frequency.  The  urine  in  these  condi- 
tions contains  more  or  less  blood  and  pus,  the 
amount  depending  upon  the  acuteness  of  the  infec- 
tion, or  the  size,  character  and  chronicity  of  the 
tumor.  Motion  increases  the  frequency  in  bladder 
stone.  Sudden  stoppage  of  the  stream  is  another 
symptom  of  importance.  To  differentiate  between 
stone  and  tumor,  cystoscopy  and  x-ray  pictures  are 
necessary.  Usually  bladder  stone  can  be  detected 
by  means  of  a  metal  stone  searcher.  If  the  bladder 
tumor  is  a  papilloma  or  a  papillo-carcinoma  the 
hemorrhage  is  more  than  that  produced  by  stone, 
most  at  the  end  of  urination.  Prostatic  stone  is 
more  frequent  than  has  been  recognized  and  causes 
considerable  distress.  It  is  always  accompanied 
with  prostatitis  and  can  be  diagnosed  only  by  means 
of  the  x-rays.  The  massaged  contents  of  the  pros- 
tate will  show  pus  in  considerable  quantities.  It  is 
impossible  to  clear  up  the  infection  in  the  gland 
without  removing  the  stones.  This  done,  the  uri- 
nary symptoms  will  subside  in  the  absence  of  other 
causes. 
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of  good  results  may  be  obtained,  and  a  far  lower 
mortality,  by  the  use  of  the  nails. 

This  is  certainly  the  method  of  choice  in  the 
treatment  of  practically  all  intracapsular  fractures 
of  the  neck  of  the  femur  at  almost  any  age. 


Treatment  of  Fractures  of  the  Neck  of  the 
Femur  With  Smith-Peterson  Nail 

The  use  of  the  Smith-Peterson  nail  has  revolu- 
tionized the  treatment  of  fractures  of  the  hip— not 
only  in  the  aged  but  also  younger  people.  Hereto- 
fore, prolonged  fixation  with  traction  and  weights, 
sand  bags,  various  kinds  of  splints,  plaster,  auto- 
genous bone  pegs,  etc.,  have  been  superseded  by  a 
method  which  has  demonstrated  its  great  superior- 
ity wherever  it  has  been  given  fair  trial. 

Our  own  experience  covering  a  considerable  pe- 
riod, with  a  good  number  of  cases,  has  been  highly 
satisfactory.  The  insertion  of  the  nails  does  not 
cause  any  great  amount  of  shock.  The  small  in- 
cision can  be  closed  and  a  small  dressing  applied. 
The  treatment  can  be  carried  out  under  local  in- 
filtration anesthesia,  or  spinal  anesthesia,  and  it  is 
not  necessary  for  the  patient  to  lie  in  bed,  enduring 
the  discomfort  of  a  plaster  splint.  He  can  be  moved 
about,  can  sit  up  and  in  from  one  to  seven  days 
be  up  in  a  wheel  chair.  Usually,  if  no  complica- 
tions develop,  after  the  skin  clips  are  removed  the 
patient  can  be  returned  home  under  competent 
care. 

The  nail  may  be  left  in  any  length  of  time  in 
the  aged;  in  the  very  aged  it  is  probably  best  to 
leave  them  in  indefinitely  provided  no  trouble  de- 
velops. In  younger  people,  it  has  been  our  custom 
to  remove  the  nail  as  soon  as  x-ray  examination 
shows  that  good  healing  has  taken  place  and  that 
sufficient  callus  has  formed  to  render  further  sup- 
port by  the  nail  unnecessary. 

A  number  of  different  methods  of  inserting  the 
nail  have  been  tried;  the  best,  perhaps,  is:  using 
a  Kirschner  wire  as  a  guide  for  a  cannulated  pin 
under  fluoroscopic  control,  the  nail  is  easily  driven 
just  where  it  should  be  and  the  incision  closed. 

The  generally  good  results  following  this  method 
of  treatment  are  so  satisfactory  that  it  should  re- 
place all  other  methods  of  treatment,  except  in  the 
few  instances  in  which  very  exceptional  indications 
can  best  be  met  by  other  methods  of  treatment. 
Since  the  Smith-Peterson  nail  may  be  used  at  al- 
most at  any  age,  there  is  no  reason  why  it  should 
not  be  applicable  to  almost  all  cases  of  intracapsu- 
lar fracture  of  the  hip;  additional  support  may  be 
afforded  in  cases  of  multiple  fractures  about  the 
neck  of  the  femur  and  trochanter. 

It  is  no  longer  necessary  for  aged  people  to  be 
kept  in  bed  for  months — a  measure  in  itself  apt 
to  kill  old  folks — with  painful  and  cumbersome 
splints  to  increase  the  hazard.     A  high  percentage 


The  Treatment  of  Dysmenorrhea 

Those  cases  of  dysmenorrhea  which  cannot  be 
relieved  by  medical  treatment  or  by  the  simpler 
surgical  procedures,  can  easily  be  relieved  by  re- 
section of  the  presacral  nerves.  Our  experience 
over  a  period  of  more  than  two  years  and  in  a  large 
number  of  cases  has  proven  conclusively  that  a 
presacral  neurectomy  will  give  freedom  from  pain 
in  the  majority  of  cases,  and  in  the  minority  the 
residual  pain  will  be  so  slight  as  to  cause  little  com- 
plaint. 

Of  a  large  group  of  cases  in  which  presacral  neu- 
rectomies have  been  done,  there  have  been  quite  a 
number  in  which  the  pain  and  general  disturbance 
at  the  time  of  the  period  was  so  great  as  to  inca- 
pacitate for  work  for  as  long  a  time  as  a  week. 
Quite  a  number  of  patients  complained  of  suffering 
over  several  days  before  the  time  for  the  periods, 
and  with  the  onset  the  pain  would  become  so  in- 
tense as  to  produce  a  sort  of  semi-comatose  condi- 
tion for  from  several  hours  to  a  day  or  more. 
Many  required  repeated  doses  of  morphine  and 
would  have  to  remain  in  bed  for  from  three  to 
seven  to  ten  or  more  days.  Naturally,  menstrual 
disturbance  of  this  kind,  unrelieved,  could  result 
only  in  disaster  for  the  patient.  In  all  cases  severe 
enough  to  require  a  patient  to  remain  in  bed  a  day 
or  so,  or  to  require  morphine,  a  presacral  neurec- 
tomy is  indicated. 

Ordinarily,  after  childbirth  dysmenorrhea  be- 
comes less,  in  most  cases  it  ceases  entirely.  Our 
records,  though,  show  a  number  of  cases  in  which 
the  dysmenorrhea  was  actually  worse  after  child- 
birth. 

In  studying  a  case  of  dysmenorrhea,  every  pos- 
sible source  of  trouble  and  every  possible  cause  of 
pain  should  be  considered  and  every  milder  means 
should  be  used  to  relieve  the  trouble  without  re- 
sorting to  surgical  procedures.  However,  when 
these  monthly  sessions  of  pain  do  not  yield  to  the 
ordinary  treatments,  resection  of  the  presacral 
nerves  is  clearly  indicated  if  the  patient  is  in  good 
physical  condition. 

The  operation  presupposes  more  than  ordinary 
familiarity  with  the  local  anatomy,  and  in  locating 
and  sectioning  the  presacral  nerves  extreme  care 
must  be  exercised  so  that  the  blood  vessels  be  not 
injured. 

The  care  in  doing  a  presacral  neurectomy  should 
be  comparable  to  that  of  the  care  used  in  doing  a 
brain  operation. 

Our  mortality  in  these  cases  has  been  nil.     The 
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results  have  been  highly  gratifying,  in  almost  all 
cases  relief  having  been  practically  complete.  The 
cases  in  which  any  pain  survived  the  operations 
were  few;  and  in  these  few  it  was  so  slight  by 
comparison  that  little  complaint  was  made.  One 
peculiar  fact  is  that  most  patients  have  reported 
some  pain  at  the  first  period  after  their  return  home 
following  presacral  neurectomy,  but  after  that  the 
pain  disappeared. 


(W. 


To  Get  Rid  of  Pot-belly 

in    Medical 


G.    Anderson,  New  Havon.  Conn. 
May) 

Simple   exercises   which   will   keep   the   rectus  abdominis 

and  the  internal  and  external  oblique  muscles  strong: 

1.  Stand  as  erect  as  possible,  lifting  up  the  top  of  the 
head. 

2.  Arch  the  chest  to  its  limit. 

3.  Place  the  scapulae  flat  against  the  thorax. 

4.  Draw  in  the  abdominal  muscles  just  as  far  as  possi- 
ble. 

The  time  required  to  do  this  is  exactly  2  seconds. 

Now,  when  this  position  has  been  taken,  hold  it  for  30 
seconds. 

While  maintaining  this  attitude  it  is  possible  to  breathe 
normally  without  great  effort. 

The  exercises  bring  strongly  into  action  the  erector  spinae 
group  and  associated  muscles,  all  abdominal  muscles  and 
those  which  elevate  the  ribs  and  keep  the  torso  balanced  on 
the  pelvis  and  the  femurs. 

To  strengthen  the  action  of  the  heart  and  increase  the 
lung  capacity,  do  a  bit  of  rapid  walking  whenever  there  is 
an  opportunity.  If  the  heart  is  fairly  good,  walk  up  2  or  3 
flights  of  stairs  3  times  a  day. 

With  a  little  practice  one  can  hold  the  attitude  described 
40  to  SO  seconds. 

This  exercise  should  be  taken  4  times  every  hour  during 
the  waking  hours.  It  can  be  taken,  in  a  measure,  while  the 
person  is  seated. 

It  is  quite  tiresome  to  bring  so  many  muscles  into  action 
and  hold  the  posture  for  40  seconds,  but  with  practice  it 
can  be  easily  done  and  in  a  few  days  a  habit  will  be  started. 

The  jew  simple  exercises  will  soon  lead  to  a  greatly  im- 
proved carriage  lor  either  man  or  woman. 

s.  M.  &  s. 


nondrainage  of  peritoneal  cavity  in  appendiceal 

Peritonitis 
Treating  25  cases  of  appendiceal  peritonitis  along  these 
lines:  by  removing  the  focus  of  infection  and  closing  the 
abdomen,  introducing  a  rubber  tissue  drain  down  only  to 
the  closed  peritoneum.  Conclusions:  1.  Drainage  of  appendi- 
ceal peritonitis  is  indicated:  in  cases  in  which  the  primary 
focus  of  infection  cannot  be  removed,  in  cases  in  which  a 
large  amount  of  necrotic  and  contaminated  tissue  is  left  in 
the  abdominal  cavity  and  in  cases  of  walled-off  abscess. 
2.  In  all  other  cases  of  appendiceal  peritonitis,  drainage  is 
definitely  contraindicated.  3.  The  advantages  of  nondrain- 
age  are:  there  is  less  morbidity  and  less  mortality,  it  mini- 
mizes the  possibility  of  postoperative  mechanical  ileus, 
shortens  the  duration  of  illness,  minimizes  the  tendency  of 
postoperative  hemia,  excludes  the  possibility  of  develop- 
ment of  a  fistula  and  minimizes  the  tendency  of  postopera- 
tive adhesions. 

s.  u.  A  6. 

If  times  keep  getting  better  there  yet  may  be  a  car  for 
every  filling  station. 


DEPARTMENTS 

HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Note. — In  the  decade  and  more  during  which  this 
journal  has  been  in  my  hands,  not  once  has  Dr.  Hall 
failed  to  send  in  excellent  material  for  its  pages. 
In  this  issue  will  be  found  in  another  section  his 
scholarly  presentation  to  the  alumni  of  Jefferson.  I 
know  I  speak  for  every  reader  as  well  as  for  myself 
in  saying  we  are  very  unwilling  that  an  issue  come 
out  without  his  collaboration. — /.  M.  N. 


GENERAL  PRACTICE 

Editor  Pro  Tern.  Elbert  A.  MacMillan,  M.D. 
Winston-Salem,  N.  C. 


More  About  Mental  Hygiene 
It  is  to  be  hoped  that  Dr.  Crispell's  excellent 
article  on  mental  hygiene  in  North  Carolina  in  the 
last  issue  of  Southern  Medicine  &  Surgery  has  been 
widely  read.  As  a  sort  of  postscript  to  Dr.  Cris- 
pell's article,  it  may  be  interesting  to  report  briefly 
the  recent  birth  of  a  Mental  Hygiene  Society. 

Interest  in  the  subject  of  mental  hygiene  has 
grown  rapidly  in  Winston-Salem  since  the  series 
of  excellent  lectures  by  Miss  Elsie  Larson  which 
were  sponsored  by  the  Junior  League.  As  a  cul- 
mination of  Miss  Larson's  efforts,  an  open  meeting 
for  those  in  the  city  interested  in  the  work  was  held 
on  May  18th.  About  fifty  persons  were  in  attend- 
ance, and  a  permanent  organization  was  effected: 
officers:  Bowman  Gray,  jr.,  president;  Dr.  Wingate 
M.  Johnson,  vice  president;  Lawrence  Watt,  sec- 
retary; Miss  Mary  Elizabeth  Judy  and  W.  K.  Hoyt, 
members-at-large  of  the  executive  board.  Chair- 
men of  permanent  committees  were  also  named 
Dr.  G.  C.  Cooke,  president  of  the  Forsythe  County 
Medical  Society,  called  upon  to  speak  for  the  med- 
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ical  group  in  the  city,  pledged  the  support  of  the 
doctors.  Other  civic  leaders  demonstrated  a  lively 
interest  in  the  problem,  and  it  was  felt  by  those 
interested  that  an  auspicious  beginning  had  been 
made. 

Mrs.  Mary  Frances  Shelbourne,  placement  sec- 
retary of  the  Junior  League,  said  her  organization 
is  interested  in  the  problem  of  child  welfare,  and 
intimated  that  the  League  would  consider  lending 
financial  aid  to  the  foundation  of  a  child-guidance 
clinic  in  the  city.  Such  a  clinic,  if  it  materializes, 
will  be  the  first  and  most  important  project  to  be 
sponsored  by  the  society. 

Dr.  Crispell  has  rightly  emphasized  that  work 
done  in  mental  hygiene  in  North  Carolina  must  be 
well  planned  and  reasonable.  In  many  respects  it 
is  virgin  territory.  It  deals  with  those  who  in  one 
way  or  another  are  abnormal  mentally.  Since  time 
immemorial  a  cloak  of  mysticism  has  been  thrown 
about  mental  illness  and  the  problems  related  to  it. 
We  are  not  far  enough  removed  from  those  dark 
days  when  victims  of  mental  illness  were  regarded 
as  akin  to  Mephistopheles,  possessed  of  devils.  In 
North  Carolina  progress  has  been  slower  than  in 
many  other  States  in  the  care  of  mental  patients. 
The  impetus  given  to  this  cause  by  the  recent  sur- 
vey of  the  State's  facilities  for  the  treatment  of  her 
mentally  ill  has  been  considerable,  and  it  is  to  be 
hoped  that  progress  will  follow  in  the  wake  of  en- 
lightenment. When  the  present  wave  of  enthusi- 
asm over  enlightening  the  public  about  the  venereal 
diseases  has  abated  a  bit,  perhaps  it  would  be  worth 
while  for  the  leaders  in  the  profession  to  dissemi- 
nate what  knowledge  we  have  of  dementia  praecox, 
an  illness  that  each  year  incapacitates  more  people 
than  does  pulmonary  tuberculosis.  The  movement 
toward  the  establishment  of  child-guidance  clinics, 
in  which  incipient  personality  disorders  may  be  rec- 
ognized and  treated,  deserves  the  support  and  in- 
terest of  every  citizen.  Looking  at  the  problem 
purely  from  an  economic  standpoint,  and  forgetting 
for  a  moment  the  untold  sorrow  and  unhappiness 
which  follow  in  the  wake  of  the  development  of 
mental  illness  in  a  member  of  a  family,  it  is  bad 
business  not  to  take  steps  to  remedy  an  illness 
which  turns  potentially  useful  citizens  into  wards 
of  the  State. 


INTERNAL  MEDICINE 

H.  RiNGUt,  A.B.,  M.D.,  F.A.C.P.,  Editor 
Asheville,  N.  C. 


Pruritus  Ani:   133  Cases  Triple  Distilled  Water 

(H.    E.    Macon,    Philadelphia,    in    Amer.    J  I.    Dig.    Dis.    & 
Nutri.,  April) 

Following  a  period  of  30  to  36  months,  94.3%  were  bene- 
fited. 

% 

Symptom-free   (cured)    27  (30.7) 

Improved  56   (63.6) 

No  Relief  4  (  4.6) 

Worse  1   (   1.1) 


Chaos  in  Drug  Therapy 

In  these  days  of  constant  discussion  as  to  the 
cost  of  medical  care,  it  is  well  to  consider  the  status 
of  drug  therapy;  and  this  Dr.  Charles  Solomon,  of 
Brooklyn,  Assistant  Clinical  Professor  of  Medicine 
at  Long  Island  Medical  College,  has  done  in  a  very 
interesting  paper  bearing  the  caption  of  this  review 
and  published  in  the  New  York  State  Journal  of 
Medicine  for  May  1st.  There  is  a  sub-title,  "A 
Vicious  Circle". 

Dr.  Solomon  opens  by  saying  that  the  history  of 
man's  efforts  to  cure  his  ills  by  using  drugs  is  rather 
an  appalling  thing.  It  is  filled  with  successive 
triumphs  of  bland  credulity  over  sound  judgment. 
Polypharmacy  is  no  new  thing.  The  all-time  high 
of  polypharmacy  existed  probably  with  the 
Arabians  in  pre-Christian  times.  Their  influence  has 
been  handed  down  through  the  ages,  so  much  so 
that  Sir  William  Osier  referred  to  the  complexity 
of  our  modern  pharmacopeias  as  "the  heavy  hand 
of  the  Arabian". 

Dr.  Solomon  quotes  Sir  Andrew  McPhail,  who  in 
1933  wrote  in  part  as  follows: 

"For  a  perfect  sight  of  the  old  medicine  let  me  conduct 
you  to  the  bedside  of  Charles  II:  With  a  cry  he  fell.  Dr. 
King  who,  unfortunately,  happened  to  be  present,  bled  him 
with  a  pocket-knife.  Fourteen  physicians  were  a.uickly  in 
attendance.  They  bled  him  more  thoroughly;  they  scari- 
fied and  cupped  him ;  they  shaved  and  blistered  his  head ; 
they  gave  him  an  emetic,  a  clyster,  and  two  pills.  During 
the  next  eight  days  they  'threw  in'  fifty-seven  separate 
drugs;  and,  toward  the  end,  a  cordial  containing  forty 
more.  This  availing  nothing,  they  tried  Goa  stone,  which 
was  a  calculus  obtained  from  a  species  of  Indian  goat ;  and, 
as  a  final  remedy,  the  distillate  of  human  skull.  In  the 
case  report  it  is  recorded  that  the  emetic  and  the  purge 
worked  so  mightily  well  it  was  a  wonder  the  patient  died. 
One  physician  did  protest  that  they  would  kill  the  king, 
and  out  of  this  arose  the  suspicion  that  he  had  been  irreg- 
ularly poisoned.  But  he  did  die,  'as  peaceable  as  a  lamb'; 
his  last  words  were,  'Do  not  let  poor  Nellie  starve.'  " 

Those  of  us  who  have  been  out  of  school  for  thirty 
years  or  more  can  well  remember  the  "shot-gun" 
prescriptions  of  our  student  days;  and  even  better, 
those  written  by  the  old  doctor  who  came  to  see 
us  when  we  were  ill  as  children. 

Dr.  Solomon  states  that  in  1860: 

"Dr.  Oliver  Wendell  Holmes  declared  in  an  address  be- 
fore the  Massachusetts  Medical  Society,  that  in  view  of  the 
prevailing  dependence  of  the  medical  profession  upon  med- 
ication: 'If  the  whole  materia  medica,  as  now  used,  could 
be  sunk  to  the  bottom  of  the  sea,  it  would  be  all  the  better 
for  mankind — and  all  the  worse  for  the  fishes.'  " 

And  he  wisely  adds  on  his  own  account: 

''Modern  therapeutic  fads,  for  they  cannot  otherwise  be 
accurately  described,  stampede  doctors,  however,  into  belief 
in  the  special  efficacy  and  incredible  healing  virtue  of  this 
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or  that  drug,  or  class  of  drugs,  by  turn.  We  speak  of  the 
ignorance  and  credulity  of  laymen,  yet  we  ourselves  tend 
to  become  addicted  to  soured  milks,  ultraviolet  rays,  glandu- 
lar therapy,  urinary  and  intestinal  antiseptics,  internal 
baths,  vaccines,  serums,  and  injection  treatments,  one  after 
the  other.  It  is  time  that  we  stopped  to  ask  ourselves: 
How  did  this  profusion  of  drug  preparations,  so  many  of 
them  being  proprietaries,  come  into  existence  and  how  many 
of  these  all  but  numberless  preparations  are  absolutely  nec- 
essary in  sound  therapy?  The  rise  of  the  modern  industrial 
system  with  its  adjunct  and  business-maker,  advertising, 
gave  enormous  impetus  to  the  drug  business." 

The  impetus  given  to  the  drug  business  can  be 
realized  when  it  is  considered  that  in  1932  the 
United  States  Bureau  of  Foreign  and  Domestic 
Commerce  reported  that  the  proprietary  medicines 
did  a  business  of  $172,648,000,  though  operations 
were  18  per  cent,  below  the  peak  year  of  1929.  An 
important  and  rather  disturbing  fact  is  that  pro- 
prietary medical  specialties  dispensed  by  physicians' 
prescriptions  made  an  advance  in  money  value  of 
32  per  cent,  over  their  average  for  the  years  1921 
to  1929,  the  figure  for  1931  being  $52,598,000. 

It  is  interesting  to  note  that  for  the  fourth  suc- 
cessive biennial  census  year,  vitamin  and  glandular 
preparations  had  greatly  increased  in  numbers, 
indicating  a  trend  towards  new  fashions  in  healing. 

Dr.  Solomon  goes  on  to  comment: 

"We  have  a  picture,  then,  of  big  business  methods  geared 
to  the  science  and  art  of  drug  manufacture  and  therapy. 
The  rise  of  the  profit  system  was  a  natural  phenomenon  in 
the  economic  world,  but  the  suspicion  arises  at  times  that 
it  might  well  have  been  restricted  from  entering  certain 
fields.  The  evidence  seems  increasingly  to  indicate  that 
the  sale  of  drugs  and  drug  preparations  which  are  used  in 
what  may  be,  for  want  of  a  better  name,  called  scientific 
therapy,  should  either  operate  on  a  nonprofit,  noncompeti- 
tive basis,  or  else  State  price  regulation  should  rule  it." 

Chauncey  D.  Leake,  Ph.D.,  in  discussing  "The 
Pharmacologic  Evaluation  of  New  Drugs",  com- 
ments on  commercial  rivalry  and  the  success  of 
therapeutic  commercial  efforts  in  the  following 
paragraph: 

''Intense  and  undignified  commercial  rivalry,  as  well  as 
great  interest  in  synthetic  organic  chemistry,  is  continually 
forcing  the  clinical  use  in  diagnosis,  therapy,  or  prophylaxis 
of  new  substances  without  a  reliable  scientific  background. 
Seriously  compromising  the  growth  of  rational  medical  prac- 
tice, such  procedures  may  induce  another  wave  of  'thera- 
peutic nihilism.'  These  commercial  efforts,  however,  are 
too  often  successful  through  the  operation  of  rather  obvious 
means:  (a)  the  relative  inactivity,  and  therefore  nontoxic 
effect  of  various  materials;  (b)  the  undetermined  vis  medi- 
catrix  naturae;   (c)  the  credulity  of  too  many  physicians." 

Present-day  commercial  methods  and  the  cost  of 
advertising  demand  that  a  market  for  any  new 
drug  be  sought  by  high-pressure  methods  and  that 
it  be  quickly  found.  For  this  reason,  many  of  the 
drugs  placed  upon  the  market  are  insufficiently 
tested,  and  what  tests  are  made  frequently  rest 
upon  an  unscientific  background. 

To  quote  Dr.  Solomon  again: 


"Full-page  advertisements  in  ten  colors  on  heavy  paper 
in  leading  medical  journals  do  not  establish  the  clinical 
value  of  any  given  pharmaceutic  agent.  Nor  is  therapeutic 
efficiency  increased  by  fancy  wrappings.  A  drug  either  ha= 
properties  whereby  it  accomplishes  (in  a  certain  measure) 
the  purpose  for  which  it  is  recommended,  or  it  has  not  .  .  . 
Regardless  of  the  display  of  scientific  investigation  made 
by  the  various  drug  corporations,  the  truth  remains  that 
the  chief  interest  of  the  drug  trade  lies  in  manufacturing 
and  distribution,  and  that  research,  at  best,  is  to  be  regard- 
ed merely  as  a  means  to  an  end. 

Should  the  physician  gain  his  postgraduate  training  from 
samples,  booklets,  blotters,  testimonials,  detail  men,  colored 
advertisements,  published  clinical  impressions,  or  by  the 
results  of  carefully  controlled  laboratory  investigation  ? 
Can  he  secure  guidance  of  the  last-named  sort  even  if  he 
wants  it?  Is  the  physician  safe  today,  even  if  he  seeks  to 
follow  recognized  authorities  and  to  restrict  himself  to  the 
use  of  official  preparations?" 

One  would  naturally  suppose  that  rapid  spread 
of  knowledge  about  the  effectiveness  of  a  drug 
could  be  accepted  as  a  criterion  of  its  utility,  but 
Dr.  Solomon  quotes  two  examples  to  refute  this 
very  plausible  theory: 

"As  a  result  of  laboratory  studies  Macht  of  Johns  Hop- 
kins was  led  to  recommend  the  use  of  benzyl  benzoate  for 
the  relief  of  spasm  in  smooth  muscle.  Yet  examination  of 
his  original  data  reveals  that  the  concentrations  he  used  on 
experimental  animals  were  far  in  excess  of  those  recom- 
mended for  patients.  There  was  never  very  strong  clinical 
evidence  for  the  drug's  value.  But  'owing  to  the  active 
propaganda  of  pharmaceutical  houses,  most  physicians  have 
employed  it.'  Yet  the  drug  had  little  if  any  therapeutic 
value,  hence  the  physician  should  be  slow  to  take  advertis- 
ing evidence  as  proof  of  clinical  merit. 

'A  new  drug  which  is  passing  through  the  stage  of  having 
a  market  built  up  for  it  by  advertising  seems  to  possess 
more  therapeutic  merit,  and  yet  the  advertising  often  seems 
to  outrun  the  therapeutic  claims  made  by  its  discoverer.' 
Such  was  the  case  with  hexylresorcinol  (Caprokol),  accord- 
ing to  Henderson.  Vedder  Leonard,  who  introduced  the 
drug  in  1924,  made  very  modest  claims  for  it.  But  man- 
ufacturers and  advertisers  widely  advised  its  use  for  un- 
selected  cases  of  urinary  tract  infection  in  most  of  which  it 
could  have  little  if  any  usefulness." 
To  again  quote  Dr.  Solomon: 

"As  Dr.  Maurice  E.  Shaw  wrote  in  1936:  'We  often 
marvel  at  the  credulity  of  our  patients,  but  the  truth  is 
that  we  are  almost  unbelievably  credulous  ourselves.  This 
weakness  is  quite  naturally  exploited  by  manufacturers  of 
drugs  and  therapeutic  products  who  have  had  enough  ac- 
quaintance with  psychology  to  know  that  we  shall  be  im- 
pressed by  the  presentation  of  a  remedy  in  pseudo-scientific 
language.' 

Dr.  Shaw  continues  that  advertisements  assure  doctors 
that  the  ultimate  proof  rests  in  clinical  trial.  Pharmacology 
texts  are  replete  with  the  accounts  of  the  action  of  drugs 
upon  experimental  animals,  in  dosages  never  used  on  human 
beings  1" 

V.  E.  Henderson,  in  an  address  on  "New  Drugs, 
Their  Use  and  Abuse",  has  this  to  say: 

"These  few  examples  ....  illustrate  sufficiently  clearly 
certain  points  in  regard  to  drugs.  (1)  That  a  remedy  defi- 
nitely curative  with  specific  indications  will  become  verv 
rapidly  known  to  all  reading  physicians.  (2)  That  where 
there  are  definite  indications  for  a  drug,  e.g.,  novasurol  in 
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severe  edema,  success  may  be  obtained  in  its  use  if  em- 
ployed wisely  and  with  caution  and  a  realization  of  its 
limitations  and  dangers,  even  if  its  mode  of  action  is  not 
known.  (3)  That  certain  highly  specific  drugs  will  be 
useful  to  the  specialist  or  even  to  the  practitioner  who 
makes  a  careful  study  of  the  drugs  themselves.  (4)  That 
the  vast  majority  of  drugs  recommended  by  advertisement 
are  of  little  or  no  value  and  that  a  physician  employing 
thoughtfully  and  accurately  the  drugs  of  the  Pharmacopeia 
can  do  more  for  his  patients  than  by  listening  to  the  spe- 
cious pleadings  of  the  detail  man  who  should  be  instantly 
dismissed  by  any  physician,  who  is  trying  to  serve  his 
patient,  with  the  same  abruptness  as  that  with  which  Eve 
should  have  dismissed  the  serpent.  (5)  That  at  times  there 
are  drugs  of  relatively  low  efficiency  which  long  experience 
will  show  to  be  of  value,  e.g.,  carbromal  or  argyrol,  but 
that  our  knowledge  of  their  value  can  only  be  built  up  by 
the  physician's  careful  study  of  them,  and  the  cases  in 
which  they  are  useful,  and  recording  the  same  for  the 
benefit  of  others;  and  further,  that  unless  he  is  willing  to 
undertake  such  study  he  had  better  wait  for  others  to  do 
so.  (6)  That  no  physician  should  recommend  drugs  to 
patients  by  name  and  so  encourage  their  use  by  lay  patients 
as  to  lead  to  their  abuse  by  the  public  and  an  increase 
in  unattended  sickness." 

A  few  more  quotations  from  Dr.  Solomon's 
article: 

"Doctors  are  favorably  impressed  with  commercial  prop- 
aganda far  too  easily  for  their  own  and  for  their  patients' 
good.  They  are  convinced  by  the  sales  talk  of  detail  men 
and  by  the  stuff  they  read  in  beautiful  advertising  mono- 
graphs and  circulars.  They  fall  into  the  use  of  proprietaries 
and,  since  these  doctors  are  in  any  case — whether  officially 
or  not — teachers  of  the  less  experienced,  the  proprietaries 
they  use  become  more  familiar  to  their  nurses  and  their 
junior  associates  than  official  preparations." 

"Nurses  are  often  far  better  acquainted  with  proprietary 
preparations  than  with  the  standard  materia  medica.  The 
careless  use  of  trade  names  by  doctors  fixes  in  young,  form- 
ative minds  words  like  urotropin,  pyramidon,  atophan, 
luminal,  and  veronal,  while  the  official  names — methena- 
mine,  aminopyrine,  cinchophen,  phenobarbital,  and  barbital 
— are  neglected  or  forgotten.  Meanwhile  the  promiscuous 
use  of  proprietary  preparations  defeats  the  purpose  of 
medicine  in  so  far  as  these  are  truly  scientific." 

"Surveys  have  frequently  shown  that  at  times  almost 
forty  per  cent,  of  all  drug;  prescribed  in  certain  hospital; 
are  not  mentioned  in  any  standard  textbooks  of  materia 
medica." 

Dr.  Solomon  suggests  that  there  might  be  pro- 
fessional and  scientific  apothecary  shops  or  phar- 
macies as  distinguished  from  what  we  may  call 
drug  stores.  The  professional  pharmacies  might  be 
located  by  the  State  or  Federal  governments  where 
needed  in  view  of  geographic  and  population  con- 
siderations. The  manufacture  and  sale  of  drugs  and 
drug  preparations  might  conceivably  be  under  some 
such  government  regulation,  as  are  the  manufacture 
and  sale  of  veterinary  vaccines  and  serums  in  this 
country  today.  Thus  ethical  drug  remedies  would 
be  removed  from  the  sphere  of  active  drug  compe- 
tition, but  would  be  sold  on  a  state-regulated  cost- 
plus  plan  under  the  most  scientific  supervision  that 
could  be  provided.  Dr.  Solomon,  however,  offers 
these  only  as  suggestions  and  not  as  a  complete 


program.  He  concludes  by  stating  that: 
"the  chaotic  use  of  proprietaries  and  the  vicious  circle 
which  operates  to  bring  unworthy  compounds  into  respect- 
able standing  does,  however,  offer  a  serious  problem.  Pres- 
ent conditions  are  a  disgrace  to  physicians,  pharmacy  and 
druj  manufacturing  are  degraded,  and  student  nurses  and 
medical  students  are  confused  That  patients  suffer  goes 
witouht  saying.  What  is  worse  we  harm  not  only  this 
generation  but  we  do  untold  potential  harm  to  future  gen- 
erations. We  must  realize  the  real  seriousness  of  this  prob- 
lem and  we  must  proceed  to  apply  a  remedy. 

It  is  the  professional  duty  of  the  teachers  of  therapeutics 
and  materia  medica  in  the  seventy-eight  recognized  class  A 
medical  schools  of  the  United  States  to  solve  this  problem. 
They  must  break  the  vicious  circle." 

This  is  a  very  practical  paper  and,  alas,  a  very 
truthful  one.  Reference  is  made  in  it  to  the  lost  art 
of  prescription  writing.  In  the  majority  of  instances 
it  would  seem  as  though  the  physician  chose  the 
main  drug  he  wished  to  administer  and  then  looked 
around  for  a  preparation  put  out  by  some  pharma- 
csutical  house  which  contained  that  drug,  with  or 
with  or  without  others,  in  approximately  the  dosage 
that  he  thought  advisable.  Thus,  the  physician  is 
Leing  led  around  by  the  nose  by  the  keen-witted 
pharmaceutical  houses;  trade,  names  are  invented 
over  night  and  the  professional  mind  seems  to  have 
an  extraordinary  aptitude  for  remembering  them. 
The  physiological  dosage  as  given  for  all  prepara- 
tions is  necessarily  small  in  order  to  be  in  the  main 
safe  for  administration.  Physiological  action  upon 
the  body  as  a  whole  is  not  thought  of,  and  the 
whole  scheme  of  prescribing  is  diverted  from  the 
scientific  to  a  hodge-podge,  catch-as-catch-can, 
happy-go-lucky  proposition.  These  things  should 
not  be.  Dr.  Solomon  has  sounded  a  warning  note. 


UROLOGY 

Hamilton  W.  McKay,  M.D.,  Editor,  Charlotte,  N.  C. 


The  Doctor's  Role  in  Venereal  Disease 
Control  .* 

Only  a  short  time  ago  at  Washington,  D.  C, 
was  held  a  history-making  meeting.  The  confer- 
ence on  Venereal  Disease  Control  met  and  under 
the  direction  of  the  United  States  Public  Health 
Service  they  discussed  fundamental  principles,  ways 
and  means  to  control  and,  if  possible,  stamp  out 
venereal  diseases.  At  this  conference  there  were 
approximately  1,000  doctors,  many  professors  of 
medicine,  public  health  officers  and  social  workers, 
coming  from  45  States,  the  District  of  Columbia 
and  foreign  countries. 

The  President  in  his  message  to  this  conference 
said,  "The  recent  increase  in  public  interest  in  the 
problem  before  the  conference  is  extremely  gratify- 
ing.   With  the  assistance  now  being  given  by  the 

♦Acknowledgment  of  helpful  ideas  from  Venereal  Dis- 
ease Information.  Vol.  17,  No.  7,  and  American  Journal 
of  Syphilis,  Gonorrhea  and  Venereal  Diseases.  Mav,  1937. 
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Public  Health  Service  through  the  social  security 
funds,  it  should  be  possible  for  State  and  local  au- 
thorities to  develop  needed  facilities  for  the  treat- 
ment and  control  of  these  diseases." 

The  so-called  social  diseases  (gonorrhea  and 
syphilis)  have  always  been  a  great  public  health 
problem  and  still  a  greater  problem  to  the  practic- 
ing physician,  but  strangely  enough  with  the  excep- 
tion of  the  public  health  officer,  little  individual  or 
organized  effort  has  been  shown  by  the  doctor  in 
the  field  to  control  and  stamp  out  these  diseases. 
This  attitude  of  apparent  indifference  on  the  part 
of  the  individual  doctor  and  organized  medicine 
has  always  amazed  me.  Such  indifference  probably 
can  be  attributed  to:  first,  the  lack  of  sympathetic 
understanding  of  the  problem,  and,  second,  the 
great  inherited  influence  based  on  false  impressions 
which  have  been  handed  down  through  the  centu- 
ries. The  false  modesty  which  has  been  the  inheri- 
tance of  the  laymen  has  permeated  the  medical  pro- 
fession and  until  this  present  campaign  was  inau- 
gurated it  was  not  at  all  popular  to  discuss  either 
gonorrhea  or  syphilis  in  mixed  audiences.  Largely 
through  the  efforts  of  Surgeon  General  Parran,  the 
venereal  disease  problem  has  been  placed  directly 
in  the  lap  of  the  medical  profession  and  the  people. 

The  enthusiastic  manner  in  which  the  people 
have  received  the  information  concerning  venereal 
diseases  has  been  almost  unbelievable.  Since  the 
Public  Health  Service  has  spoken  through  the  press 
and  over  the  radio  directly  to  the  people,  almost 
over-night  objections  to  the  discussion  and  use  of 
the  terms  gonorrhea  and  syphilis  has  disappeared. 

At  the  very  beginning  of  this  intelligent  educa- 
tional program  the  veil  of  mystery  has  been  torn 
away,  antiquated  false  impressions  centuries  old 
have  been  done  away  with  and  today,  by  means  of 
syndicated  articles,  moving  pictures,  radio  and  the 
direct  teaching  of  mixed  audiences  we  both  see  and 
hear  concerning  these  heretofore  forbidden  diseases, 
brought  out  into  the  open  and  intelligently  and 
freely  discussed.  I  repeat,  the  spotlight  has  been 
turned  on  the  prevention  and  treatment  of  these 
diseases  and  for  the  first  time  the  soil  has  been 
properly  prepared  for  the  individual  doctor  to  take 
a  part  in  constructive  work  for  his  community  and 
people. 

The  public  wants  and  demands  the  proper  kind 
of  information  about  the  venereal  diseases  and  to- 
day more  than  ever  before  the  doctor  must  not  fail 
to  participate  individually  and  in  an  organized  way 
in  this  great  fight  against  these  two  enemies  of  hu- 
man health  and  happiness. 

How   can   the   individual   doctor   and   organized 
medicine  help  in  this  campaign  which  must  be  sys- 
tematically carried  on  for  years  and  years? 
Organization 

Recently  I  was  asked  to  discuss  the  paper  on 


Venereal  Disease  Control  read  before  a  section  of 
our  State  Medical  Society  by  Dr.  David  N.  Davis, 
Professor  of  Genito-urinary  Surgery  at  Jefferson. 
I  advocated  then  the  appointment  of  a  central  com- 
mittee from  the  society  to  cooperate  with  the  State 
Health  Department,  the  individual  county  health 
departments  and  the  county  medical  societies.  Some 
such  committee  now  exists  and  I  am  a  member 
of  it;  but  the  duties  of  such  a  committee  as  I  have 
in  mind  would  be  far  too  exacting  and  time-con- 
suming to  be  carried  out  by  the  present  committee. 
The  State  Health  Department  should  have  a  sep- 
arate venereal-disease  unit  controlled  by  a  full-time 
venerologist.  Such  a  committee  as  I  have  in  mind 
should  function  under  the  direction  of  this  officer 
and  unit  but  should  come  from  the  medical  profes- 
sion at  large.  The  chief  function  of  such  a  com- 
mittee should  be  to  put  on  an  educational  cam- 
paign in  and  through  every  county  medical  society 
in  North  Carolina,  each  county  society  furnishing 
a  bureau  of  speakers  who  would  in  turn  be  on  call 
to  work  with  the  county  health  officer  and  other 
organizations.  Space  will  not  permit  me  to  go  into 
the  details  of  how  I  feel  such  an  organization  should 
function. 

Laboratory  Facilities 
I  realize  it  seems  elementary  and  almost  puerile 
to  say  that  I  think  every  county  medical  society 
should  educate  its  members  in  the  advantages  of 
the  dark-field  examination  and  the  delayed  dark- 
field  technique.  It  is  one  thing  to  say  that  all 
doctors  are  familiar  with  the  great  advantages  of 
a  dark-field  examination  as  a  means  of  diagnosis 
and  treatment  of  primary  syphilis.  It  is  quite  a 
different  story  when  one  finds  about  90  per  cent, 
of  all  genital  lesions  are  locally  treated  by  physi- 
cians without  dark-field  examination.  Until  we  are 
willing  to  come  out  in  the  open  and  admit  that  a 
fundamental  procedure  of  this  nature  is  not  being 
carried  out  we  cannot  progress  rapidly  in  the  pre- 
36— Med 

vention  of  syphilis.  It  seems  unnecessary  to  em- 
phasize the  importance  of  serological  diagnosis  and 
gonorrheal  smears  for  the  poor. 

Teaching 

Venereal  disease  control  should  be  taught  in  our 
public  schools  as  a  part  of  a  course  on  sex  educa- 
tion, elementary  anatomy  and  psychology. 

The  subject  of  venereal-disease  control  is  inade- 
quately taught  in  most  of  our  grade-A  medical 
schools.  It  has  been  stated  that  only  10  out  of 
83  accredited  medical  schools  in  this  country  have 
efficient  departments  for  the  teaching  of  prevention 
of  gonorrhea  and  syphilis. 

The  role  of  a  general  practitioner  in  the  control 
of  venereal  diseases  is  of  such  importance  that  un- 
less he  has  basic  and  fundamental  instruction  in  his 
undergraduate  days  the  continuation  of  such 
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gram  will  be  impossible.  A  doctor  has  to  realize 
the  importance  of  the  dark-field  examination  in  the 
diagnosis  of  primary  syphilis  before  he  is  going  to 
consider  all  open  lesions  on  the  genitalia  with  sus- 
picion. 

Statistics  and  Records 

I  advocate  the  routine  reporting  of  all  venereal 
disease  by  serial  number;  those  in  the  infectious 
stage  who  have  failed  to  continue  treatment  to  be 
reported  by  name  and  address. 

Education  of  People 

Systematic,  intelligent  education  of  the  public  on 
venereal  disease  prevention  should  be  a  part  of  the 
program  of  every  county  health  department  and  of 
every  county  medical  society.  The  information 
disseminated  by  the  State  and  county  health  de- 
partments should  be  supplemented  by  an  educa- 
tional program  carried  on  by  organized  medicine  in 
each  county. 

The  public  is  expecting  the  medical  profession  to 
furnish  the  necessary  information  and  leadership 
on  this  and  other  problems.  We  know  that  syphilis 
can  be  controlled  and  that  much  can  be  done  to- 
wards controlling  gonorrhea.  I  believe  that  the  in- 
dividual doctor  and  organized  medicine  will  have 
their  rightful  place  in  this  great  campaign. 


HOSPITALS 

R.  B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


The  Pathology  Department 

In  recent  years  pathological  service  has  been 
made  available  to  the  small  and  large  hospital 
alike.  Those  hospitals  which  have  not  provided 
such  a  department  do  not  fully  realize  the  asset 
that  such  service  is. 

I  know  of  no  service  the  hospital  has  which  of- 
fers as  much  aid  in  the  preliminary  diagnosis,  the 
confirmation  of  the  final  diagnosis,  and  last  but  not 
least,  as  much  auto  correction. 

The  well  trained  hospital  staff  member  today 
analyzes  the  symptoms  and  signs  of  disease  as 
given  by  the  patient  in  the  history,  as  obtained  by 
the  physical  examination  and  laboratory  findings, 
giving  each  one  due  consideration.  None  of  these 
sources  of  information  is  infallible.  However,  a 
patient  will  often  mislead  the  clinician  ignorantly 
or  purposely.  The  physical  signs  found  in  many 
diseases  are  so  similar  to  those  found  in  many  other 
diseases  that  the  examiner  is  compelled  to  name 
many  diseases  in  his  preliminary  diagnosis. 

When  it  comes  to  the  pathology  department 
almost  always  a  positive  finding  is  diagnostic.  Take 
for  instance  the  biopsy  of  malignant  growth.  The 
report  is  usually  correct.  A  sputum  examination 
positive  for  the  acid-fast  bacillus  is  usually  correct. 
A  blood  examination  positive  for  sickle-cell  anemia 


is  usually  correct.  There  are  hundreds  of  other 
pathological  reports  which  can  be  relied  upon  al- 
most certainly. 

One  will  seldom  get  into  trouble  relying  upon  a 
positive  pathological  report.  He  must,  however, 
always  connect  up  the  clinical  findings  and  the 
history  before  a  negative  report  can  be  thoroughly 
relied  upon. 

The  auto-correction,  or  perhaps  a  better  word, 
the  auto-discipline,  has  reference  to  the  final  path- 
ological report  of  specimens  removed  at  the  time  of 
the  operation.  The  best  discipline  is  that  which 
comes  from  within.  If  a  man  believes  himself  to 
be  right  he  will  argue  in  his  own  defense.  But,  if 
he  knows  that  he  is  wrong,  or  was  wrong,  if  he 
has  one  spark  of  honesty,  integrity  and  manhood 
about  him,  he  will  set  about  to  discipline  himself  in 
the  future. 

A  great  stimulus  to  this  effort  is  produced  by 
the  fact  that  his  co-workers  have  also  had  an  op- 
portunity to  study  the  pathological  report,  and  to 
know  that  the  diagnosis  was  wrong.  Staff  meetings 
at  which  the  pathological  reports  are  read  are  the 
most  stimulating  and  helpful  type  of  medical  meet- 
ings that  I  know  of. 

I  hope  the  day  will  soon  come  when  a  good  path- 
ology service  will  be  a  part  of  every  hospital. 
Through  the  courtesies  and  helpful  cooperation  of 
the  pathologists  of  North  Carolina  such  a  service 
is  available  intramurally  or  extramurally.  The 
price  of  this  service  is  always  within  the  reach  of 
every  institution,  and  once  such  a  service  is  estab- 
lished the  staff  will  never  agree  to  give  it  up.  Every 
specimen  removed  at  the  time  of  the  operation 
should  be  examined  by  a  competent  pathologist, 
and  his  report  be  made  a  part  of  the  hospital  rec- 
ord. 


CLINICAL  PSYCHIATRY 

Claude  A.  Boseman,  M.D.,  Editor,  Pinebluff,  N.  C. 


The  Manic  Type  of  Reaction 
The  affective  phychoses  are  divided  into  the 
depressive  type  and  manic  type.  Affective  psycho- 
ses refer  to  those  disorders  in  which  emotional  fac- 
tors play  the  most  prominent  part.  The  manic  is 
the  exact  opposite  from  the  depressed  type.  In 
depressions,  the  patient  feels  too  bad,  thinks  too 
slowly  and  does  too  little.  The  manic  patient  feels 
too  good,  thinks  too  fast  and  does  too  much.  The 
predominant  symptom  in  the  manic  reaction  is  the 
feeling  of  elation.  All  spheres  of  activity  are  in- 
volved, but  the  feeling  of  elation  seems  to  lend  color 
to  the  cognitive  and  connative  functions.  The  de- 
pressed patient  is  spoken  of  as  being  minus,  the 
manic  plus.    The  manic  reaction  in  its  most  extreme 
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and  malignant  form  is  what  is  thought  of  by  the 
laymen  as  mania,  and  the  patient  as  a  maniac.  This 
extreme  type  of  reaction  is  relatively  infrequent. 

There  are,  of  course,  degrees  of  the  manic  re- 
action, varying  from  a  sense  of  well-being  all  the 
way  up  to  mania  in  its  extreme  form.  Everyone 
has  experienced  in  the  course  of  ordinary  activity, 
some  days  in  which  he  feels  unusually  well,  happy 
and  possessed  of  greater  potentialities  than  usual. 
This  sense  of  well-being,  a  little  exaggerated,  be- 
comes a  mild  manic  attack.  Many  of  us  experience 
attacks  of  this  sort  which  are  never  extreme  enough 
to  warrant  seeking  medical  advice.  All  physicians 
are  acquainted  in  their  daily  practice  with  persons 
who  alternate  between  periods  of  well-being  and 
periods  of  slight  depression.  When  the  elation  be- 
comes more  pronounced,  the  patient's  thinking  and 
acting  also  become  speeded  up  and  hospitalization 
becomes  necessary. 

The  emotional  factor  in  manic  patients  is  ex- 
pressed by  them  in  some  such  terms  as:  I  feel  fine 
I  never  felt  better  in  my  life,  or:  I  feel  wonderful, 
if  I  felt  any  better,  I  would  be  in  Heaven.  Since 
the  patient  feels  so  well  physically,  he  naturally 
feels  that  he  is  unusually  capable  mentally,  that 
he  can  do  more  things  than  ever  before,  that  he 
can  turn  out  work  faster,  that  his  success  in  busi- 
ness or  in  his  profession  is  more  marked.  He  feels 
his  capabilities  to  be  practically  limitless.  Often- 
times, the  feeling  of  elation  gives  way  to  one  of 
anger:  and  outbursts  of  vituperation  directed  to- 
wards the  physician  or  the  nurse  may  be  extreme. 
This  anger  is  easily  aroused,  and  subsides  quickly. 
If  the  patient  is  crossed  in  any  way  or  not  allowed 
to  have  his  own  way,  he  becomes  angry  quickly, 
expresses  himself  volubly,  and  has  it  over  with. 

This  feeling  of  elation  is  always  accompanied  by 
greater  mental  activity.  The  patient  thinks  faster 
than  usual.  He  feels  that  his  thoughts  come  very 
quickly  and  that  they  are  of  a  brilliant  nature. 
This  acceleration  in  thinking  expresses  itself  in  ex- 
treme cases  in  what  is  called  a  flight  of  ideas.  The 
patient  may  talk  incessantly.  His  attention  easily 
distracted,  he  goes  from  one  topic  to  another  without 
any  apparent  reason.  His  thoughts  cover  the  whole 
universe  of  ideation.  The  patient  will  talk  about 
music,  literature,  the  physician's  necktie,  the  color 
of  his  eyes,  current  events,  historical  happenings — 
anything — with  endless  variations. 

The  elation  is  also  accompanied  by  increased 
activity.  These  patients  are  very  busy  from  morn- 
ing until  night,  cleaning  up  their  rooms,  arranging 
their  furniture  and  their  clothes.  Women  will  tear 
apart  dresses  to  make  them  over  again.  No  job 
is  ever  entirely  completed.  As  soon  as  one  task 
is  begun  their  attention  is  diverted  to  something 
else  and  they  begin  another.  One  frequent  activity 
is  turning  off  and  on  the  water,  often  flooding  the 


bathroom  or  the  whole  room.  If  this  hyperactivity 
becomes  extreme,  it  is  necessary  to  keep  the  patient 
in  a  room  alone  without  any  furniture,  or  else  keep 
him  in  a  sedative  pack  or  a  continuous  bath.  Often 
the  patient  will  spend  days  and  nights  singing, 
laughing,  talking,  yelling,  or  screaming.  He  will 
do  much  better  alone,  because  the  stimulation  to 
excitement  or  hyperactivity  will  be  lessened. 

Often  manic  patients  spend  days  and  even  weeks 
with  practically  no  sleep  in  spite  of  large  doses  of 
sedatives.  It  is  often  surprising  to  nurses  and 
other  hospital  attendants  that  patients  can  go  so 
long  without  any  sleep  and  remain  apparently 
strong,  alert  and  vigorous,  as  before.  Sometimes 
they  do  not  eat  because  they  are  so  interested  in 
all  the  activities  that  they  are  engaging  in  that  they 
are  unwilling  to  give  the  time  required  for  eating. 
All  patients  of  this  type,  if  they  sleep  at  all,  sleep 
very  little.  They  go  to  bed  late  and  get  up  before 
dawn  and  begin  again  their  endless  round  of  activ- 
ity. 

Patients  have  a  tendency  to  recover,  after  a  pe- 
riod of  several  months,  from  an  attack  of  this  sort 
and  may  continue  well  for  several  years  before  an- 
other attack  occurs.  Manic  and  depressive"  attacks 
may  alternate  regularly  and  rapidly.  The  condi- 
tion has  a  tendency  to  recur  and  finally  to  become 
chronic.  The  usual  history  of  patients  of  this  sort 
is  three  or  four  hospital  admissions,  and  finally,  in 
the  involutional  period,  permanent  hospitalization. 
When  the  condition  becomes  chronic,  the  symptoms 
are  generally  not  so  pronounced,  and  the  patient 
may  be  able  to  live  a  fairly  contented  hospital  life. 
The  dynamics  of  the  manic  attack  are  very 
involved.  Apparently,  the  victims  are  attempting 
to  escape  from  painful  realities.  The  manic  per- 
sonality, instead  of  escaping  by  means  of  alcohol 
or  drugs,  escapes  by  a  flight  into  reality,  wherein 
his  emotional  state  is  so  keyed  up  that  reality  be- 
comes unreality.  Treatment  consists  mainly  in 
providing  as  quiet  and  undisturbed  an  environment 
as  possible  and  aiding  the  patient  in  relaxation  by 
means  of  sedatives  and  hydrotherapy.  Psychother- 
apy is  impossible  during  an  attack,  but. should  be 
used  during  the  clear  interval  to  enable  the  patient, 
if  possible,  to  avoid  future  attacks. 

The  following  case  illustrates  this  type  of  reac- 
tion: 

A  woman,  aged  44,  native  of  North  Carolina,  was  ad- 
mitted to  the  hospital  on  March  27th,  1936.  In  1925,  she 
was  in  a  private  sanitarium  for  six  months,  at  which  time 
she  was  said  to  have  been  violent,  but  recovered.  In  1931, 
she  was  in  a  State  hospital  for  three  months,  at  which  time- 
she  yelled,  screamed  and  was  combative.  In  1935,  she  was 
in  a  State  hospital  again  for  seven  months  with  the  same 
symptoms.  Both  the  mother  and  father  had  died  of  para- 
lytic strokes;  the  paternal  grandfather  was  a  suicide  and 
was  said  to  have  been  insane;  a  paternal  aunt  and  cousin 
were  in  a  State  hospital,  the  cousin  suffering  from  schizo- 
phrenia.    The  patient  was  the  oldest  of  three  children:  the 
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sister  died  in  infancy  of  meningitis;  the  bother,  four  years 
the  patient's  junior,  had  always  been  the  mother's  favorite 
child.  The  patient  had  been  devoted  to  her  father,  who 
preferred  her  to  her  brother.  The  mother  was  said  to 
have  been  domineering  and  had  always  lived  with  the  pa- 
tient. 

The  patient  had  an  appendectomy  in  1907,  tonsillectomy 
in  1923,  hysterectomy  in  1933.  The  menopause  did  not 
occur  at  that  time,  but  the  patient's  menstrual  periods  were 
irregular  at  the  time  of  admission. 

She  had  been  graduated  from  high  school  and  had  one 
year  of  college,  chiefly  in  music  and  art.  She  was  married 
at  the  age  of  20,  her  husband  being  26.  She  had  two 
daughters  living  and  well,  aged  20  and  23,  respectively.  The 
husband  had  been  killed  in  an  automobile  accident  fifteen 
years  before  this  hospital  admission,  and  the  father  had 
died  four  years  before  that. 

The  patient  had  returned  home  from  the  State  hospital 
apparently  entirely  well  in  November  and  had  remained 
well  until  three  weeks  before  admission.  At  that  time, 
though  the  family  was  in  somewhat  straightened  circum- 
stances, the  patient  began  buying  a  great  many  things  which 
were  not  necessary,  sending  flowers  to  various  friends  and 
strangers,  began  to  think  that  she  had  a  lot  of  money,  was 
elated,  and  talked  incessantly.  She  prepared  many  boxes 
for  the  "Red  Cross,"  wrote  many  letters  to  friends,  ac- 
quaintances and  even  strangers.  She  had  never  tried  to 
commit  suicide.  If  she  were  crossed  in  any  wav  she  cried 
very  bitterly.  On  the  day  before  admission  she  had  built 
a  bonfire  on  a  card  table  in  her  living  room. 

The  patient  was  described  as  friendly,  active,  doing  some- 
thing all  the  time,  frank  and  open.  She  had  never  worked 
at  any  remunerative  type  of  work,  nor  had  she  been  par- 
ticularly interested  in  any  one  thing  for  any  long  period. 
She  had  never  shown  any  interest  in  men  since  her  hus- 
band's death.  She  talked  frequently  of  the  past,  always  ate 
and  slept  poorly.  She  was  a  Presbyterian  but  had  never 
taken  any  great  interest  in  the  church. 

Upon  admission  she  was  overactive,  overtalkative  and 
mildly  elated.  She  co-operated  well  with  the  nurses  and 
seemed  to  be  quite  contented.  Overactivity  increased  and 
if  nurses  interfered  in  any  way,  she  became  very  angry. 
She  busied  herself  as  much  as  possible  in  tearing  up  her 
clothes  to  make  them  over  again.  She  frequently  flooded 
the  bathroom  or  her  room.  Whenever  she  came  in  from  a 
walk,  she  was  always  loaded  not  only  with  flowers,  but 
with  weeds  and  twigs  of  all  sorts,  which  she  insisted  on 
putting  in  water  in  her  room.  Finally,  the  activitv  became 
so  great,  her  feeling  of  elation  giving  way  so  frequently  to 
outbursts  of  anger,  that  it  was  necessary  to  keep  her  in  a 
room  alone.  Sedative  packs  were  used  with  little  success. 
The  patient  talked  loudly  to  herself,  sang  and  danced 
throughout  the  day  and  most  of  the  night.  For  about  a 
week  she  went  entirely  without  sleep.  Her  appetite  through- 
out the  time  was  very  poor.  She  took'  only  liquids  and 
those  only  on  the  strong  insistence  of  the  nurses.  This 
manic  attack  lasted  three  months.  The  patient  improved 
rapidly,  for  no  apparent  reason,  until  she  became  appar- 
ently entirely  normal;  but  this  lasted  only  for  three  or  four 
days  and  was  followed  at  once  by  a  very  deep  depression. 


PEDIATRICS 

G.  W.  Kutschek,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


The  child  who  gives  a  positive  tuberculin  reaction 
and  shows  no  signs  of  active  tuberculosis  is  much  more  apt 
to  develop  tuberculosis  when  he  is  grown  up  than  is  the 
child  who  gives  a  negative  reaction. 


One  may  well  wonder  whose  perverted  sense  of  humor  is 
responsible  for  the  issuance  of  advice  to  expectant  mothers 
from  the  U.  S.  Department  of  Labor. 


Meeting  of  the  State  Medical  Society 

The  Pediatric  Section  supplied  the  following  ab- 
stracts. It  is  regretted  that  Chairman  Arthur  Lan- 
don's  address  was  not  heard. 

Dr.  Myers  Hunter:  Cyanosis  in  the  Newborn. 
Asphyxia  produces  cyanosis  and  at  least  a  slight 
degree  of  asphyxia  is  present  in  every  newborn. 
Many  are  the  causes  and  mixed  types  are  to  be  re- 
membered. Congenital  heart  disease  does  not  al- 
ways cause  cyanosis  nor  is  a  murmur  always  heard. 
Enlarged  thymus  is  not  a  frequent  cause  of  cyano- 
sis. Tetany  and  intracranial  hemorrhage  are  fre- 
quently responsible. 

Dr.  J.  B.  Sidbury:  Intracranial  Hemorrhage. 
The  incidence  of  this  disease  is  not  realized.  In 
the  U.  S.,  120,000  deaths  among  those  under  two 
years  of  age  occur  every  year,  at  least  SO  per  cent. 
of  them  due  to  intracranial  hemorrhage,  or  brain 
injury,  at  birth.  Many  cases  are  undiagnosed  and 
many  such  injuries  are  recovered  from  without  re- 
sultant signs  and  symptoms.  While  poor  obstetrics 
is  responsible  for  some  cases,  the  entire  burden  must 
not  be  placed  on  the  obstetrician.  Injudicious  use 
of  pituitrin  and  high  forceps,  rapid  delivery,  pre- 
maturity and  breech  extractions  head  the  list.  The 
incidence  of  intracranial  hemorrhage  is  ten  times 
higher  in  surgical  than  in  nonsurgical  deliveries. 
Closer  cooperation  between  obstetrician  and  pedia- 
trician is  implored.  The  essentials  of  treatment 
include  relief  of  increased  spinal  fluid  pressure,  ab- 
solute quiet,  intramuscular  blood  and,  above  all,  no 
rough  resuscitation  methods. 

Dr.  Samuel  Ravenel:  Infection  in  the  Newborn. 
An  infant's  skin  becomes  infected  via  people,  food, 
inanimate  objects  (e.g.,  clothing,  toys,  etc.)  and 
animate  objects  (e.g.,  flies).  Physicians  and  nurses 
can  and  do  carry  infection  to  the  newborn.  Nurses 
with  coryza  are  often  allowed  to  work  in  the  nurs- 
ery because  they  cannot  be  spared  from  duty. 
Kissing  babies  on  the  lips  or  hands  may  be  implant- 
ing the  kiss  of  death.  The  skin  must  be  handled 
with  care  and  respect;  it  seems  to  matter  little  what 
antiseptic  agent  is  used  provided  it  is  nonirritating. 
When  skin  infections  occur  in  the  nursery  imme- 
diate isolation  must  be  practiced.  Alcohol  dressings 
to  the  umbilical  stump  are  considered  worthless 
in  avoiding  infection  of  that  area. 

Respiratory  infections  are  the  most  serious  and 
frequent.  Aspiration  of  infected  material  is  often 
the  cause  of  such  infections.  In  ear  disease  fever  is 
not  always  present,  often  gastrointestinal  symptoms 
being  the  only  clue.  Ereast  milk  is  still  the  best 
therapy  for  gastrointestinal  disturbances.  Genito- 
urinary infections  are  often  subsequent  to  dehydra- 
tion. 


June,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


Dr.  Leroy  Butler:  Prematurity.  From  3  to  7 
per  cent,  of  all  births  in  the  U.  S.  are  premature. 
Multiple  births,  syphilis  and  maternal  toxicity  are 
probably  the  chief  causes.  Of  252  premature  in- 
fants carefully  studied,  the  mortality  rate  was  17.8 
per  cent.  In  caring  for  the  premature,  maintenance 
of  body  temperature,  relief  of  cyanosis,  prevention 
of  infection,  and  proper  nourishment  are  paramount. 
The  frequently  observed  period  of  stationary  weight 
can  be  obviated  by  the  intramuscular  injection  of 
10  c.c.  of  blood.  Iron  and  vitamin  D  should  be 
given  early  to  the  premature  infant. 

Dr.  R.  A.  Ross:  Obstetrical  Causes  of  Neo- 
natal Mortality.  The  closer  cooperation  between 
the  obstetrician  and  pediatrician  is  strongly  used. 
The  use  of  morphine  just  prior  to  delivery  is  de- 
cried. The  tracheal  catheter  is  the  most  valuable 
and  often  the  only  instrument  needed  for  resusci- 
tation. Dr.  Ross's  paper  does  not  lend  itself  readily 
to  abstraction  on  audition. 


CLINICAL  CHEMISTRY  &  MICROSCOPY 

C.  C.   Carpenter,  B.A.,  M.D.,  F.A.C.P.,  Editor 
Wake  Forest,  N.  C. 


Something  Should  Be  Done  About  the  Man 
of  Fifty 

The  above  title  is  that  given  to  a  beautiful  and 
well  illustrated  booklet  recently  distributed  by  E. 
R.  Squibb  and  Sons.  This  booklet  calls  attention 
to  the  rapidly  increasing  morbidity  and  mortality 
from  the  degenerative  diseases  and  shows  a  chart 
from  the  United  States  Government  mortality  sta- 
tistics which  reveals  a  54  per  cent,  increase  in 
deaths  from  degenerative  diseases  in  the  period 
from  1900  to  1934.  The  purpose  appears  to  be  to 
remind  the  medical  profession  that  they  are  giving 
too  little  attention  to  disabilities  and  deaths  from 
preventable  diseases  about  the  time  a  man  reaches 
his  peak  of  usefulness.  The  degenerative  diseases 
usually  include  arteriosclerosis  with  concomitant 
heart  diseases,  kidney  diseases,  cerebral  diseases, 
and  diabetes.  Obviously  many  of  the  cases  of  the 
first  three  conditions  named,  have  as  their  underly- 
ing pathology  atherosclerosis  or  arteriosclerosis. 
Questions  the  physician  must  undertake  to  answer 
for  himself  and  his  patients  are:  what  is  the  cause 
of  this  widespread  disease  and  how  may  it  be  pre- 
vented? What  is  the  relation  if  any  to  diabetes, 
a  disease  which  is  increasing  with  about  the  same 
rapidity? 

It  was  generally  considered  a  few  years  ago  that 
there  was  a  causal  relationship  between  arterio- 
sclerosis and  Bright's  disease  on  the  one  hand  and 
the  metabolism  of  proteins  on  the  other.  For 
many  years  infections  and  intoxications  have  been 


considered  etiological  factors.  The  principal  added 
interest  that  has  developed  in  the  last  few  years 
concerns  itself  with  the  cause  of  a^erosclerosis.  In 
this  condition  we  have  a  patchy  thickening  of  the 
blood  vessels  usually  described  as  occurring  in  the 
larger  vessels.  The  patch  is  light  yellowish  and 
made  up  principally  of  abnormal  products  of  fat 
metabolism,  predominantly  cholesterol.  When  the 
disease  occurs  in  the  coronary  arteries,  often  a 
thrombus  forms  on  top  of  the  plaque,  and  the 
characteristic  symptoms  of  coronary  thrombosis  en- 
sue. We  know  that  diabetes  is  a  disease  of  abnor- 
mal metabolism,  principally  of  carbohydrates,  but 
to  no  small  degree  of  fats  also.  There  are  others 
who  would  maintain  that  intoxication,  infections 
and  abnormal  metabolism  are  the  least  important 
factors  in  atherosclerosis,  and  that  it  is  primarily 
a  matter  of  inheritance;  that  is,  that  heredity  gives 
a  person  a  poor  vascular  system  and  these  exciting 
factors  serve  only  to  bring  the  condition  to  an  ear- 
lier manifestation. 

Suppose  we  assume  that  heredity  and  exciting 
causes  act  in  combination  to  cause  the  onset  of  de- 
generative diseases.  Then  we  must  explain  their 
earlier  onset  in  recent  years  and  the  increased  prev- 
alence in  order  to  be  able  to  institute  a  satisfactory 
program  for  prevention. 

It  appears  to  me  that  the  theory  of  increased 
stress  and  strain  should  produce  some  argument. 
The  increasing  demands  of  modern  civilization  on 
the  nervous  and  vascular  systems  are  too  obvious. 
In  consideration  of  the  intoxicants,  a  good  deal  of 
importance  is  given  to  the  use  of  tobacco.  In  re- 
viewing our  cases  of  coronary  thrombosis,  we  find 
a  much  higher  percentage  of  persons  using  tobacco 
to  excess  among  those  suffering  from  the  disease 
than  among  those  free  of  the  disease.  Smokers  ar^ 
familiar  with  the  fact,  however,  that  excessive  smok- 
ing occurs  under  excessive  nervous  strain.  So  we 
have  both  effects  in  the  same  patient.  We  may 
have  to  add  during  the  next  few  years  excessive  use 
of  alcohol  as  it  is  possible  to  increase  its  consump- 
tion. Also,  with  these  excessive  intoxicants,  we 
have  found  that  there  has  been  a  tremendous  in- 
crease in  the  use  of  carbohydrates. 

Then  we  have  as  an  etiological  factor  in  the 
production  of  degenerative  diseases  very  definite 
factors  that  have  increased  by  leaps  and  bounds 
during  the  last  several  years,  namely,  increase  in 
stress  and  strain,  increase  in  the  per  capita  con- 
sumption of  tobacco  and  carbohydrates,  and  a  more 
sedentary  life  because  of  the  modern  labor-saving 
conveniences. 

The  prevention  should  be  simple.  Dr.  William 
Louis  Poteat,  who  is  not  a  physician  but  a  promi- 
nent scientist,  said  in  my  office  yesterday  that  "A 
great  portion  of  the  second  half  of  life  is  spent  in 
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trying  to  overcome  the  abuses  and  mistakes  of  the 
first  half."  If  we  are  to  prevent  the  degenerative 
diseases,  we  must  start  at  least  by  the  middle  of 
the  first  half  of  life.  Waiting  until  the  age  of 
fifty,  or  even  forty,  is  too  late.  It  takes  years  for 
them  to  develop.  Therefore,  their  prevention  must, 
extend  over  a  period  of  years. 


RADIOLOGY 


Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Cancer  of  the  Stomach 

Hardly  a  situation  exists  today  which  challenges 
the  medical  profession  more  than  gastric  cancer. 
The  low  percentage  of  operability  when  the  diag- 
nosis is  made  is  in  itself  an  urgent  reason  for  re- 
doubling our  efforts,  and  in  analyzing  the  reasons 
for  this  appalling  situation  it  is  readily  seen  that 
there  is  great  opportunity  for  improvement. 

In  the  United  States  approximately  38,000  per- 
sons die  each  year  from  carcinoma  of  the  stomach. 
It  is  estimated  that  50  per  cent,  of  all  these  cases 
are  far  advanced  and  therefore  inoperable  when 
first  seen  by  the  clinician.  It  is  stated  by  some  that 
50  per  cent,  are  so  far  advanced  that  even  explora- 
tion is  contraindicated;  but  on  this  question  opinion 
varies,  as  many  surgeons  believe  that  all  cases  with- 
out demonstrable  metastases  should  be  explored 
unless  complicating  diseases  render  surgery  too  haz- 
ardous. Granting  that  only  50  per  cent,  of  all  cases 
warrant  exploration,  it  is  generally  agreed  that  of 
this  number  many  suffer  recurrences  locally,  and  in 
others  metastases  not  discovered  at  operation,  later 
cause  death.  Consequently,  cured  cases  of  gastric 
cancer  are  almost  unknown  in  the  practice  of  the 
average  physician,  and  so  his  attitude  is  depress- 
ingly  pessimistic. 

It  is  conceded  by  those  familiar  with  the  diagno- 
sis and  treatment  of  malignancy  that  early  cancer 
is  curable  in  the  great  majority  of  cases,  and  that 
this  fact  applies  as  well  to  stomach  cancer  as  to 
cancer  elsewhere.  The  problem  then  in  malignancy 
of  the  stomach,  just  as  truly  as  with  malignancies 
elsewhere,  is  one  of  early  diagnosis.  We  already 
have  at  our  command  roentgen  apparatus  and  tech- 
nique which  permit  the  experienced  radiologist  to 
discover  98  per  cent,  of  gastric  lesions  and  in  the 
majority  of  these  to  differentiate  the  benign  from 
the  malignant. 

It  thus  becomes  obvious  that  the  only  real  prob- 
lem involved  in  the  early  diagnosis  is  to  get  the 
patient  to  submit  to  the  proper  examinations  when 
the  first  warning  symptoms  appear.  When  the 
public  and  the  medical  profession  learn  and  remem- 
ber that  any  gastric  symptom,  no  matter  how  trivial, 


persisting  more  than  one  week  in  a  patient  over  30 
years  of  age,  is  a  warning  of  the  possibility  of 
early  cancer,  we  shall  have  made  a  great  stride  to- 
ward reducing  the  mortality  of  gastric  cancer.  Un- 
fortunately the  generally  accepted  clinical  criteria 
for  the  diagnosis  of  stomach  cancer  are  founded  on 
the  late  manifestations  of  the  disease,  and  both  the 
public  and  medical  profession  would  profit  if  these 
criteria  could  be  eliminated  from  every  mind  and 
from  every  textbook. 

It  is  generally  believed  by  a  large  majority  of 
the  medical  profession  that  gastric  symptoms  re- 
lieved by  medical  treatment  are  not  caused  by  can- 
cer. This  one  false  impression  has  been  responsible 
for  the  failure  to  diagnose  early  cancer  in  numerous 
instances.  As  stated  by  Horsley1  the  symptoms  of 
early  cancer  of  the  stomach  almost  always  improve 
under  medical  treatment,  and,  as  he  says,  any  im- 
provement noted  under  such  treatment  must  not 
be  permitted  to  alter  one's  first  impression  or  cause 
a  delay  in  the  search  for  cancer. 

Another  dangerously  false  impression  is  that  the 
presence  of  free  hydrochloric  acid  in  the  stomach 
contents  excludes  the  possibility  of  the  existence  of 
early  cancer.  One  forgets  that  early  carcinoma  of 
the  stomach  does  not  destroy  all  the  acid-secreting 
cells,  even  though  it  arises  in  their  midst,  and  that 
a  carcinoma  of  the  cardia  may  become  far  advanced 
without  disturbing  the  function  of  these  cells. 
Therefore,  absence  of  free  hydrochloric  acid,  to- 
gether with  the  other  chemical  changes  expected  in 
carcinoma,  must  also  be  placed  in  the  category  of 
the  late  signs  of  cancer  of  the  stomach,  and  the 
value  of  the  gastric  analysis  in  the  early  detection 
is  practically  nil. 

When  every  physician  will  learn  to  suspect  can- 
cer in  any  patient  over  30  years  of  age  presenting 
the  slightest  suggestion  of  gastric  distress,  and  will 
at  the  same  time  advise  a  thorough  examination 
25— Med 

including  above  all  a  roentgen  study  of  the  stom- 
ach— and  when  the  prevalence  and  the  insidious- 
ness  of  cancer  of  the  stomach,  and  its  curability  in 
the  early  stages  are  known  to  the  general  public, 
we  shall  have  progressed  a  long  way  toward  the 
reduction  of  cancer  mortality. 

Reference 
1.     Horsley,  J.  S.:     The  Attitude  of  the  General  Practi- 
tioner in  Cancer  Control.    Bulletin  of  the  Am    Soc.  for 
the  Control  of  Cancer,  May,  1937,  19,  1-3. 


Digestive  Upsets  in  children  and  sometimes  dismissed 
with  too  scant  consideration.  Peptic  ulcer  is  not  as  rare 
during  childhood  as  is  commonly  assumed. 


About  12  per  cent,  of  all  persons  have  hemorrhoids.- 
Ault  in  Med.  Annals  D.  C.  Feb. 


Fecal  impaction  should  be  thought  of  when  a  patient 
complains  of  atypical  diarrhea. 
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DENTISTRY 

W.  M.  Robey,  D.D.S.,  Editor,  Charlotte,  N.  C. 


Surgical  Conditions   Complicating  the 
Extraction  of  Teeth 

Waugh,  of  Cleveland,  in  the  Ohio  Medical  Jour- 
nal's May  issue,  deals  instructively  with  this  im- 
portant subject.  What  is  to  follow  is  taken  almost 
bodily  from  Dr.  Waugh's  article,  as  his  presenta- 
tion is  hardly  susceptible  of  improvement. 

It  is  eminently  practical  and  should  be  memor- 
ized by  every  doctor  dealing  with  surgical  cases 
involving  the  mouth. 

Both  the  patient  and  the  dentist  may  have  diffi- 
culty in  deciding  which  tooth  (if  any)  is  the  of- 
fender and  the  patient  will  accept  almost  any  treat- 
ment that  promises  relief.  Any  complication  is 
often  reported  as  due  to  faulty  dentistry.  The  pa- 
tient may  then  consult  another  dentist  who  may 
accept  the  patient's  statement  that  he  has  been  a 
victim  of  ignorance  or  mismanagement  and  this 
second  dentist  may  institute  further  surgical  meas- 
ures which  may  add  additional  insult  to  tissues 
already  inflamed  through  reaction  to  the  first  pro- 
cedure. Trismus  of  some  degree  usually  ensues 
following  an  extraction  or  surgical  trauma  in  or 
about  the  molar  region  and  with  it  inflammatory 
reaction  in  the  throat  on  the  affected  side.  In  such 
cases,  the  question  of  nutrition  and  treatment  of 
the  throat  become  the  important  problems. 

How  often  do  we  see  a  moderate  degree  of  tris- 
mus and  severe  throat  reaction  follow  a  clean  and 
well  performed  removal  of  a  third  molar  which 
was  not  itself  infected  but  was  removed  for  me- 
chanical interference  with  a  contiguous  tooth!  On 
the  other  hand,  if  a  dental  extraction  has  been 
done  in  the  presence  of  acute  infection  or  too  shortly 
following  such  infection,  we  may  find  all  contiguous 
structures  seriously  endangered  by  infection  which 
spreads  either  through  the  bone,  the  soft  tissues, 
the  lymph  channels,  or  the  blood  vessels.  At  once 
the  problem  assumes  major  proportions  and  will 
chrllenge  the  combined  resources  of  dentist  and 
surgeon. 

It  may  be  that  the  patient  has  been  sent  to  the 
dentist  by  his  family  doctor  with  specific  directions 
to  extract  a  tooth  suspected  of  being  a  focus  of 
infection.  The  dentist  may  not  have  been  informed 
of  the  existence  of  certain  conditions  which  would 
greatly  increase  the  hazard  of  the  extraction  of  a 
tooth.  The  doctor  may  even  have  observed  the 
presence  of  active  local  infection  in  or  about  the 
soft  tissues  over  that  area,  and  if  he  recommends 
extraction  in  such  a  case,  he  encourages  the  dentist 
to  go  directly  contrary  to  the  dictates  of  good  sur- 
gery. Particularly  is  this  true  if  extraction  is 
attempted  under  local  anesthesia  or  if  a  margin  of 


healthy  bone  is  removed  in  the  presence  of  infec- 
tion. 

It  is  not  beyond  the  office  of  the  referring  doctor 
to  suggest  that  the  tooth  and  gums  be  treated  until 
all  infection  is  under  control  before  any  extraction 
is  undertaken.  The  dentist  cannot  resent  this  sug- 
gestion for  if  he  learns  from  the  referring  doctor 
of  blood  dyscrasia  or  constitutional  disease,  and  if, 
in  addition,  he  finds  evidence  of  local  infection,  he 
should  certainly  hesitate  to  attempt  extraction.  If 
the  patient  goes  directly  to  the  dentist,  there  may 
be  reasons  why  the  dentist  should  communicate 
with  the  family  physician  and  proceed  only  if  the 
physician  concurs. 

During  extraction  new  bone  areas  are  often 
opened  up  either  accidentally  or  by  any  form  of 
alveolectomy  done  to  facilitate  extraction  or  fol- 
lowing curettement  of  a  tooth  cavity.  The  same 
spreading  of  the  infection  may  be  encouraged  by 
tight  packing  of  a  cavity  to  control  hemorrhage. 

If  the  soft  tissues  capping  or  surrounding  a  tooth 
are  inflamed  and  a  local  anesthetic  is  injected,  there 
often  ensues  rapid  spreading  of  this  infection 
through  vascular  channels.  The  use  of  hydrogen 
peroxide  at  the  time  of  extraction  has  been  serious- 
ly condemned  by  certain  authorities  who  hold  that 
the  solution  tends  to  work  its  way  down  under  the 
periosteum  and  encourage  spread  of  infection. 

The  symptoms  that  follow  the  onset  of  any  form 
of  osteomyelitis  are  agonizing  pain  referred  to  the 
jaw,  chills,  high  fever,  and  rapid  swelling  in  or 
about  the  jaw  together  with  marked  trismus.  It  is 
this  pain  that  sends  the  patient  to  a  dentist  and 
often  leads  to  hasty  and  ill-advised  surgery.  There 
may  be  no  roentgen  evidence  of  disease  and  several 
days  may  pass  before  the  destruction  of  bone  is 
sufficiently  great  to  be  recorded  on  a  film.  When 
one  extraction  does  not  result  in  amelioration  of 
the  symptoms,  a  second  tooth  is  often  extracted 
and  each  additional  surgical  insult  to  the  tissues 
increases  the  likelihood  of  further  complications. 
If  the  process  is  near  the  symphysis,  submental 
areas  are  quickly  involved  and  the  extensive  swell- 
ing way  me  mistaken  for  Ludwig's  angina.  The 
tongue  becomes  elevated,  dyspnea  develops,  and 
laryngeal  edema  may  occur,  frequently  with  fatal 
consequences. 

If  the  infection  is  in  the  molar  area,  it  rapidly 
spreads  to  the  submaxillary  area.  It  may  extend 
farther  and  finally  enter  the  sheath  surrounding 
the  great  vessels  of  the  neck  with  rapid  extension 
upward  to  the  parapharyngeal  space  or  downward 
into  the  mediastinum.  Coincident  with  this  spread 
along  lymphatic  routes,  thrombophlebitis  may  in- 
volve the  larger  venous  channels  and  give  rise  to 
general  sepsis  with  a  rapidly  fatal  termination. 

The  spread  of  infection  following  extraction  is 
most  often  due  to  inadequate  prophylaxis  and  fail- 
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ure  to  follow  consistently  the  rules  of  aseptic  tech- 
nique. It  is  furthermore  encouraged  by  packing  a 
tooth  cavity  after  extraction,  thereby  corking  up 
the  infection  and  forcing  it  into  the  cellular  struc- 
tures and  blood  vessels  of  the  jaw. 

Again  curettement  of  the  socket  of  the  extracted 
tooth  is  a  totally  inadvisable  procedure.  The  socket 
can  never  be  thoroughly  cleaned  out  and  much  of 
the  infection  is  left  in  a  pool  of  blood  which  is  a 
wonderful  culture  medium  for  infecting  organisms. 

As  far  as  possible,  any  drainage  that  can  be  ef- 
fected through  the  mouth  is  preferable  but  ade- 
quate external  drainage  when  indicated  should  be 
promptly  performed  with  little  regard  for  cosmetic 
result  if  the  patient's  life  is  jeopardized.  Subse- 
quent plastic  repair  can  always  be  done. 

Never  be  in  too  great  a  hurry  to  remove  seques- 
tra. Until  they  are  fully  detached,  it  is  dangerous 
and  their  presence  sometimes  is  useful  as  a  splint 
until  repair  of  the  diseased  bone  has  become  well 
established. 


Gold  Decorated  Teeth  From  the  Philippine  Islands 

(L.    F.    Rittershofer,  Ann   Arbor,    in    Jl.    Dental    Research, 
April) 

While  making  measurements  on  skeletal  material  in  the 
Philippine  collections  of  the  Museum  of  Anthropology  at 
the  University  of  Michigan,  43  human  anterior  teeth  were 
found  with  small  holes  on  the  labial  surface  into  which 
gold  discs  or  plugs  were  inserted  for  decorative  purposes. 
These  were  from  burials  in  3  widely  separated  parts  of  the 
Visayan  group  of  islands.  Articles  of  adornment  included 
bracelets,  rings  and  beads  of  shell,  stone  and  gold.  Some 
of  the  Chinese  trade  vessels  found  with  the  teeth  appear 
to  have  been  made  during  the  Sung  dynasty  (960-1279 
A.  D.) 

Antonio  Pegafetta,  Italian  chronicler  of  Magellan's  voy- 
age, records  having  seen  a  native  chief  with  gold  spots  on 
every  tooth.  Pedro  Chirino's  Relation,  published  in  Rom? 
in  1604,  describes  the  Filipinos'  custom  of  staining  and  dec- 
orating their  teeth  with  gold  discs. 

The  writings  of  Juan  Francisco  de  San  Antonio  (Manila 
1738  to  1744)  seem  to  indicate  that  the  Filipinos  in  general 
abandoned  the  custom  before  the  middle  of  the  18th  cen- 
tury. 

Despite  the  fact  that  not  a  single  instance  of  caries  was 
found  in  this  collection,  other  pathological  conditions  pres- 
ent indicate  that  the  people  lost  their  decorated  teeth  early. 

The  evidence  presented  demonstrates  that  these  inlaid 
decorative  discs  were  attached  by  a  partial  combination  of 
the  modem  gold  foil  filling  and  cast  inlay  methods.  There 
is  nothing  to  indicate  that  the  discs  and  plates  were  for 
any  other  purpose  than  decoration,  inasmuch  as  no  disc 
occurs  where  it  could  not  be  seen. 


SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


The  Responsibility  of  the  Physician  in  the 
Mortality  Rate  of  Acute  Appendicitis 
Every  progressive  surgeon  must  have  noted  the 
renewed  interest  in  acute  appendicitis.     From  the 


many  cases  that  may  now  be  found  in  every  hos- 
pital and  in  every  clinic  many  comprehensive  stud- 
ies have  been  made.  Variations  in  technique  and 
in  procedure  have  been  compared  and  earnest  ef- 
fort made  to  learn  ultimate  results.  We  believe 
that  the  knowledge  gained  from  this  will  tend  to 
bring  treatment  to  a  higher  standard  and  to  lower 
mortality. 

Although  much  of  the  information  about  how  to 
operate  is  technical  and  of  interest  only  to  sur- 
geons, it  should  be  understood  that  operation  is 
only  one  essential  detail  in  the  proper  treatment 
of  acute  appendicitis.  That  the  treatment  and  its 
results  are  the  dual  responsibility  of  both  the  phy- 
sician and  the  surgeon  is  a  fact  not  fully  appre- 
ciated by  medical  men  or  laymen.  Although  un- 
favorable outcome  after  operation  is  universally 
considered  a  surgical  death  a  detailed  study  of  any 
large  series  of  cases  will  show  that  death  in  acute 
appendicitis  is  usually  the  result  of  delay  in  opera- 
tion or  of  error  in  treatment  before  operation. 

No  matter  how  skilled  or  experienced  a  surgeon 
may  be  his  mortality  rate  must  depend  largely  on 
the  class  of  surgical  risks  he  works  upon.  In  acute 
appendicitis  the  class  of  risk,  with  few  exceptions, 
depends  upon  the  stage  of  the  disease  in  which 
operation  is  done  and  upon  the  complications  that 
have  arisen  before  operation.  The  fate  of  the 
patient  with  acute  appendicitis  depends  more  upon 
the  medical  man  who  first  sees  him  than  upon  the 
surgeon  who  operates  upon  him.  Early  operation 
by  a  tyro  is  safer  than  late  operation  by  an  expert. 

The  increased  mortality  after  perforation  of  the 
appendix  is  graphically  shown  in  a  recent  study  of 
the  author's  cases.  Before  perforation  the  mortal- 
ity rate  is  only  0.25%;  after  perforation  it  is  9.9%. 
The  perforated  cases  have  been  subdivided  into 
cases  of  early  perforation,  of  diffuse  peritonitis  and 
of  localized  abscess,  each  with  a  different  rate,  but 
the  mortality  of  the  group  is  as  stated.  In  other 
words,  when  perforation  occurs  the  mortality  rate 
rises  almost  forty-fold,  an  increased  hazard  that  if 
understood  should  make  delay  in  operation  prohib- 
itive. 

The  dire  effects  of  cathartics  given  after  the  pain 
begins  and  before  operation  in  cases  of  acute  per- 
forative appendicitis  is  graphically  shown  by  Mc- 
Clure  (Annals  of  Surgery,  May) :  'Tn  this  series  of 
those  who  took  cathartics,  one  in  15  died;  of  those 
patients  who  took  one  cathartic  one  in  10.5  died; 
of  those  who  took  two  or  more  cathartics  one  in 
5.5  died."  In  a  large  series  of  cases  of  acute  ap- 
pendicitis Bowers  finds  that  of  patients  taking  no 
cathartic  only  one  in  80  died;  of  those  taking  one 
cathartic  one  in  13  died;  of  those  taking  two  or 
more  cathartics  one  in  7  died. 

In  fairness  to  him  it  must  be  understood  that 
the  physician  often  sees  the  case  for  the  first  time 
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only  after  cathartics  have  been  given  and  after 
perforation  has  taken  place.  It  is  fundamental, 
however,  that  cathartics  have  no  place  in  the  treat- 
ment of  abdominal  pain,  of  belly-ache,  for  the  case 
of  green-apple  colic  may  really  be  acute  appendi- 
citis with  all  the  potential  danger  of  perforation 
and  of  death  from  peritonitis.  Not  until  the  phy- 
sician and  the  intelligent  layman  suspect  appendi- 
citis, as  the  explanation  of  every  belly-ache,  and 
learn  the  danger  of  cathartics  and  of  delay  in  oper- 
ation will  the  death  rate  from  the  disease  be  mate- 
rially lessened. 

s.  m  &  e. 

The  Surgical  Correction  of  Enlarged  Breasts 

(C.   F.   Dowkontt,  New  York  City,   in  Clin.    Med.  &   Surg., 
May) 

The  operation  requires  approximately  ll/2  hrs.,  but,  with 
the  preliminary  administration  of  avertin,  patients  react 
very  quickly  and  have  little  postoperative  discomfort. 

The  operation  is  begun  by  reflecting  the  skin  from  the 
mammary  gland  except  for  the  nipple  and  areola,  which 
remain  in  place.  A  wedge-shaped  mass  of  glandular  tissue 
is  then  excised,  leaving  a  normal  amount  of  breast  tissue, 
with  the  milk  ducts  and  nipple  intact.  Judge  accurately 
the  amount  of  material  to  be  excised.  Great  care  must 
necessarily  be  used  so  that  an  adequate  blood  and  lymph 
supply  is  maintained.  The  free  surfaces  are  then  sutured 
to  each  other,  resulting  in  a  breast  of  normal  size  and  con- 
tour. The  mass  is  then  suspended  by  chromic  gut  sutures 
to  the  pectoral  fascia,  and  the  superfluous  skin  excised  at 
the  new  areolar  border  and  the  vertical  line  between  it  and 
the  lower  fold  of  the  breast. 

The  silk  sutures  in  the  skin  are  removed  in  from  8  to  10 
days.  Hospitalization  is  generally  for  only  2  days,  and  it 
is  possible  to  allow  a  patient  from  a  distance  to  return 
home  to  the  care  of  her  own  physician  within  3  days  of 
operation. 

Women  expect  a  result  which  is  cosmetically  excellent. 
Unless  a  surgeon  is  willing  to  devote  much  of  his  time  and 
attention  to  this  specialty,  it  would  be  wiser  for  him  to 
refer  these  cases  to  one  who  does  specialize  in  this  Darticular 
field. 

S.    M.    &   8. 

THERAPEUTICS 

J.  F.  Nash,  M.D.,  Editor,  Saint  Pauls,  N.  C. 


Simple  and  Safe  Home  Obstetrics 

(Edmund    Lisiack.    Concordia,   Mo.,   in   Jl.    Mo.   State   Med. 
Also.,   Oct.,   1936) 

With  a  little  thought,  tact  and  skill  a  satisfactory 
delivery  room  can  be  improvised  for  a  home  confinement, 
even  when  the  surroundings  are  poor  and  the  available 
utensils,  linen,  etc.,  meager. 

The  sunniest  and  best  room  in  the  house  should  be 
chosen  for  the  confinement.  It  should  not  have  been 
recently  occupied  by  an  infectious  case.  Two  weeks  be- 
fore the  expected  date  the  room  could  be  made  ready. 

The  requirements  of  asepsis  do  not  demand  that  the 
lying-in  room  be  inhospitably  bare.  Unnecessary  furni- 
ture and  dust-catching  bric-a-brac  should  be  removed. 

A  washable  floor,  a  single  bed  with  a  firm  mattress 
is  preferable,  30  inches  high ;  the  ordinary  bed  can  be 
raised  on  stout  wooden  blocks  and  several  table  boards 
inserted  between  the  springs  and  mattress  to  obtain 
firmness.     A  chair,  a  kitchen  table,  a  sewing  table,  the 


dresser  and  a  rocker  complete  the  furniture.  Provisions 
should  be  made  to  have  good  light,  a  bundle  of  news- 
papers and  plenty  of  hot  and  cold  sterile  water. 

Some  patients  may  term  this  unnecessary  preparation 
but  a  little  tact  and  explanation  will  clear  the  way.  Ad- 
vancement must  be  smoothed  on  the  people,  not  forced. 


The  Diet  of  the  Infant 
(C.   H.  Smith,  New  York,  in  Maine   Med.  Jl.,  May) 
The  general  practitioner  directs  the  feeding  of  the  larger 
part  of  the  infant  population. 

1.  Do  not  increase  a  formula  if  the  weight  gain  has 
been  adequate  (4  to  6  ozs.  a  week). 

2.  Increase  the  formula  every  1  to  3  weeks  as  indicated 
by  the  total  behavior  of  the  infant. 

3.  Cut  down  the  food  boldly  when  the  baby  is  ill,  ha? 
fever,  or  vomiting,  or  sudden  loss  of  appetite  or  diarrhea. 
The  last  indicates  the  need  for  rest  of  the  digestive  tract, 
and  the  baby  should  receive  water  only  or  barley  water  for 
several  feedings,  then  go  back  slowly  to  a  weak  formula. 

4.  A  baby  who  is  newly  born,  newly  weaned  or  newly 
convalescent  from  illness  can  take  much  less  food  than  that 
required  by  the  average  healthy  baby. 

5.  Infants  who  are  underweight  need  50-60  or  even 
more  calories  per  pound.  They  will  lose  on  a  formula 
which  will  produce  a  good  gain  in  a  normal  baby  of  the 
same  weight. 

Articial  formulae  should  at  first  be  only  25-35  calories 
per  pound.  An  upset  at  this  time  may  have  serious  results. 
Education  of  the  digestion  is  more  important  than  an  early 
gain. 

Simple  milk,  sugar  and  water  mixtures,  with  a  caloric 
value  of  45-48  calories  per  pound  after  the  first  weeks  and 
a  reasonable  total  volume  produce  normal  healthy  babies. 

If  the  infant's  digestion  is  impaired  so  that  his  food  toler- 
ance is  low,  in  severe  diarrhea,  and  if  he  is  much  under- 
weight, the  problem  is  one  for  individual  study  by  a  trained 
pediatrist. 


Raw  Apple  Dietary  in  Diarrhea 
(W.  J.  Corcoran.  Chicago,  in  III.  Med.  Jl.,  May) 
Most  reports  of  apple  feeding  are  concerned  with  the 
effectiveness,  little  is  said  about  pectin  and  cellulose,  tannic 
acid  and  of  malic  acid — all  ingredients  of  apple  pulp.  The 
evidence  points  strongly  toward  pectin  as  the  most  import- 
ant principle  in  apple  pulp.  There  is  sufficient  value  in  the 
method  to  warrant  general  clinical  trial. 


Digitalis  by  Rectum  in  Cardiac  Decompensation 
(J.   Smithline,   Brooklyn,   in    Medical    Record  for  Jan.   6th) 

The  effectiveness  of  oral  digitalis  therapy  is  greatly  re- 
duced by  liver  stasis. 

Intravenous  injections  require  the  presence  of  the  physi- 
cian, may  injure  the  veins  and  may  result  in  fatalities; 
subcutaneous  and  intramuscular  injections  are  slow  in  action 
and  ineffective  in  the  patients  with  anasarca. 

The  rectal  administration  of  digitalis  is  a  highly  satisfac- 
tory way  of  giving  the  drug  especially  to  patients  with 
passive  congestion  of  the  liver.  The  use  of  digilanid  sup- 
positories, because  of  the  ease  of  their  administration  and 
their  freedom  from  irritating  effects,  provides  a  convenient 
and  reliable  preparation  suitable  for  long  continued  dosage 
and  definitely  superior  to  aqueous  preparations  and  bulky 
dilutions  of  digitalis  tincture. 


SuLFANn.AMIDE  IN   THE  TREATMENT   OF   GONORRHEA 
(F.   A.    Reuter,  Washington,  in    Med.   An.   D.  C,  M,ay) 
A  group  of  100  cases  of  all  degrees  and  stages  of  gono- 
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coccus  infection,  December  21st,  1936,  the  first  case  was 
treated,  and  ended  May  1st ;  report  is  preliminary. 

In  all  cases  smears  of  the  urethral  discharge  were  made 
by  2  or  more  examiners.  Urine  examinations  2-glass  test, 
supported  by  the  microscope.  The  cases  were  divided  into 
new — seen  within  2  weeks  of  the  onset  of  discharge — and 
old  infections  instead  of  acute  and  chronic. 

Sulfanilamide  daily.  10  grs.  after  each  meal  and  10  grs.  at 
bedtime:  24  tablets  were  prescribed  and  the  patient  was 
seen  every  other  day.  Urethral  discharge,  urine,  prostate 
and  general  examinations  were  made.  When  indicated,  at 
the  termination  of  the  use  of  sulfanilamide,  a  few  of  the 
usual  treatments  were  given  to  clarify  the  residuals. 

The  drug  was  first  believed  to  be  nontoxic,  but  with  the 
great  increase  in  its  use,  reports  have  shown  that  it  should 
be  used  with  caution.  The  cyanosis  is  in  itself  not  alarming 
since  it  quickly  disappears  on  discontinuing  the  drug. 

The  use  of  sulfanilamide  in  gonorrhea  gives  promise  of 
being  the  first  satisfactory  treatment  for  that  disease.  Its 
effect  is  rapid,  and  it  has  been  successful  in  producing  at 
least  a  clinical  recovery  in  90%  of  our  test  series  of  100 
cases. 

In  our  second  series  begun  on  May  1st,  1  case  of  arthritis 
of  gonorrheal  origin  has  shown  astonishing  improvement. 

Advise  the  patient  against  the  use  of  magnesium  sulphate 
internally  or  externally  during  treatment. 


Pilocarpine  vs.   Catheterization 


Urinary  tract  infections  from  repeated  catheterizations  in 
cases  of  retention  are  well  known.  A  drug  which  might 
eliminate  the  necessity  of  catheterization  is  much  to  be 
desired  for  convenience  and  for  prevention  of  infection. 

The  patients  were  given  1  10th  gr.  of  pilocarpine  hypo- 
dermically,  usually  3  times  a  day,  and  toxic  symptoms 
(nausea,  vomiting,  diaphoresis,  or  salivation)  were  watched 
for.  A  few  who  suffered  toxic  symptoms  from  this  dosage 
received  atropine  sulphate  1 '150th  gr.  by  mouth  or  the 
dosage  of  pilocarpine  was  reduced  to  gr.  1 /20th  or  l/30th. 
In  some  patients  the  pilocarpine  was  reduced  and  they  re- 
ceived atropine  sulphate.  In  the  cases  of  retention,  pilocar- 
pine was  considered  to  have  had  an  effect  if  any  micturition 
occurred  within  45  min.  after  the  injection,  and  catheteriza- 
tion became  unnecessary. 

Of  19  cases  of  urinary  retention,  17  responded  to  pilocar- 
pine therapy  by  micturition,  and  in  15  cases  catheterization 
was  avoided. 

In  cases  of  neurogenic  urinary  retention,  urgency  and  the 
accomplishment  of  micturition  are  considerably  facilitated 
by  the  administration  of  pilocarpine. 


-s.  M.  &  s.- 


EYE,  EAR,  NOSE  AND  THROAT 


Recent  Advances  in  Ophthalmology  of  Value  to  the 

General  Practitioner 

(L.   C.   Peter,  Philadelphia,   in    Med.   Rec,   May) 

1)  in  the  management  of  squint;  2)  in  the  treatment  of 
glaucoma;  3)  in  the  general  management  of  cataract  and 
in  cataract  surgery,  and  4)  in  the  treatment  of  retinal  de- 
tachment. 

Squint. — Anything  which  concerns  the  child  and  its  wel- 
fare is  of  interest  to  all.  During  the  last  decade,  there  ha? 
been  a  general  revision  of  our  ideas  as  to  etiology,  course 
and  treatment  of  squint.  In  the  causes  of  squint,  heredi- 
tary influences  predominate.  In  most  cases  squint  in  other 
members  of  the  family.  On  more  careful  analysis,  one  finds 
that  refractive  errors  and  a  weak  or  absent  fusion  faculty 


are  the  factors  handed  down.  Hyperopia,  farsightedness, 
has  long  been  recognized  as  an  important  factor.  Most 
children  are  farsighted.  Why  do  so  few  children  squint 
when  thousands  inherit  the  same  hyperopic  condition? 
Most  squinters  have,  in  addition,  unequal  refractive  errors. 
One  eye  may  be  more  hyperopic  than  the  other. 

A  large  percentage  can  be  cured  without  surgery,  and 
proper  surgical  procedures  complete  the  cure  in  those  cases 
in  which  surgery  is  indicated. 

All  training  and  surgery  should  be  practiced  before  the 
7th  year. 

Tenotomy  is  an  operation  of  the  past. 

Glaucoma. — Many  patients  are  blind  because  of  a  lack 
of  knowledge  or  of  neglect  on  their  part,  on  the  part  of  the 
man  in  general  practice,  or  on  the  part  of  the  specialist. 

Some  regard  iridectomy  as  the  operation  of  choice,  and 
some  believe  that  the  indications  for  iridectomy  are  few. 

Most  oculists  agree  that  filtering  types  of  operations  can 
accomplish  the  object  sought.  If  patients  can  be  induced 
to  consult  the  doctor  early,  and  a  proper  filtering  type  of 
operation  is  performed,  blindness  from  this  cause  will  be 
reduced  to  a  minimum.  It  behooves  the  family  doctor  to 
familiarize  himself  anew  with  the  symptoms  of  glaucoma, 
so  as  to  guide  his  patients  into  competent  hands  for  proper 
treatment. 

Cataract. — There  are  many  advances  in  the  management 
of  congenital  and  juvenile  cataract,  but  the  greatest  prog- 
ress is  in  that  of  adult  and  senile  cataract. 

Today  examinations  by  means  of  the  corneal  microscope 
are  as  routine  as  by  the  ophthalmoscope.  Routine  studies 
follow  in  all  cases,  as  in  iritis  and  uveitis  to  uncover  the 
causes. 

A  study  of  the  type  of  cataract  is  made,  and  with  the 
aid  of  the  internist,  a  search  is  made  to  find  and  eliminate 
the  cause.  The  same  discriminating  surgeon  will  give  suit- 
able local  medical  treatment  to  improve  the  general  nutri- 
tion of  the  ocular  tissues,  and  these  methods  in  conjunction 
with  the  aid  of  the  internist  or  other  specialist,  may  arrest 
the  process,  or  in  many  instances,  the  patients  may  be  car- 
ried through  life  without  operation.  The  time  to  operate 
is  when  the  patient  finds  it  increasingly  difficult  to  do  his 
work  satisfactorily.  Further  delay  means  financial  loss,  a 
breaking  down  of  the  patient's  morale  and  no  better  ulti- 
mate  results. 

The  modern  intracapsular  extraction  is  a  safe  operation 
with  better  vision,  a  shortened  convalescence,  less  post- 
operative reaction  and  but  one  period  of  hospitalization, 
instead  of  2  or  3  hospital  sessions  with  the  added  drain  on 
the  pocketbook.  Ten  days  in  the  hospital  is  an  average.  A 
final  gain  is  found  in  the  few  complications  which  are  likely 
to  follow  in  the  hands  of  one  who  is  familiar  with  the 
technique. 

Avertin,  by  enema,  given  the  patient  in  his  room,  re- 
moves the  fear  and  dread  of  nervous  patients,  is  widely 
applicable  in  ocular  surgery. 

Retina!  Separation. — A  few  years  ago  it  was  estimated 
that  one  case  in  1000  automatically  recovered  with  reat- 
tachment. Today,  by  modern  technique,  reattachment  is 
expected  in  from  75  to  85%.  Lack  of  interest  by  the  oph- 
thalmologist, in  a  field  which  was  so  barren,  was  imparted 
to  the  man  in  general  practice,  and  his  doubt  as  to  any- 
good  to  be  obtained  by  surgery,  reflects  itself  in  our  diffi- 
culties now  to  get  the  patient  to  consent  to  a  month's  stay 
in  a  hospital  without  more  assurance  that  his  chances  for 
recovery  are  good. 

When  retinal  separation  is  diagnosed  and  surgery  is  sug- 
gested, advising  the  patient  of  the  progress  in  the  surgery 
of  this  condition  will  be  a  real  contribution  in  restoring 
vision  to  manv  of  these  individuals. 
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Sight  Begins  at  Sixty-two 
(N.   E.  Crownell,  'Wichita,   in   Kan.    Med.  Jl.,  May) 

In  February,  1936,  a  61-year-old  man,  hist,  as  follows: 
some  sight  until  he  was  two  years  of  age,  when  he  had  an 
attack  of  malaria.  He  ascribed  his  loss  of  vision  to  the 
malarial  attack  or  to  the  treatment  given  for  this  disease. 
Eye  men  at  that  time  told  the  family  that  he  had  congeni- 
tal cataracts  and  between  the  ages  of  five  and  seven  six 
operations  were  performed  in  attempts  to  promote  absorp- 
tion. Complete  degeneration  of  the  rt.  globe  ensued  and 
then  at  the  age  of  twelve  the  eye  had  to  be  removed.  He 
never  has  had  any  more  than  light  perception  in  the  left 
eye.  His  son  had  juvenile  cataracts  which  I  removed  by  a 
series  of  needlings  between  July,  1935,  and  January,  1936. 
His  daughter  is  now  developing  juvenile  cataracts. 

First  examination  Feb.  27th,  1936,  revealed  an  old  trach- 
oma in  the  cicatrical  stage  in  each  eye.  The  right  eye  had 
been  removed.  The  left  comea  was  clear  and  the  anterior 
chamber  deep;  the  iris  showed  degenerative  pigmentary 
changes,  the  pupil  was  widely  dilated,  there  was  a  broad 
surgical  coloboma  of  the  iris  from  11  to  1  o'clock.  A  com- 
plete series  of  posterior  synechiae  extended  all  along  the 
pupillary  border  with  streaks  of  pigment  reaching  onto  the 
capsule.  The  whole  pupillary  space  was  filled  with  a  dense 
fibrous  membrane  attached  as  described  to  the  iris  and  very 
firmly  to  the  root  of  the  iris  throughout  the  extent  of  the 
coloboma.     This  membrane  appeared  taut  as  a  drumhead. 

In  the  only  eye  there  was  light  perception  with  fairly 
good  projection.  Tension,  with  the  tonometer,  was  24  mm. 
Hg. 

Diagnosis. — Old  trachoma ;  dense  membranous  cataract 
resulting  from  incomplete  needlings  in  childhood. 

Because  of  the  presence  of  some  trachoma  granules  I 
gave  1%  sol.  copper  sulphate  in  glycerine  to  use  in  the  eye 
once  daily  and  advised  him  that  an  attempt  could  be  made 
to  produce  an  opening  in  the  membrane  with  some  hope  of 
sight.  He  was  kept  under  monthly  observation  until  Oct., 
1936,  when  he  suddenly  developed  an  acute,  non-inflamma- 
tory, anterior  glaucoma — tension  40.  With  2%  pilocarpine 
the  tension  was  easily  controlled  and  on  Jan.  29th  under 
local  anesthesia  a  broad  keratome  incision  was  made  through 
the  cornea  just  above  the  membrane  and,  with  a  cataract 
knife  the  capsule  incised  as  close  to  the  iris  border  as  possi- 
ble on  tbfe  nasal  side  beginning  at  6  o'clock  and  cutting 
nearly  to  the  root  of  the  iris.  We  then  began  another  in- 
cision on  the  temporal  side  a  mm.  from  the  starting  point 
of  the  first  incision,  again  close  to  the  pupillary  border. 
This  proved  very  difficult  and  it  was  necessary  to  leave  a 
portion  of  the  membrane  on  that  side.  With  the  capsule 
forceps  it  was  then  easy  to  pick  up  the  incised  portion  of 
the  membrane  and  with  slight  traction  break  up  the  adhe- 
sions at  its  low  point.  This  part  of  the  membrane  was 
then  pulled  out  and  cut  off  with  the  scissors  at  the  root  of 
the  iris  in  the  coloboma  exposing  a  clear  black  pupil.  Argy- 
rol  was  instilled  and  a  pad  applied. 

At  the  first  dressing  the  following  day  the  wound  was 
well  closed  with  slight  ciliary  injection  and  a  clear  black 
pupil.  He  was  discharged  on  the  third  day  to  return  for 
examination  March  1st. 

The  trachoma  had  not  flared.  There  was  a  moderate  ca- 
tarrhal conjunctivitis.  The  iris  was  slightly  tremulous,  ten- 
sion 18.  Ophthalmoscopic  examination  revealed  a  semi- 
lunar piece  of  membrane  on  the  temporal  side.  The  media 
were  quite  clear  and  the  fundus  normal.  Refraction  was 
difficult  as  the  patient  complained  that  he  was  dazzled  by 
the  brightness  of  things.  With  a  plus  eleven  sphere  he  had 
vision  10/200. 

It  is  impossible  to  estimate  the  exact  amount  of  sight  he 
has  or  will  have.     The  contrast  between  what  he  has  had 


and  what  he  now  has  is  so  great  that  he  is  dazed.  He  seems 
unwilling  to  trust  his  sight  and  was  afraid  to  use  it  for 
fear  he  will  spoil  it.  Only  after  reassurance  that  he  would 
not  wear  his  eye  out  by  using  it  would  he  attempt  to  enjoy 
the  blessings  of  sight. 


-8.  M.  &  e.- 


OBSTETRICS 

Henry  J.  Lancston,  M.D.,  Editor,  Danville,  Va. 


The  Management  of  Obstetrical  Hemorrhages 
(F.   H.   Falls,  Chicago,  in   Radiologic   Rev.,  May) 

The  accoucheur  seldom  has  a  clear  plan  of  action  for 
prevention  or  control  of  hemorrhages. 

Post  partum  hemorrhage  is  usually  avoidable.  Cause* 
are  exhaustion  from  long  hard  labor;  degenerative  changes 
in  the  myometrium;  shock,  utero  placental  apoplexy  sec- 
ondary to  ablatio  placenta,  placenta  praevia,  arcuate  bicor- 
nuate  uteri,  over-distention  from  hydramnios  or  multiple 
pregnancy  and  fibroids,  or  large  baby.  Symptoms  are  a 
continuous  flow  of  dark  blood,  uterus  soft,  rapid  pulse, 
pallor,  sighing  respirations. 

Prophylactic  pituitrin  immediately  after  the  birth  of  the 
placenta  followed  by  a  tablet  of  ergotrate  1/320  gr.  by 
mouth  or  an  active  hypodermic  preparation  of  ergot  is 
valuable.  Give  gentle  massage.  Save  and  measure  all 
blood  lost,  send  some  to  the  laboratory  for  matching,  to 
expedite  transfusion  should  this  prove  to  be  necessary. 

If  failure  of  sustained  contraction  pack  the  uterus  imme- 
diately. This  is  a  simple  obstetrical  procedure,  usually 
thoroughly  misunderstood.  The  first  step  is  to  prepare 
the  vulva  and  vagina  by  sponging  with  lysol  and  change 
of  gown  and  gloves  for  the  doctor.  The  pack  wrung  out 
of  1%  lysol  solution,  is  contained  in  a  sterile  wide-mouthed 
jar  and  held  to  the  left  of  the  operator.  The  left  hand  is 
introduced  into  the  birth  canal  up  to  the  fundus  of  the 
uterus.  The  clots  or  pieces  of  placenta  or  membrane  are 
rapidly  loosened  from  the  uterine  wall  and  brought  out 
of  the  vagina.  The  left  hand  is  again  introduced  into  the 
vulva  and  the  operator  seizes  the  end  of  .the  £a«,7e  strip 
with  a  dressing  forceps  and  packs  the  palm  of  the  left  hand 
with  gauze.  The  left  hand  is  then  carried  up  to  the  fundus 
and  the  gauze  packed  in,  the  right  hand  making  pressure 
on  the  fundus  through  the  abdominal  wall.  Having  packed 
in  one  handful  the  procedure  is  repeated  until  no  more 
gauze  can  be  put  into  the  uterus.  The  vagina  is  also  packed 
tightly  in  severe  cases.  During  this  procedure,  hypodermo- 
clysis  of  salt  solution  1000  c.c.  can  be  started  and  digitalin 
gr.  1/50  and  caffiene  sodium  zenzoate  gr.  v.  hypodermically. 
In  severe  cases  salt  solution  intravenously,  the  head  of  the 
bed  is  lowered  and  the  limbs  tightly  bandaged  from  the 
toes  to  the  thighs.  It  may  be  necessary  to  compress  the 
aorta  through  the  abdominal  wall.  Inhalations  of  oxygen 
are  of  value  where  air  hunger  is  manifest,  best  given  through 
a  nasal  catheter.    The  patient  should  be  kept  warm. 

Tears  of  the  cervix  are  pulled  down  by  ring  forceps  on 
the  anterior  and  posterior  lips  while  a  deep  vaginal  hand 
retractor  exposes  the  fornices.  The  repair  is  made  by  inter- 
rupted sutures  of  chromic  cat  gut  no.  2  from  the  serosa 
to  the  mucosa  of  the  cervix,  and  from  above  the  apex  of 
the  tear  to  the  free  margin  of  the  cervix. 

Post  partum  hemorrhage  secondary  to  a  ruptured  vari- 
cose vein  of  the  vagina  usually  gives  rise  to  a  steady  flow 
of  venous  blood  not  influenced  by  the  state  of  the  uterus. 
For  these  cases  we  use  a  tail  sponge  like  a  laparotomy 
sponge  except  longer  and  narrower.  This  can  be  wrung 
out  of  1%  lysol  and  the  uterus  and  the  upper  vagina  tam- 
poned off  while  the  search  for  the  bleeding  point  is  being 
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made,  using  the  wide  deep  retractors  to  expose.  A  single 
catgut  suture  around  the  bleeding  point  is  all  that  is  re- 
quired as  a  rule. 

Patients  with  a  history  of  pervious  post  partum  hemor- 
rhage should  be  delivered  in  a  hospital,  and  preparation 
made  for  dealing  with  this  complication. 

In  post  partum  hemorrhage  due  to  ruptured  uterus  the 
major  part  of  the  hemorrhage  may  occur  into  the  abdomi- 
nal cavity.  Frequently  thought  to  be  in  shock.  When 
rupture  appears  to  be  a  possibility,  the  patient  should  be 
placed  in  stirrups.  The  operator  should  change  gown  and 
gloves  and  insert  the  left  hand  into  the  vagina.  A  tear,  if 
present,  will  be  found  in  the  lower  uterine  segment  off  to 
one  side  and  usually  the  cervix  is  involved. 

Uterus  and  vagina  should  be  tightly  packed  immediately, 
transfusion  given  and  abdomen  opened  as  quicklv  as  possi- 
ble. 

Post  partum  hemorrhage  with  retained  placenta  is  rela- 
tively common.  Remove  the  placental  tissue  manually  after 
the  failure  of  pituitrin  and  Crede  expression.  If  the  blood 
loss  has  been  severe,  the  uterus  should  be  packed  and  ergo- 
trate  given.  Occasionally  hemorrhage  due  to  retained  pieces 
of  placenta  occurs  several  days  after  the  patient  is  up 
and  about.  In  these  cases  it  is  usually  advisable  to  return 
the  patient  to  the  hospital  and  use  a  dull  curette. 

Patients  vary  greatly  in  their  ability  to  stand  shock  and 
hemorrhage. 

There  comes  a  time  late  in  a  post  fpartum  hemorrhage 
when  the  patient's  blood  loses  its  ability  to  clot.  Tight 
packing  and  transfusion  are  the  only  efficient  remedies. 

In  placenta  praevia  remember  great  increase  in  vascular- 
ity of  the  attachment.  The  musculature  has  poor  con- 
tractility and  friability  is  increased.  Hemorrhage  slight  or 
profuse  indicates  its  possible  presence.  Painless  and  cause- 
less. By  rectal  examination  learn  whether  or  not  the  pla- 
centa covers  the  os.  Examine  gently  to  avoid  precipitating 
fresh  hemorrhage.  There  is  less  danger  of  contamination 
of  the  vagina  by  using  rectal  findings;  if  these  are  obscure 
and  symptoms  strongly  suggest  placenta  praevia,  vaginal 
examination  may  well  be  done  after  careful  sterilization  of 
the  vulva,  as  if  for  operation.  Cervical  polyps  occasionally 
cause  such  bleeding,  but  can  be  readily  differentiated  by 
palpation  and  speculum  examination.  Partial  premature 
detachment  of  the  normally  implanted  placenta  may  closely 
simulate. 

Carcinoma  of  the  cervix,  a  rare  complication  of  preg- 
nancy, is  usually  easily  diagnosed  by  the  appearance  of  the 
growth,  positive  Schiller  reaction  and  biopsy  if  necessary 

A  patient  with  placenta  praevia  should  be  removed  to  a 
hospital  at  once.  On  arriving  a  red  blood  count,  hemo- 
globin estimation  and  typing  should  be  done,  and  compat- 
ible donors  found.  Blood  pressure  readings  should  be  made 
every  half  hour  if  the  loss  of  blood  has  been  severe.  If 
central,  immediate  preparations  are  made  for  laparatomy 
If  hemoglobin  under  65  or  red  cells  under  3.000.000,  a  blood 
transfusion.  If  very  anemic,  local  anesthesia  is  preferred, 
reinforced,  if  necessary,  by  light  ethylene  or  ether  inhala- 
tions. Packed  if  bleeding  is  profuse  after  the  birth  of  the 
baby  and  placenta  (rarely  necessary)  ;  1000  c.c.  5%  glucose 
hypodermoclysis  and  1000  c.c.  tap  water  per  rectum  are 
given  routinely.  Glucose  intravenously  in  shock  or  severe 
anemia.  Increased  danger  of  sepsis;  stand  infection  poorly. 
Where  feasible,  an  x-ray  picture  before  delivery  for  the  de- 
tection of  fetal  deformities. 

If  the  placenta  is  not  over  lower  segment,  and  the  fetus 
not  too  premature,  the  membranes  should  be  ruptured  after 
which  the  presenting  part  usually  comes  down  and  tampons 
the  placenta  against  the  lower  uterine  segment  in  such  a 
way  that  bleeding  ceases. 


Following  delivery  if  there  is  no  bleeding,  the  3rd  stage 
is  treated  very  conservatively  to  allow  time  for  contraction 
and  retraction  of  the  placental  site. 

If  bleeding  begins  as  soon  as  the  baby  is  delivered,  one 
has  no  choice  but  to  change  gown  and  gloves,  remove  the 
placenta  manually  and  pack  the  lower  uterine  segment  and 
vagina  as  tightly  as  possible  promptly.  Use  Braxton  Hicks 
version  when  the  patient  is  a  poor  ODerative  risk,  when  the 
baby  is  just  on  the  border  of  viability,  when  conditions  are 
such  as  to  preclude  operative  intervention. 

Premature  detachment  of  the  placenta  is  relatively  com- 
mon in  its  milder  forms.  The  mortality  in  the  severe  cases 
is  practically  100%  for  the  fetus  and  50%  for  the  mother, 
unless  she  is  exceptionally  well  cared  for.  Svmptoms  sim- 
ulate closely  those  of  placenta  praevia — crampy  pain,  fetal 
heart  sounds  rapid  and  weak,  labor  may  or  may  not  come 
on.  Hemorrhage  with  evidence  of  rapid  severe  anemia, 
fetal  movements  cease.  A  patient  who  has  been  perfectly 
well  or  mildly  toxemic  suddenly  is  seized  with  severe  ab- 
dominal pain  which  becomes  progressively  worse.  She  be- 
comes faint,  often  vomits,  sees  dark  spots  before  her  eyes, 
is  dizzy  and  dyspneic.  There  is  pallor,  rapid  pulse,  thirst 
and  restlessness.  Uterus  high,  abdomen  board-like,  tender, 
fetal  heart  tones  or  movements  not  detectable,  fetal  parts 
can  not  be  outlined.  A  blood  count  may  be  deceiving  be- 
cause the  degree  of  anemia  does  not  become  evident  until 
the  fluid  has  been  replaced.  The  b.  p.  may  fall  very  low 
and  all  the  symptoms  of  shock  be  present.  Labor  may  set 
in,  but  the  pains  are  usually  weak.  Dilatation  of  the  cervix 
may  occur  and  extrusion  of  the  fetus  with  the  placenta  and 
blood  clots.  This  is  frequently  followed  by  severe  post 
partum  hemorrhage  which  may  be  uncontrollable  by  ordi- 
nary means. 

All  pregnant  women  who  bleed  even  a  small  amount  in 
the  later  months  of  pregnancy  should  be  placed  at  bed-rest 
in  a  hospital. 

If  separation  is  incomplete  rest  in  bed  and  sedatives  may 
prevent  further  separation,  1/5  rabbit  unit  of  proluton 
daily  until  all  active  symptoms  have  ceased,  then  biweekly. 
Pregnancy  may  go  to  viability  or  even  to  term.  If  just  on 
the  border  line  of  viability  and  the  hemorrhage  is  moderate 
and  seems  to  have  stopped,  morphine  and  proluton  bi- 
weekly may  be  given  a  few  weeks  until  the  baby  is  viable. 
Radical  intervention  can  be  started  at  any  time  of  symp- 
toms of  further  separation.  If  these  conditions  can  not  be 
met,  the  uterus  should  be  emptied. 

If  the  evidence  of  detachment  first  appears  when  the  pa- 
tient is  well  advarced  in  labor,  the  cervix  may  be  dilated 
and  the  baby  extracted  by  version  or  forceps,  as  seems  best 
under  the  existing  circumstances.  All  preparations  should 
be  made  for  the  reception  and  resuscitation  of  an  asphy- 
xiated baby,  including  a  warmed  incubator,  oxygen  tent 
and  stimulants. 

The  baby  dead  and  the  blood  loss  apparent,  the  patient 
in  labor  and  the  cervix  partially  dilated,  complete  dilatation 
manually  if  necessary,  deep  incisions  made  at  10,  2  and  6 
o'clock,  version  and  extraction  or  craniotomy  done  and  the 
incisions  repaired.  The  uterus  firmly  packed  with  gauze 
wrung  out  of  a  weak  lysol  solution,  give  pituitrin  and  er- 
gotrate,  hypodermoclysis  of  2000  c.c.  saline  of  5%  glucose 
solution  and  transfusion. 

As  stimulants,  caffein  sodium  benzoate  and  strychnine 
are  given  and  oxygen  by  the  anesthetist. 


Interpretation  of  Kidney  and  of  Liver  Function 
Tests  should  always  depend  on  the  careful  weighing  of  all 
factors  involved. 
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PUBLIC  HEALTH 

N.  Thomas  Ennett,  M.D.,  Health  Officer,  Greenville,  N.  C, 
Editor 


Cancer  and  the  Health  Officer 

Statistics  indicate  that  the  general  death  rate 
from  cancer  is  on  the  increase.  It  is  estimated  that 
there  were  over  100,000  deaths  in  the  United  States 
from  cancer  last  year.  In  North  Carolina,  in  1935 
— the  latest  figures  we  have — it  ranked  eighth  in 
the  causes  of  death,  there  being  1780  deaths.  The 
death  rate  in  1933,  '34  and  '35  remaining  about  sta- 
tionary. 

But,  so  long  as  cancer  is  not  believed  to  be  con- 
tagious, just  how  far  should  it  be  the  concern  of  a 
health  department? 

The  cause  of  cancer  is  unknown  and  we  are 
largely  ignorant  as  to  its  prevention.  However, 
from  study  and  experience,  the  medical  profession 
has  learned  certain  things  as  to  prevention  and 
treatment,  which  should  be  known  to  the  public  at 
large.  For  instance,  the  public  should  know  that 
a  wart,  mole,  lump,  especially  in  the  breast,  or  a 
scab  that  has  a  tendency  to  grow  or  change  in  ap- 
pearance calls  for  a  visit  to  the  doctor.  That 
chronic  indigestion  or  gastric  trouble,  an  unnatural 
vaginal  discharge  after  the  menopause,  especially 
if  blood  is  present,  or  bloody  urine  in  men  of  any 
age  demands  an  immediate  visit  to  the  doctor. 

The  public  needs  to  know  that  medicine  will  not 
cure  cancer  and  that  the  "cancer  doctor"  is  a  quack. 
That  the  essential  in  the  cure  of  cancer  is  very 
early  treatment  by  a  competent  physician.  And 
perhaps  the  public  should  know  that  surgery,  x-ray 
and  radium  are  the  sheet  anchor  in  treatment. 

If  the  public  needs  to  know  these  things,  who 
should  inform  them,  the  private  physician  or  the 
health  officer?  To  ask  the  question  is  to  answer 
it.  Of  course  the  private  physician  can  best  reach 
the  individual  patient  and  this  means  much,  but 
since  the  public  should  be  reached  en  masse  no  one 
else  is  in  the  position  to  do  the  job  as  well  as  can 
the  health  officer.  He  can,  ethically,  through  the 
newspapers,  through  parent-teacher  groups,  civic 
and  social  clubs,  etc.,  etc.,  carry  to  the  public  in 
season  and  out  of  season  authentic  information  on 
cancer  control.  He  can  do  this  and  yet  not  be  sus- 
pected of  a  selfish  motive. 

Public  education  or  information  is  the  weapon 
with  which  we  have  reduced,  so  markedly,  the  death 
rate  from  tuberculosis.  We  believe  that  cancer 
mortality  can  be  reduced  in  the  same  way  and  per- 
haps to  the  same  degree,  if  diagnosed  early  and 
properly  treated. 

In  all  problems  of  a  public  health  nature,  there 
is  a  part  for  the  private  physician  to  play  and  a 
part  for  the  health  officer  to  play.     We  believe, 


however,  that  the  leadership  in  cancer  control  is 
properly  the  function  of  the  local  health  officer.  Of 
course,  the  health  officer  must  keep  up  the  fight 
against  diphtheria,  typhoid,  tuberculosis,  etc.,  but 
in  our  opinion,  he  must  also  add  cancer  to  the  list 
if  he  is  to  keep  step  with  modern  preventive  med- 
icine. You  may  take  issue  with  me,  but  I  look  upon 
the  local  health  officer  as  the  key  person  in  cancer 
mortality  reduction. 


It's  Agin  de  Law 

It  is  illegal  to  peel  an  orange  in  a  Californa  hotel. 

Hire  your  neighbor's  cook  and  you  can  be  imprisoned 
in   Florida. 

It  is  against  the  law  in  New  York  to  descend  from 
a  balloon  in  a  parachute. 

A  North  Carolina  law  says  that  twin  beds  must  be 
at  least  two  feet  apart. 

It  is  against  the  law  in  Nebraska  for  women  to  wear 
skirts  more  than  eight  inches  from  the  floor. 

In  Joilet  it  is  unlawful  for  a  woman  to  try  on  more 
than  six  dresses  in  one  store. 

In  Massachusetts  it  is  illegal  for  a  woman  to  appear 
in  public  with  her  face  powdered  or  rouged.  It  is  also 
unlawful  for  anyone  to  promote  a  masked  ball  in  that 
state. 

In  Bellingham,  Wash.,  a  law  provides  that  a  woman 
must  not  take  more  than  three  steps  backward  at  a  time 
when  dancing. 

In  New  York  it  is  illegal  to  have  a  gate  that  opens 
outward. 

One  must  have  a  permit  from  the  sheriff  to  buy  a 
chicken  after  dark  in   Idaho. 

It  is  unlawful  for  a  woman  to  wear  a  bracelet  watch 
on  her  ankle  in  Elizabeth,  Tenn. 

Fishing  from  the  back  of  any  animal  is  illegal  in  Idaho. 

In  Connecticut  it  is  against  the  law  to  shave  on  Sunday. 

Wild  men  or  wild  women  cannot  be  exhibited  in 
Nebraska. 

A  statute  in  Kansas  requires  that  every  able  bodied 
citizen  between  the  ages  of  21  and  60  shall  kill  grass- 
hoppers one  day  each  and  every  year. 


Earliest  Men  Midwtves 
(Boas'  History  of  Med.,  1889) 

Probably  the  earliest  regular  obstetrician  of  the  colonies 
was  Dr.  John  Moultrie  of  Charleston,  a  Scotchman  who 
came  to  this  country  in  1733  and  died  in  Charleston  in  1773. 
The  earliest  notice  of  any  male  obstetrician,  however,  is 
found  in  the  following  extract  from  the  N.  Y.  Weekly  Post 
Boy  of  July  22nd,  174S: 

"Last  night  (Sunday,  July  21st)  died  in  the  Prime  of 
Life,  to  the  almost  universal  Regret  and  Sorrow  of  this 
City,  Mr.  John  Dupuy,  M.D.,  Man  Midwife;  in  which  last 
Character,  it  may  be  truly  said  here,  as  David  did  of  Go- 
liath's Sword,  there  is  none  like  him." 


Ideals  em  Medicine 


(E. 


Long.    Shoals,    in 


The  physician  should  have  such  a  love  for  humanity  that 
he  will  in  his  daily  life  show  tenderness  and  consideration 
for  the  weak.  Appreciation,  responsiveness,  good  temper, 
mental  poise,  frugality,  dignity,  faith — these  are  virtues  he 
should  acquire. 
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Case  Report 

Cancer  of  the  Jejunum 
Paul  McBee,  M.D.,  Bakersville,  N.  C. 

A  white  man,  57,  was  admitted  to  the  McBee 
Clinic,  on  February  22nd  in  great  abdominal  pain 
and  considerably  shocked.  The  present  illness  be- 
gan four  months  previously  with  constipation  and 
attacks  of  abdominal  cramp  followed  by  vomiting. 
All  foods  appeared  to  cause  about  the  same  dis- 
tress. During  this  four  months  the  patient  had  lost 
over  SO  pounds.  For  the  past  24  hours  the  pain 
had  been  continuous  and  much  more  severe. 

The  patient  had  a  strangulated  right  inguinal 
hernia  operated  upon  at  another  hospital,  three 
years  ago.  The  hernia  containing  an  intussuscep- 
tion of  the  small  intestine,  this  was  resected.  This 
operation  did  not  give  any  trouble  and  the  patient 
made  a  good  recovery,  and  remained  well  until  the 
present  illness.  There  was  nothing  further  of  sig- 
nificance in  his  history. 

Physical  examination  showed  a  middle-aged  man 
in  terrific  pain,  very  emaciated  and  obviously  starv- 
ing slowly.  Organs  above  the  diaphragm  showed 
nothing  significant  except  for  mild  chronic  bron- 
chitis.   Blood  pressure  was  110/70. 

The  abdomen  was  flat  and  very  thin.  A  right 
inguinal  hernia  scar  was  present,  no  recurrence  of 
the  hernia.  There  was  a  well  healed  lower  right 
rectus  scar  and  a  large  fairly  firm  mass  was  pal- 
pated just  medial  to  this  scar.  This  mass  did  not 
appear  to  be  particularly  tender.  There  was  no 
distention  in  any  part  of  the  abdomen.  Exagger- 
ated pristaltic  sounds  could  be  heard  in  the  upper 
abdomen. 

Neither  the  remainder  of  the  physical  examina- 
tion nor  laboratory  findings  showed  anything  sig- 
nificant. 

X-ray  examination  was  not  made  because  the 
chronic  obstruction  in  the  small  bowel  was  evident. 

Due  to  the  fact  that  the  obstruction  was  chronic 
and  the  patient  in  such  poor  condition  it  was  deem- 
ed safer  to  wait  24  hours  before  the  operation:  5000 
c.c.  of  5  per  cent,  dextrose  in  normal  saline  solu- 
tion was  given  during  the  24  hours,  morphine  gr. 
%  given  every  four  hours,  nothing  allowed  by 
mouth. 

Under  spinal  anesthesia  with  300  mg.  of  novo- 
caine  the  abdomen  was  opened  through  the  righ' 
rectus  scar.  A  loop  of  the  jejunum  was  found  ad- 
herent to  the  back  of  the  scar  and  adjacent  to  this 
a  sausage-shaped  mass  6  inches  long.  This  mass 
was  found  to  be  an  intussusception  of  the  jejunum. 
The  intussuscepted  bowel  was  reduced  and  showed 
about  6  inches  of  the  middle  layer  too  badly  dam- 
aged to  leave.  Further  examination  revealed  a 
mass  the  size  of  a  pecan  inside  the  lumen  of  the 


bowel  at  tip  of  the  intussusceptum.  It  was  noted 
that  an  end-to-end  anastomosis  had  been  done  fol- 
lowing the  previous  resection  and  that  this  growth 
had  arisen  on  the  mesenteric  border  of  the  bowel 
at  the  exact  point  of  anastomosis. 

About  twelve  inches  of  the  jejunum  including 
this  mass  and  all  of  the  damaged  bowel  together 
with  as  much  mesentery  as  possible  was  resected 
en  masse.  Continuity  of  the  bowel  was  restored  by 
an  end-to-end  anastomosis  using  one  layer  of  linen 
and  one  of  chromic  catgut,  the  abdomen  closed 
with  through-and-through  sutures  of  silkworm  gut. 
No  layer  sutures  were  used. 

Dr.  John  S.  Horsley,  jr.,  of  Richmond,  made  the 
pathological  examination  and  reported  papillary 
adenocarcinoma  graded  1-plus  which  had  devel- 
oped in  an  adenomatous  polyp  arising  from  the 
mesenteric  border  of  the  jejunum.  He  could  find 
no  evidence  of  invasion  of  the  wall  of  the  bowel. 

The  abdominal  wound  healed  by  first  intention 
and  the  patient  made  an  uneventful  recovery.  He 
has  gained  30  pounds  weight  and  now  has  no  diges- 
tive symptoms. 

This  case  is  unusually  interesting  because  of  the 
rarity  of  carcinoma  in  the  small  bowel  and  because 
of  the  development  of  intussusception  requiring  re- 
section on  two  different  occasions. 


-s.  m.  &  s.- 


Foreign  Bodies  in  the  Ear  and  Their  Removal 
(E.   H.  Griffin,  New  York,  in  Med.   Rec,  May  19th) 

Foreign  bodies  are  best  removed  by  the  syringe  and 
warm  water.  When  a  patient  is  seen  with  a  live  insect  in 
his  ear,  flood  the  ear  with  alcohol  and  remove  it  by  the 
syringe  and  warm  water. 

By  forceps  the  object  is  likely  to  be  forced  further  back. 

Loss  of  hearing  due  to  hardening  of  the  cerumen  is  com- 
mon. In  swimming  or  diving  water  swells  the  wax,  thus 
closing  partly  or  completely  the  auditory  canal  and  pro- 
ducing deafness. 

The  lining  of  the  canal  after  the  removal  of  one  of  these 
pieces  of  hard  wax  is  generally  encrusted  with  a  dry  skin; 
a  little  albolene  dropped  into  the  ear  night  and  morning 
for  a  few  days  will  soften  it,  when  on  another  visit  it  is 
readily  removed  by  the  syringe  and  water.  Probing  and 
forceps  tend  to  make  the  parts  bleed. 

A  little  oil  dropped  into  the  ear  and  allowed  to  remain 
there  for  a  short  time,  will  often  be  a  great  help  in  remov- 
ing the  hard  dry  cerumen  by  the  syringe  and  water.  Often 
I  have  sprayed  in  a  little  oil  and  have  seen  the  wax  pop 
out  like  a  bullet  from  a  gun. 

In  using  the  syringe  to  dislodge  any  foreign  substance 
from  the  ear,  force  should  never  be  used.  Again  and  again 
I  have  seen  a  ruptured  ear  drum  caused  by  using  force 
with  the  syringe.  Better  to  take  up  an  hour  and  let  the 
patient  leave  the  office  with  his  hearing,  than  use  force, 
resulting  in  a  punctured  ear  drum. 


Drainage  of  spinal  fluid  may  be  helpful  in  cases  of 
delirium,  including  delirium  tremens. 


If  A  Doctor's  Life  may  not  be  a  divine  vocation,  then 
no  life  is  a  vocation  and  nothing  is  divine. — Paget. 
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Tri-State  Medical  Association  of  the  Carolinas  and  Virginia 


The  Tri-State  Medical  Association  extends  con- 
gratulations to  President  Wingate  Johnson  and 
wishes  him  Godspeed  through  the  coming  year.  The 
Medical  Society  of  the  State  of  North  Carolina  has 
chosen  wisely  a  physician  of  versatile  qualifications, 
a  scientist  of  the  first  order,  an  author  and  literary 
critic,  an  active  apostle  in  the  advancement  of  med- 
icine, for  its  leader.  Physicians  of  South  Carolina 
and  Virginia  join  the  profession  of  North  Carolina 
in  looking  forward  with  interest  to  Dr.  Johnson's 
messages  during  his  year  of  office. 

Southern  Medicine  &  Surgery  as  the  official 
journal  of  the  two  societies  affords  close  contact  of 
the  scientific  progress  and  the  medical  affairs  of 
three  sister  States  and  deserves  close  reading.  Here 
we  find  not  only  original  essays  but  from  the  pens 
of  departmental  editors  meaty  and  valuable  discus- 
sions on  all  phases  of  medicine  from  the  nude  facts 
of  politicalized  psychiatry  and  a  plea  for  the  gen- 
eral professional  interest  in  mental  hygiene  to  mod- 
ern therapy  for  dementia  praecox,  and  from  anti- 
quated fallacious  decoctions  to  up-to-date  recom- 
mendations in  the  treatment  of  cancer. 

I  hope  that  every  member  of  the  Tri-State  will 
interest  himself  in  the  excellent  character  of  the 
material  presented  in  the  Journal  and  lend  his 
every  effort  toward  maintaining  the  high  standard 
set  by  the  Editor.  Such  a  Journal  offers  a  special 
medium  for  discussion  of  medical  problems  and 
when  used  for  this  purpose  prior  to  the  Associa- 
tion's annual  meeting  provokes  thought  and  crys- 
tallizes discussions  of  important  topics  when  the 
membership  is  gathered  in  the  meeting  hall  or  at 
the  round  table. 

—HOWARD  R.  MASTERS. 

S.   M.    &   8. 


American  Board  of  Surgery  Organized 
In  answer  to  the  widespread  demand  for  an  agency  to 
certify  competent  surgeons  the  American  Board  of  Surgery 
has  been  organized.  This  board  is  a  member  of  the  Advis- 
ory Board  of  Medical  Specialties  which  includes  all  of  the 
boards  of  certification  for  the  different  medical  specialties 
already  organized — ophthalmology,  otolaryngology,  obstet- 
rics and  gynecology,  genito-urinary  surgery  and  orthopedic 
surgery — i  tis  expected  that  the  American  Board  of  Surgery 
will  be  responsible  for  the  certification  of  general  surgeons 
and  the  remaining  specialists  in  surgery. 

Upon  the  invitation  of  the  American  Surgical  Association 
certain  surgical  societies  co-operated  in  the  creation  of  the 
American  Board  of  Surgery. 

The  first  three  of  these  bodies  are  national  in  scope  and 
have  three  representatives  each;  the  representatives  of  the 
co-operating  societies  are  nominated  by  the  society  which 


they  represent  and  upon  approval  of  the  board  shall  be- 
come members  of  it.  The  term  of  membership  will  be  six 
years. 

Following  is  a  list  of  those  chosen  to  represent  the  co- 
operating surgical  societies: 

The  American  Surgical  Association — Dr.  Evarts  A.  Gra- 
ham, Dr.  Arthur  W.  Elting,  Dr.  Allen  O.  Whipple. 

The  American  College  of  Surgeons— Dr.  Donald  Guthrie, 
Dr.  Erwin  R.  Schmidt,  Dr.  Harvey  B.  Stone. 

The  Surgical  Section  of  the  A.  M.  A. — Dr.  Howard  M. 
Clute,  Dr.  J.  Stewart  Rodman. 

The  New  England  Surgical  Society— Dr.  Philemon  E. 
Truesdale. 

The  Western  Surgical  Association — Dr.  Thomas  Orr. 

The  Southern  Surgical  Association — Dr.  Robert  Payne. 

The  Pacific  Coast  Surgical  Association — Dr.  Thomas 
Joyce. 

Officers  elected  are:  Chairman,  Dr.  Evarts  A.  Graham; 
vice  chairman,  Dr.  Allen  0.  Whipple;  secretary-treasurer, 
Dr.  J.  Stewart  Rodman. 

Two  groups  of  candidates  are  recognized  for  qualification 
by  the  board. 

A)  Those  who  have  already  amply  demonstrated  their 
fitness  as  trained  specialists  in  surgery. 

B)  Those  who,  having  met  the  general  and  special  re- 
quirements exacted  by  the  board,  successfully  pass  its  quali- 
fying examination. 

The  first  of  these  groups,  the  Founders'  Group,  upon  invi- 
tation by  the  board  will  be  chosen  from  the  following: 

1)  Professors  and  Associate  Professors  of  Surgery  in 
approved  medical  schools  in  the  United  States  and  Canada. 

2)  Those  who  for  IS  years  prior  to  the  board's  organi- 
zation have  limited  their  practice  to  surgery. 

3)  Members  of  the  American  Surgical  Association,  the 
Southern  Surgical  Association,  the  Western  Surgical  Asso- 
ciation, the  Pacific  Coast  Surgical  Association  and  the  New 
England  Surgical  Society,  who  are  in  good  standing  Jan- 
uary 9th,  1937. 

All  applications  for  the  Founders'  Group  must  be  received 
within  two  years  of  the  board's  organization,  January  9th, 
1937. 

Requirements  for  those  to  be  qualified  by  examination 
will  be  as  follows: 

1)  Graduation  from  a  medical  school  of  the  United 
States  or  Canada  recognized  by  the  Council  on  Medical 
Education  and  Hospitals  of  the  A.  M.  A.  or  from  an  ap- 
proved foreign  school. 

2)  Completion  of  an  interneship  of  not  less  than  one 
year  in  a  hospital  approved  by  the  same  council,  or  its 
equivalent  in  the  opinion  of  the  board. 

3)  Special  Training.  A  further  period  of  graduate  work 
of  not  less  than  three  years  devoted  to  surgery  taken  in  a 
recognized  graduate  school  of  medicine  or  in  a  hospital  or 
under  the  sponsorship  accredited  by  the  American  Board  of 
Surgery  for  the  training  of  surgeons.  Adequate  operative 
experience  in  which  the  candidate  has  assumed  the  whole 
responsibility  will  be  required.  An  additional  period  of 
not  less  than  two  years  of  study  or  practice  in  surgery. 

4)  The  candidate  must  present  to  the  board  sufficient 
evidence  of  good   moral  character  as  to  justify   it   in  the 

(To  Page  324) 
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Department  Editors 

Human    Behavior 
James  K.  Hall,  M.D Richmond,  Va. 

Dentistry 
W.  M.  Robey,  D.D.S Charlotte,  N.  C. 

Eye,    Ear,   Nose   and   Throat 
Eye,  Ear  and  Throat  Hospital  Group..- Charlotte,  N.  C. 

Orthopedic   Surgery 

R,   M.D I 

John  Stuart  Gaul, 


il,  M.D.j 

Uroiog; 

Kay,  M.D.  I 
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Urology 
Hamilton  W.  McKay,  M.D.  I 
Robert  W.  McKay, 

Internal    Medicine 

P.  H.  Ringer,  M.D. _ Asheville,  N.  C. 

Surgery 

Geo.   H.   Bunch,  M.D  Columbia,  S.  C. 

Obstetrics 

Henry  J.  Lancston,  M.D Danville,  Va. 

Gynecology 

Chas.  R.  Robins,  M.D.     Richmond,  Va. 

Pediatrics 
G.  W.  Kutscher,  jr.,  M.D Asheville,  N.  C. 

General   Practic* 
Wingate  M.  Johnson,  M.D Winston-Salem,  N.  C. 

Clinical   Chemistry  and   Microscopy 

C.  C.  Carpenter,  M.D Wake  Forest,  N.  C. 

Hospitals 

R.  B.  Davis,  M.D. Greensboro,  N.  C. 

Pharmacy 

W.  Lee  Moose,  Ph.G.    ... Asheville,  N.  C. 

Cardiology 
Clyde  M.  Gilmore,  A.B.,  M.D.    .         ....   Greensboro,  N.  C. 

Public   Health 
N.   Tuos.   Ennett,  M.D.  .     Greenville,  N.  C. 

Radiology 
Allen  Bal-ker,  M.D.         J  Pctersbur"    Va. 

Wright  Clarkson.  M.D.  | 

Therapeutics 
J.  F.  Nash,  M.D. ..  Saint  Pauls,  N.  C. 

Clinical    Psychiatry 
C.  A.  Boseman,  M.D.  .  .  Pincbluff,  N.  C. 


Offerings  for  the  pages  of  this  Journal  are  requested 
and  given  careful  consideration  in  each  case.  Manu- 
scripts not  found  suitable  for  our  use  will  not  be  returned 
unless   author   encloses   postage. 

This  Journal  having  no  Department  of  Engraving,  all 
costs  of  cuts,  etc.,  for  illustrating  an  article  must  be 
borne   by  the   author. 


On  the  Preparation  and  Publication  of 
Medical  Papers* 

The  editor  shares  with  the  author  responsibility 
for  proper  presentation  of  any  subject  appearing  in 
any  publication.  Correctness  as  to  fact  and  as  to 
wording  reflect  credit  on  both,  just  as  misstatement 
of  fact  and  ungrammatical  or  slovenly  writing  are 
discreditable  to  author  and  publication. 

More  is  to  be  required  of  doctors  than  of  the 
general  run  of  writers.  We  should  make  a  grade 
a  little  better  than  that  accepted  as  passable.  By 
looking  long  and  carefully  one  may  find  authority 
for  many  usages  which  should  never  be  adopted. 
Under  the  title  Better  Say  a  book  has  been  written 
elaborating  the  fact  that  one  should  use  the  best 
expression,  not  content  himself  with  anything  he 
may  be  able  to  find  in  a  dictionary  or  an  encyclo- 
pedia. 

It  may  be  of  interest  to  note  that  the  medical 
school  of  one  of  our  great  State  universities  has, 
within  recent  months,  provided  for  its  students  in- 
struction in  fairly  elementary  English. 

Evidence  that  good  writing  does  not  come  like, 
barking  to  a  pup  is  afforded  by  Sir  Clifford  All- 
butt  "s  statement  that  he  had  never  offered  a  paper 
for  publication  of  which  he  had  not  made  at  least 
seven  drafts.  Now  Sir  Clifford  died  Regius  Pro- 
fessor of  Medicine  at  Cambridge  as  Sir  William 
Osier  died  Regius  Professor  of  Medicine  at  Oxford. 
Both  these  great  men  breathed  classical  atmosphere 
from  their  first  to  their  last  gasps.  If  one  so  cir- 
cumstanced and  of  a  studious  habit  needed  to 
write  with  care  and  revise  and  re-revise,  it  would 
appear  audacious  for  the  average  doctor  to  assume 
that  he  can  in  a  few  minutes  dash  off  an  essay  that 
will  reflect  credit  on  himself  or  his  publisher. 

Appreciation  of  the  help  of  my  candid  readers 
who  tell  me  how  I  should  have  said  it  leads  me  to 
believe  that  some  of  you  may  be  interested  to  hear 
something  of  how  medical  manuscripts  come  to  an 
editor  and  of  what  has  to  be  done  with  and  to 
them. 

Some  of  them  are  written  single-space  with  nar- 
row margins,  leaving  no  place  for  corrections,  or 
even  indications  as  to  kind  of  type  to  be  used. 
Some  are  second  or  third  sheets,  barely  legible  even 
before  they  are  smudged  by  handling. 

Quotation  marks  are  used  too  freely.  They 
should  not  be  used  where  the  meaning  would  be 
just  as  clear  without  them.  There  is  no  reason  for 
saying:  The  so-called  "peptic"  ulcer.  The  marks 
indicate  that  the  ulcer  is  only  called  peptic,  and 
one  would  not  care  to  write:  the  so-called  so-called 
peptic  ulcer. 

•Gist  of  a  talk  to  the  Mecklenburg  County  (N.  C.)  Med- 
ical Society,  May  lSth. 


June,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


.Iffect  and  effect  are  used  interchangeably  by 
many  doctors.  At  least  one  wrote  inter-  for  intra- 
cranial over  and  over  through  a  long  article,  and 
some  months  ago  an  entire  stranger  was  encoun- 
trede — opaic;  whose  identity  was  revealed  only  by 
the  context.  You  would  hardly  guess  it  was  an 
original  variant  for  opaque. 

Overworking  a  word  tends  to  make  it  meaning- 
less. Outstanding,  so  glib  off  the  tongue  and  so 
resonant  in  the  ear,  has  to  a  great  degree  sup- 
planted better  and  more  discriminating  words  of 
commendation.  What  meaning  can  a  word  convey 
which  is  equally  applicable  to  President  Roosevelt 
and  to  Dillinger,  to  an  Alexis  Carrel  and  to  a  Mae 
West? 

Every  time  you  read  or  hear  "after  all,"  try 
striking  out  these  two  words  and  noting  how  much 
the  sentence  is  improved.  "And,  ah"  served  the 
same  purpose  as  a  filler  some  time  back,  and  if  we 
must  submit  to  one  or  the  other  let's  have  "and, 
ah."  The  use  of  "after  all"  suggests  also  the  habit 
some  petitioners  have  of  opening  with  "We  come 
into  Thy  presence,  this  morning;"  and  the  pertinent 
inquiries:  where  have  you  been?  and,  why  the  in- 
formation as  to  the  time  of  day? 

The  next  Ms.  has  something  about  "past  experi- 
ence;" and  "utilize  them  100  per  cent."  Obviously 
experience  is  past  and,  since  per  centum  is  by  the 
hundred,  one  hundred  by  the  hundred  is  not  good 
English. 

Our  British  doctors  love  to  write  oedema,  anaemia 
and  haemorrhage  which  seems  strange  in  view  of 
the  fact  that  the  modern  French,  Spanish  and  Ital- 
ian tongues — all  of  them  much  closer  than  English 
to  the  Latin  and  Greek  from  which  these  forms  are 
derived — have  long  since  adopted  the  simpler  single 
vowel  construction.  Consistentcy  would  demand:  if 
oedema,  then  oeconomy;  if  anaesthesia,  then 
aether. 

Patient  and  case  are  words  used  interchangeably 
by  many.  The  lawyer  does  not  confuse  his  client 
with  his  client's  case;  the  clergyman  differentiates 
between  his  parishioner  and  the  sins  that  beset  him 
and  constitute  his  case.  We  sometimes  hear  a  doc 
tor  say  a  certain  case  died,  when,  as  shown  by  the 
fact  that  the  doctor  has  been  haled  into  court  be- 
cause of  the  death  of  the  patient  the  case  is  very 
much  alive. 

Case  reports — the  most  instructive  of  medical 
writings — are  the  very  worst  prepared.  Nobody 
cares  whether  the  initials  are  N.  B.,  C.  O.  D.,  or 
D.  V.,  or  what  the  serial  number;  and  it  tries  men's 
patience  to  make  them  read:  "Mrs.  A.  B.  C, 
white,  married,  female";  also,  a  "white  girl"  makes 
a  much  better  impression  than  "a  white  femab 
child." 

The  vagaries  in  the  use  of  capital  letters  would 
fill  a  large  book.    It  is  highly  amusing  to  note  how 


many  specialists  invariably  begin  the  name  of  their 
own  specialty  with  a  capital  letter  and  the  name 
of  every  other  specialty  with  a  lower-case  letter. 
And  I  have  no  idea  that  a  one  of  them  is  conscious 
of  this  revelation  of  big  /  and  little  u.  The  Ger- 
mans use  capitals  at  every  opportunity;  the  French 
only  when  they  must.  My  own  preference  is  for 
the  French  practice,  except  that  the  State  of  North 
Carolina  should  have  an  S  different  from  that  in  a 
state  of  indifference. 

That  "an  S"  leads  to  the  suggestion  that  whether 
a  or  an  is  decided  by  the  sound,  not  the  spelling,  of 
the  word  which  follows.  An  s,  but  a  unique  case. 
A  historical  occasion  if  the  h  is  sounded;  an  if  the 
French  example  is  to  be  followed  and  the  initial  h 
not  sounded.  Incidentally,  if  there  is  more  than 
one  of  any  thing  in  the  whole  world,  that  thing  is 
not  unique. 

Data  and  strata  are  plural  nouns;  singular  datum, 
stratum.  If  you  would  say  this  records,  then  say 
this  data;  if  these  records,  then  these  data. 

Albume«  is  white  of  egg;  rarely  would  it  be 
found  in  the  urine. 

The  author  who  pluralizes  the  right  consonant  in 
sagittal  and  desiccated  is  a  rarity,  as  is  the  one 
who  takes  consensus  in  his  stride.  Now  and  then 
there  is  a  reference  to  "the  indigent  poor." 

It  is  absurd  to  call  diseases  acquired  by  sexual 
contact  social  diseases.  It  would  be  much  more 
reasonable  to  so  classify  tuberculosis,  pellagra  and 
itch. 

Lucky  is  the  editor  of  a  medical  journal  who  does 
not  have  to  read:  He  was  sent  in  with  an  acute 
abdomen  and  I  operated  him  right  away  and  found 
he  had  an  appendix.  Certainly  he  had  had  his 
abdomen  a  long  time;  his  having  an  appendix 
showed  only  that  no  other  surgeon  had  got  hold  of 
him;  and,  although  one  may  operate  a  farm,  a  cot- 
ton-gin, a  saw-mill  or  a  liquor  still,  it's  hardly  con- 
ceivable that  he  could  operate  a  patient. 

No  explanation  comes  to  mind  of  the  great  pop- 
ularity of  the  word,  secure.  It  is  used  in  the  stead 
of  get,  obtain,  attain,  achieve,  was  given,  was  award- 
ed. A  deputy  sheriff  who  had  been  to  school  re- 
ported to  his  chief:  "I  went  out  and  got  that  man 
you  told  me  to  arrest,  but  before  I  had  time  to  se- 
cure him  he  escaped." 

In  the  past  few  weeks  an  article  by  a  Western 
doctor  used  mitigate  for  militate. 

When  uncertain  as  to  facts  of  history  it  is  worth 
the  while  to  consult  an  encyclopedia  or  ask  some- 
body who  generally  knows.  Within  the  month  I 
read  a  statement  from  a  prominent  San  Francisco 
doctor  that  in   1836  there  were  only  four  medical 

'  i  i'  in  the  United  States.  By  actual  count  there 
were  nineteen;  and  this  could  have  been  readily 
learned  from  the  American  Medical  Dictionary. 

"Of  course,  since  the  cause  of  cancer  is  unknown, 
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we  are  largely  ignorant  as  to  its  prevention,"  writes 
a  good  health  officer;  ignoring  the  facts  that  we  are 
not  ignorant  of  the  prevention  of  smallpox,  although 
its  cause  is  unknown;  and  that,  though  we  know 
the  cause  of  pneumonia  and  twins,  we  do  not  know 
how  to  prevent  either. 

The  "its"  reminds  that  a  good  many  write  "it's" 
as  a  possessive,  neglecting  to  observe  that  "it's" 
means  it  is. 

There's  plenty  more  for  a  book,  and  some  time  I 
am  going  to  write  that  book. 

Very  likely  many  of  you  have  noted  errors  in  this 
talk  and  many  others  will  note  them  when  it  ap- 
pears in  print.  There  is  hope  for  all  who  strive 
earnestly  to  reduce  the  number  of  errors  to  a  mini- 
mum, to  state  their  meaning  as  accurately  as  they 
possibly  can. 

Uncle  Ling,  come  over  to  visit  his  washerwoman 
nephew  in  San  Francisco,  was  much  scandalized 
that  a  plebeian  should  have  a  Ford  and  other  things 
that  a  mandarin  could  not  have.  Uncle  Ling  ex- 
pressed his  indigation  frequently  and  at  length, 
several  times  down  three  or  four  columns  of  the 
Saturday  Evt  ning  Post — invariably  concluding  with 
"And  I  leave  much  unsaid." 


Diagnosis  Wrong:  Treatment  Prescribed 
Wrong  Even  if  Diagnosis  had  been  Right 
The  mails  bring  us,  from  Dr.  C.  S.  Mangum,  a 
marked  copy  of  the  University  of  North  Carolina 
News  Letter,  issue  of  March  24th.  The  marks  in- 
dicate an  article  under  the  head  Short  on  Physi- 
cians, and  a  table  showing  distribution  of  physi- 
cians in  the  United  States.  The  writer  of  the  arti- 
cle— S.  H.  Hobbs,  jr.,1  as  I  learn  by  inquiring — 
appears  to  be  perturbed  that  in  the  last  20  years 
there  has  been  a  slight  decline — in  1916,  1  to  1157; 
in  1936,  1  to  1291 — in  the  number  of  doctors  per 
unit  of  population;  also  that  the  urban  surplus  and 
the  rural  deficit  are  greater  than  20  years  ago.  All 
this  leads  him  to  conclude — 

"It  appears  that  if  rural  people  are  to  have  available 
adequate  medical  services  they  will  have  to  depend  upon 
some  form  of  socialized  medicine.  More  and  more  physi- 
cians are  passing  up  (sic)  the  rural  territory  as  a  field  of 
practice." 

The  News  Letter  seems  to  forget  that  the  boasted 
good  roads  built  in  North  Carolina,  and  the  great 
increase  in  the  number  of  automobiles  and  hospitals 
make  it  easy  for  a  doctor  to  see  after  a  great  many 
more  sick  folks  than  he  could  20  years  ago;  and  it 
neglects  to  take  into  account  the  improved  methods 
of  prevention — notably  of  typhoid  fever,  diphtheria, 
pellagra  and  malaria — which  have  greatly  reduced 
The  reason  why  young  doctors  generally  prefer 
the  amount  of  illness. 


to  settle  in  the  cities  is  not  far  to  seek.  Size, 
plainly,  has  a  tremendous  appeal  for  the  average 
mind;  and  the  general  run  of  people  love  to  buy 
their  clothes,  their  entertainment  and  their  medical 
care  in  the  larger  places.  The  cases  of  the  village 
merchant  and  the  village  doctor  have  much  in 
common.  The  village  merchant  lays  in  a  good 
stock  of  merchandise.  Will  the  wife,  daughters  and 
sons  of  the  local  magnate  from  whom  the  struggling 
merchant  rents  his  store  purchase  of  their  renter? 
They  will  not.  They  and  a  horde  of  their  play- 
mates and  me-toos  will  drive  to  the  nearest  city 
and  purchase  the  identical  articles  that  the  home 
merchant  offers  at  a  smaller  price;  and  when  the 
home  merchant  sells  out  his  expensive  goods  at  a 
loss,  and  stocks  things  he  can  sell,  these  very  per- 
sons who  are  making  it  hard  for  him  to  pay  his 
rent  complain  bitterly  that  they  can  find  in  the 
shops  of  their  village  "nothing,  positively  nothing; 
would  you  believe  me?" 

Within  the  past  few  weeks  the  owner  of  a  mill 
in  a  small  town  came  in  to  ask  me  to  help  him  get 
a  doctor  for  his  town.  I  would  not  listen  to  what 
he  had  to  offer  until  he  listened  to  me  on  why  such 
difficulties  arise.  I  told  him  he  need  not  expect  a« 
doctor  to  locate  in  his  town  and  sit  in  his  office 
all  day  waiting  for  employment  while  he  (the  mill- 
owner),  his  family  and  everybody  else  there  who 
had  a  car  went  to  a  larger  town  for  medical  ser- 
vices, and  then  be  delighted  to  answer  all  the  night 
and  other  emergency  calls — all  of  them  inconvenient 
and  three-fourths  hopelessly  unprofitable.  The 
mill-owner  said  he  would  support  a  doctor  and  I 
helped  him  get  one.  Encouraging  progress  is  re- 
ported to  date. 

Dr.  Thurman  B.  Rice  and  Mr.  Paul  S.  Connell, 
of  Indianapolis,  have  made  a  study  of  the  distribu- 
tion of  physicians  in  Indiana,  and  they  report  the 
results  in  the  Indiana  State  Medical  Journal's  issue 
for  the  present  month.  In  1932  Dr.  Rice  made  his 
first  study  of  this  subject,  so  he  has  had  experience 
in  this  field. 

The  recent  report  concludes: 

1.  The  distribution  of  physicians  is  influenced  by  the 
distribution  of  wealth  and  industry  as  well  as  by  the  med- 
ical needs. 

2.  Younger  physicians  tend  to  go  to  the  cities  instead 
of  the  rural  districts,  though  this  tendency  has  been  less 
marked  in  the  past  5  years  than  in  the  preceding  decade. 

3.  Several  communities,  particularly  in  southern  Indiana, 
will  probably  be  dangerously  in  need  of  physicians  in  the 
next  10  or  15  years,  unless  present  conditions  are  corrected. 
[Much  virtue  in  unless. — Edr.] 

4.  Few  communities  in  Indiana  are  now  in  serious  need 
of  physicians. 

5.  Modern  industrial  centers  are  using  more  physicians 
than  they  produce,  while  in  rural  and  small  town  districts, 
the  reverse  relation  exists. 

6.  Problems  pertaining  to  the  distribution  of  physicians 
are  capable  of  being  analyzed.  It  is  likely  that  uneven 
distribution   can   be   corrected   in   a   large   measure   by   the 
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publication  of  significant  data,  such  as  are  used  in  this 
paper. 

The  News  Letter  article  winds  up  with — 

"Also,  on  the  surface  it  appears  that  North  Carolina 
could  accommodate  a  considerable  increase  in  practicing 
physicians." 

The  meaning  of  accommodate  in  this  connection 
is  not  clear.  Will  North  Carolina  support  them? 
"ay.  there's  the  rub." 

North  Carolina  lacks  a  whole  lot  of  things  a 
whole  lot  more  than  she  lacks  doctors;  and  what 
lack  there  is  will  be  supplied  in  a  way  far  less 
heroic  than  that  suggested  by  the  University  of 
North  Carolina  News  Letter. 


Confusion  Worse  Confounded 

We  have  it  on  the  authority  of  one  who  is  de- 
scribed by  a  prominent  neuro-psychiatrist  as  "uni- 
versally recognized  as  the  outstanding  {sic)  Epi- 
leptologist  of  the  present  time,"  that: 

"Epilepsy  is  no  respecter  of  social  station,  race,  age  or 
sex.  The  principal  etiological  factors  still  seriously  consider- 
ed in  relation  to  convulsive  disorders  are  heredity,  disturb- 
ance of  prenatal  environment,  birth  injuries,  mal-develop- 
ment  during  infancy,  infections  in  early  life,  allergy,  mat 
nutrition,  rickets,  head  injuries,  partial  asphyxias,  psychic 
factors,  circulatory  derangements,  dietary  indiscretions 
psychic  disturbances  during  puberty  and  adolescence,  in- 
adequate physical  and  mental  hygiene." 

It  is  to  be  wondered  whether  that  list  of  causes 
will  help  anybody.  Those  afflicted  with  epileprv 
will  not  be  bothered,  for  they  will  not  read  the 
list.  As  for  the  doctors  who  are  afflicted  with 
epilep//fi,  it  is  hard  to  see  how  they  get  anything 
but  confusion,  discouragement  and  a  distaste  for 
"outstanding  Epileptologists." 

If  anything  is  left  out  as  a  possible  cause  except 
conjunction  or  disjunction  of  certain  of  the  heav- 
enly bodies  and  exercise  of  the  evil  eye,  the  nam; 
of  it  does  not  come  to  my  mind;  and,  be  it  noted, 
these  are  only  the  principal  etiological  factors  still 
seriously  considered. 

Can  you  imagine  what  the  list  would  look  lik? 
if  all  the  etiological  factors  which  have  been  slightly 
considered  were  included? 


All  Right  to  Keep  Your  Gun  Loaded  But  No 
Occasion  for  Shelling  the  Woods 

Considerable  concern  is  being  shown  in  variou; 
parts  of  the  country  about  the  alleged  threat  to 
the  private  practice  of  medicine  made  by  Senate 
Bill  855,  introduced  by  Capper  of  Kansas. 

The  following  letter,  showing  as  it  does  a  very 
casual  interest  in  the  fate  of  the  bill  on  the  pan 
of  the  senator  identified  with  it,  should  serve  to 
allay  the  fears  of  the  too-easily-alarmed. 


United  States  Senate 


March  30,  1937 


AN  OPEN  LETTER 
TO  THE  READERS  OF 
MEDICAL  ECONOMICS 

The  Federal  Health  Insurance  bill,  S.  855,  introduced  by 
me,  was  drafted  by  Abraham  Epstein,  president  of  the 
American  Association  for  Social  Security.  I  have  not  been 
able  myself  to  give  very  much  time  to  the  study  of  this 
subject  but  it  is  my  understanding  that  Mr.  Epstein  has 
made  an  exhaustive  study  of  the  whole  topic.  The  American 
Association  for  Social  Security  is  behind  the  bill.  A  group  of 
very  fine  people  asked  me  to  see  that  the  measure  had 
consideration  by  Congress.  I  believe  any  group  of  reputable 
citizens  advocating  a  measure  they  think  is  in  the  public 
interest  has  a  right  to  be  heard.  I  think  it  is  very  doubtful 
that  the  measure  will  come  to  a  vote  at  this  session  of 
Congress.  But  at  any  rate  the  country  will  know  more 
about  health  insurance  after  this  measure  has  had  the  con- 
sideration that  it  probably  will  receive  when  the  Senate 
Committee  on  Finance  has  had  an  opportunity  to  go  thor- 
oughly into  the  matter. 

— Arthur  Capper 

The  Senator's  letter  brings  to  mind  the  response 
of  a  good-natured  substitute  staff  member  to  the 
appeal  of  a  complaining  patient:  "Yea,  yea;  I'll 
see  if  I  can't  try  to  do  a  little  something  for  you." 
It  looks  as  though  this  is  one  of  those  introduced- 
by-request  bills  which  are  fated  to  be  voted  against 
by  the  introducer,  even. 

Lawyers  make  the  laws.  Lawyer -lawmakers  look 
forward,  fearfully  or  eagerly  as  the  case  may  be, 
to  the  time  when  they  are  to  again  be  private  prac- 
titioners of  law.  They  know  that  doctors  and  law- 
yers are  classed  together  by  people  generally  and 
that,  once  people  got  the  services  of  doctors  at  the 
public  cost  they  would  promptly  demand  to  be  sup- 
plied with  the  services  of  lawyers  in  the  same  way. 
Would  lawyers  start  a  fire  to  consume  themselves 
along  with  us?     I  trow  not. 

Howsoever  many  others  may  subscribe  hearty 
Amens,  to  Dick,  the  Butcher's — 

"The  first  thing  we  do,  let's  kill  all  the  lawyers";1 

you  may  depend  on  it,  the  idea  appeals  little  to 
lawyer-lawmakers. 

1.     Shakespeare's   Henry  VI.  Pt.  II.  Act.  IV,   Sc.   2. 
. S.   M.    Si   6. 

Heart  disease  thus  has  become  in  the  opinion  of  certain 
sanitarians  a  health  problem  of  major  importance  and  is 
exciting  no  little  alarm  in  some  quarters.  Whether  this 
alarm  is  justified  by  the  facts  may  be  questioned,  for  there 
is  reason  to  believe  that  the  great  increase  is- to  some  extent 
on'y  apparent. 

It  is  not  disease  of  the  heart  which  is  the  major  health 
problem,  but  arterial  disease,  and  until  the  emphasis  of 
investigation  is  shifted  from  the  heart  to  the  blood  vessels, 
very  little  material  progress  will  be  made  in  the  solution 
of  this  vital  problem. — Robert  Wilson  of  Charleston. 
s.  M.  &  s. 

It  is  said  that  Dr.  Ephrajm  McDowell,  of  ovariotomy 
fame,  performed  a  surgical  operation  on  James  K.  Polk, 
and  that  Andrew  Jackson  assisted  in  an  ovariotomy  by 
McDowell  on  a  patient  who  lived  near  The  Hermitage. 
McDowell's  wife  was  Sarah,  the  daughter  of  General  Isaac 
Shelby,  one  of  the  commanders  at  Kings  Mountain,  and 
the  first  governor  of  Kentucky. 
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Buncombe  County  Medical  Society,  meeting  called  to 
order  by  the  president  on  May  10th  at  8:15. 

Visitors  were  introduced  by  Dr.  Schoenheit  (J.  T.  Tay- 
loe)  and  by  Drs.  Cocke  and  Huffines  (Dr.  Wagner  and 
several  members  of  the  Oteen  staff).  Dr.  Johnson  then 
introduced  the  speaker  of  the  evening,  Dr.  Charles  Watkins 
of  Mayo  Clinic,  who  spoke  extemporaneously  on  Hematol- 
ogy. The  different  methods  of  counting  neutrophiles  were 
discussed.  Pernicious  anemia  was  carefully  presented,  espe- 
cially as  to  the  diagnostic  criteria.  The  changes  in  the  red 
cells,  a  shift  to  the  right,  and  the  many  lobed  polys  found 
in  P.  A.  were  described.  Dr.  Watkins  showed  the  economic 
superiority  of  parenteral  use  of  liver  extract.  He  also  stated 
that  large  doses  of  liver  will  control  the  neurological  symp- 
toms and  the  status  can  also  be  gauged  by  a  careful  study 
of  the  blood  picture.  The  secrets  to  the  treatment  seem 
to  be  in  large  dosage  upon  diagnosis  and  for  co-ordination 
training  of  the  muscles.  Dr.  Watkins  also  discussed,  but 
briefly,  achrestic  anemia,  hemolytic  anemia,  acholuric  jaun- 
dice, familial  hemolytic  jaundice,  toxic  jaundice,  acute  hem- 
olytic crisis  and  finally  the  important  points  in  the  diagno- 
sis and  treatment  of  hypochromic  anemia.  Discussion  by 
Drs.  C.  H.  Cocke,  Ringer,  Scott,  White,  Dougherty  and 
Johnson. 

Dr.  Murphy  spoke  in  behalf  of  Delinquent  Accounts  Com- 
mittee, urging  that  delinquent  accounts  be  turned  in  at  once 
for  publication. 


Buncombe  County  Medical  Society,  meeting  May  17th, 
35  members  present. 

The  paper  of  the  evening,  entitled  The  Childhood  Tuber- 
culosis Problem,  was  presented  by  Dr.  J.  W.  Huston.  In 
the  first  two  or  three  years  of  life  the  bacilli  may  be  dis- 
seminated over  the  body.  Lymph  vessels  and  nodes  are 
more  open  in  infancy  than  at  any  other  period  of  life.  The 
statistics  tend  to  show  a  rapid  lowering  of  the  mortality 
rate  from  tuberculous  infection  in  children.  The  deposit  of 
calcium  in  the  glands  and  parenchymal  area  may  be  de- 
layed for  from  one  to  four  years.  The  intradermal  tuber- 
culin test  shows  positive  in  three  to  eight  weeks  after  in- 
fection. There  is  a  tendency  for  the  primary  infection  to 
prepare  the  soil  for  the  development  of  the  highly  fatal 
adult  type  of  tuberculosis.  Myers  estimates  that  the  chances 
of  the  positive  reacting  child  contracting  adult  type  tuber- 
culosis are  five  times  greater  than  that  of  the  negative  re- 
action child.  There  is  steadily  accumulating  evidence  that 
adult  type  of  tuberculosis  can,  and  does  develop  endogen- 
ously  from  the  childhood  type.  Dr.  Huston  then  outlined 
the  work  and  aims  of  the  local  preventorium. 

Discussion  by  Drs.  Ward,  Edwards,  Lord,  Williams,  Har- 
rison, Scott,  Harrington,  Elias  and  Kutscher;  closed  by  the 
essayist. 

Dr.  Peyton  moved,  Dr.  M.  A.  Griffin's  second,  that  the 
president  appoint  a  committee  of  ways  and  means  for  the 
"bulletin."  This  motion  was  passed.  The  committee  ap- 
pointed consists  of  Drs.  Murphy,  Parker  and  Kutscher. 

Dr.  Huffines  announced  the  10th  District  meeting  to  be 
held  in  Canton,  Wednesday,  May  19th;  also  that  the  next 
meeting  of  the  Society  will  be  held  at  the  Mission  Hospital 
as  guests  of  the  staff. 


Spartanburg  County  (S.  C.)  Medical  Society,  meeting 
May  31st,  7:30  p.  m.  at  the  Country  Club,  President,  Dr. 
Roy  P.  Finney,  host,  celebrated  the  Half-Century  in  Med- 
icine of  three  members  of  the  society:   Drs.  J.  J.  Lindsay, 


J.  L.  Jeffries  and  L.  J.  Blake.  Speakers  on  the  program 
were  Mr.  W.  P.  Conyers,  Greenville;  Dr.  D.  L.  Smith,  and 
Mayor-elect  T.  W.  Woodworth,  Spartanburg;  and  Dr. 
J.  M.  Northington,  Charlotte. 

The  features  of  the  occasion  were  the  responses  of  the 
three  vigorous  young-old  men  of  medicine  in  whose  honor 
the  occasion  was  arranged. 


FnTH  District  (S.  C.)  Medical  Society  held  a  meeting 
at  Chester  May  20th,  under  the  presidency  of  Dr.  J.  I. 
Barron,  of  York.  Papers  were  read  by  Drs.  S.  W.  Davis 
and  V.  K.  Hart,  of  Charlotte;  Drs.  S.  H.  Shippey  and  E.  E. 
Herlong,  of  Rock  Hill,  and  Dr.  Wilson  Morrison,  of  Lan- 
caster. 


The  Medical  Library'  Association  held  its  39th  annual 
convention  in  Richmond  May  24th  and  25th.  A  prime  fea- 
ture was  an  address  by  Dr.  Harry  J.  Forthen  on  Medicine 
and  Shockoe  Hill. 


Oldest  Negro  Medical  Society  Holds  Meeting  in 
Durham 
There  are  now  in  North  Carolina  249  Negro  doctors  of 
medicine,  dentistry  and  pharmacy  affiliated  in  the  Old 
North  State  Medical,  Dental  and  Pharmaceutical  Society, 
Inc.,  which  was  organized  in  18S7  and  has  been  in  contin- 
uous existence  since  then,  thereby  claiming  to  be  the  oldest 
Negro  medical  society  in  the  world.  A  brief  history  of  the 
Negro  in  medicine  was  given  by  Dr.  M.  C.  King  of  Frank- 
linton,  president-elect  of  the  society,  at  the  meeting  held  in. 
May. 


Body  to  Study  Need  for  More  Medical  Instruction  in 
N.  C. 

Governor  Hoey  has  appointed  a  seven-member  commis- 
sion to  study  the  needs  in  the  State  for  a  medical  school. 

The  Legislature  authorized  the  commission  to  consider 
present  facilities  and  needs  and  report,  along  with  a  draft 
of  any  proposed  legislation,  to  the  1939  General  Assembly. 

On  the  medical  school  group  will  be  Dr.  William  Cop- 
pridge,  of  Durham;  Dr.  William  deB.  MacNider,  of  Chapel 
Hill;  Dr.  C.  C.  Carpenter,  of  Wake  Forest;  Dr.  T.  W.  M. 
Long,  of  Roanoke  Rapids;  Dr.  Ben  J.  Lawrence,  of  Ral- 
eigh ;  Joe  W.  Garrett,  of  Madison,  and  Judge  L.  R.  Varser, 
of  Lumberton. 


Appreciate  their  Doctor 
A  memorial  service  for  Dr.  Joel  Crawford  was  held  at 
Antioch  Baptist  Church,  near  Jarratts,  Va.,  Sunday,  May 
23rd.  This  is  to  be  an  annual  event  in  memory  of  one 
who  devoted  50  years  of  his  life  as  a  doctor  of  medicine  in 
Southside  Virginia,  and  was  for  many  years  a  member  of 
the  Board  of  Visitors  of  the  Medical  College  of  Virginia. 
During  this  long  term  of  service  and  ministering  to  the  sick 
and  needy  Dr.  Crawford  won  a  warm  place  in  every  heart 
of  those  with  whom  he  came  in  contact.  In  commemora- 
tion of  his  life,  his  friends  and  patients  erected  a  granite 
monument  in  the  spring  of  this  year  where  he  was  buried 
on  October  15th,  1936.  It  has  been  planned  to  let  each 
friend  present  place  a  flower  upon  his  grave  instead  of  the 
usual  custom  of  placing  a  wreath  as  a  tribute. 


Dr.  Harry  Stoll  Mustard  and  Dr.  William  Smith 
Tlllett  are  among  the  new  appointes  to  the  Faculty  of 
the  College  of  Medicine  of  New  York  University. 

Dr.  Mustard  is  Herman  Biggs  Professor  of  Preventive 
Medicine,  fillirg  the  ch"ir  left  v.cant  by  the  retirement  of 
Prcf.  William   H.  Park.     Dr.  Mustard,  in  addition  to  his 
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•  The  summer  traveler  or  camper  frequently 
accepts  chances  of  infection  by  Endamoeba  his- 
tolytica. Unguarded  water  supplies,  food  prepared 
by  unknown  hands,  the  unavoidable  presence  of 
the  housefly — all  contribute  to  the  possibility  of 
ingestion  of  the  cysts  of  this  organism. 

Throughout  the  year  the  physician  has  many 
occasions  to  consider  amebiasis  in  the  differen- 


tial diagnosis,  inasmuch  as  5  percent  to  10 
percent  of  the  population  of  the  United 
States  is  infected.  The  symptoms  of  amebic 
infestation  are  protean  and  suggestive  of  a 
variety  of  diseases  of  different  etiologies. 
Carbarsone,  Lilly  (p-carbamino  phenyl- 
arsonic  acid),  is  effective  in  treatment,  is  of  low 
toxicity,  and  is  usually  successful  without  sup- 
plementary medication.  It  may  be  given  orally 
in  capsules  or  tablets,  or  it  may  be  administered 
by  retention  enema.  Supplied  in  0.25-Gm.  pul- 
vules;  in  0.05-Gm.  and  0.25-Gm.  tablets;  in  boxes 
of  six  2-Gm.  vials;  and  in  one-ounce  bottles. 


ELI  LILLY  AND  COMPANY 

Principal  Offices  and  Laboratories,  Indianapolis,  Indiana,  U.  S.  A. 
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work  at  Johns  Hopkins,  has  been  director  of  the  Eastern 
Health  District,  Baltimore;  member  of  the  governing  coun- 
cil and  committee  on  research  and  standards  of  the  Amer- 
ican Public  Health  Association ;  member  of  the  advisory 
committee  in  public  health  of  the  Commonwealth  Fund. 
Born  in  Charleston,  he  received  his  M.D.  degree  from  the 
Medical  College  of  the  State  of  South  Carolina;  he  served 
on  the  faculties  of  Vanderbilt,  Kentucky  and  Pennsylvania 
before  he  went  to  Johns  Hopkins. 

Dr.  Tillett,  who  becomes  Professor  of  Bacteriology  and 
Director  of  the  Bacteriological  Laboratories,  was  born  at 
Charlotte  in  1892.  He  was  graduated  from  Hopkins,  saw 
war  service  in  Europe  before  he  joined  the  Rockefeller  In- 
stitute for  Medical  Research  where  he  worked  under  Dr. 
Oswald  T.  Avery  in  bacteriology  and  immunologv  and  held 
the  title  of  resident  physician  and  associate  in  medicine. 


vide  for  more  patients.     Contracts  have  been  let  for  in- 
creasing its  capacity  to  75  patients. 


Dr.  G.  W.  Kutscher,  Asheville,  attended  the  recent 
meeting  of  the  American  Academy  of  Pediatrics  in  New 
York,  and  that  of  the  A.  M.  A.  in  Atlantic  City. 


Dr.  Beverley  R.  Tucker  and  Dr.  W.  T.  Graham,  Rich- 
mon,  have  been  appointed  members  of  a  permanent  medi- 
cal advisory  board  for  the  huge  hospital  for  handicapped 
children,  endowed  in  the  will  of  the  late  Alfred  I.  du  Pont, 
the  first  unit  of  which  will  be  constructed  at  Wilmington, 
Del.,  this  summer.  Eventually  the  whole  residue  of  the 
A.  I.  du  Pont  estate,  estimated  at  $60,000,000,  will  be  avail- 
able for  this  purpose  and  will  provide  possibly  other 
branches,  in  addition  to  research  and  specialized  education 
in  this  field. 


The  Thompson  Memorial  Hospital,  Lumberton,  for  the 
third  time  within  two  years  has  found  it  necessary  to  pro- 


ASAC 

ELIXIR    ASPIRIN    COMPOUND 


Contains  five  grains  of  Aspirin,  two  and  a  half 
grains  of  Sodium  Bromide  and  one-half  grain  Caf- 
feine Hydrobromide  to  the  teaspoonful  in  stable 
Elixir.  ASAC  is  used  for  relief  in  Rheumatism,  Neu- 
ralgia, Tonsillitis,  Headache  and  minor  pre-  and  post- 
operative cases,  especially  the  removal  of  Tonsils. 

Average  Dosage 
Two  to  four  teaspoonfuls  in  one  to  three  ounces  of 
water  as  prescribed  by  the  physician. 

How  Supplied 
In  Pints,  Five  Pints  and  Gallons  to  Physicians  and 
Druggists. 


Burwell  &  Dunn  Company 

Manujacluring    <£=~^  Pharmacists 


CHARLOTTE,  N.  C. 

Sample  sent  to  any   physician  in   the   U.    S. 
request. 


Dr.  Wingate  M.  Johnson,  of  Winston-Salem,  made  the 
principal  address  at  the  Wake  Forest  College  Alumni  ban- 
quet the  evening  of  May  31st  in  the  college  gymnasium. 
He  is  president  of  the  North  Carolina  Medical  Society  and 
a  member  of  the  Wake  Forest  College  Board  of  Trustees. 
Dr.  Johnson  took  his  M.A.  degree  at  Wake  Forest  in  1006. 


Dr.  Carl  V.  Reynolds,  State  Health  Officer,  announces 
that  the  new  three-story  laboratory  of  hygiene  building  to 
be  constructed  will  enable  the  Board  of  Health  "to  furnish 
many  more  vaccines  than  it  is  now  able  to  produce  on 
account  of  the  lack  of  space  and  equipment."  Dr.  Reyn- 
olds said  he  expected  the  building  would  be  ready  for  occu- 
pancy "within  the  next  year." 


Dr.  Waldon  M.  Wattles,  who  has  served  as  interne  at 
the  Children's  Hospital,  Montreal,  Canada,  has  accepted 
the  position  of  resident  physician  at  the  Southside  Hospital 
in  Farmville,  Va.,  and  will  take  up  his  duties  on  July  1st. 


Dr.  William  deBernier  MacNider,  for  the  last  30  years 
a  member  of  the  University  of  North  Carolina  faculty,  has 
been  elected  to  the  position  of  dean  of  the  Medical  School. 


Dr.  John  S.  Gaul,  of  Carlotte,  was  the  speaker  before 
the  weekly  meeting  of  the  Lenoir  Kiwanis  Club  May  10t'r», 
speaking  on  the  work  of  the  Kiwanis  Orthopedic  Clinic 
which  he  conducts  for  the  club. 


-s.  m.  &  s.- 


Onr  Medical  Schools 


Duki 


On  April  26th,  Dr.  J.  S.  L.  Browne,  of  the  Royal  Vic- 
toria Hospital,  Montreal,  lectured  to  the  students  and  staff 
of  Duke  Hospital  on  Studies  of  Sex  Endocrine  Physiology 
of  the  Female,  and  on  May  3rd  Dr.  David  M.  Davis,  Pro- 
fessor of  Urology  at  Jefferson  Medical  College,  lectured  on 
Chronic  Prostatitis. 

During  the  winter  quarter,  Mr.  Harold  M.  Horack,  and 
during  the  spring  quarter,  Messrs.  Thomas  A.  Gonder.  jr., 
and  Albert  F.  Lee,  of  the  senior  class,  studied  in  London. 


Medical  College  of  Virginia 


The  Virginia  Academy  of  Science  held  its  15th  annual 
meeting  at  the  University  of  Virginia,  May  6th,  7th  and 
8th,  1937,  with  a  registration  of  376.  The  public  address 
was  given  by  Prof.  E.  O  Lawrence  of  the  University  of 
California  under  the  joint  auspices  of  the  Academy  and  the 
University  of  Virginia  Chapter  of  the  Society  of  Sigma  Xi, 
subject,  Atoms,  New  and  Old. 

The  Academy  prize  of  $50.00  was  awarded  to  Prof.  R. 
G.  Henderson  of  the  Virginia  Polytechnic  Institute  for  a 
paper  entitled  Studies  on  the  Downy  Mildew  Disease  of 
Tobacco;  the  Jefferson  Gold  Medal  to  Dr.  W.  B.  Porter 
of  the  Medical  College  of  Virginia  for  a  paper  entitled 
Heart  Changes  and  Physiologic  Adjustment  in  Hookworm 
Anemia.  Honorable  mention  was  accorded  to  J.  R.  Diet- 
rich for  a  paper  entitled  Propagation  for  Potential  in  Dis- 
charge Tubes,  and  to  R.  W.  Quarles  and  A.  F.  Benton  for 
a  paper  entitled  Heats  of  Absorption  of  Gases  on  Sodium 
Fluoride.  A  total  of  179  papers  were  presented  in  the  sec- 
tional  meetings,   39    being   in    the    Section   of    Astronomy, 
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comfort  and  shorten  the  conva- 
lescence of  the  impatient  patient. 

• 

Liberal  sample  and  descriptive  literature 
on  request  from1 
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Mathematics  and  Physics;  50  in  Biology;  20  in  Chemistry; 
11  in  Education;  25  in  Geology;  17  in  Medical  Sciences, 
and  8  in  Psychology. 

The  following  officers  were  elected  for  the  coming  year: 
Prof.  D.  Maurice  Allan  of  Hampden-Sydney  College,  presi- 
dent; Dr.  E.  C.  L.  Miller  of  the  Medical  College  of  Vir- 
ginia, secretary-treasurer;  Dr.  F.  L.  Robeson  of  the  Vir- 
ginia Polytechnic  Institute,  president-elect;  and  Dr.  Rob- 
ert F.  Smart  of  the  University  of  Richmond,  member  of  tht 
Council. 


University  of  North  Carolina 


The  nineteenth  Post-Graduate  Clinic  conducted  in  co- 
operation with  the  Department  of  Clinical  and  Medical 
Education  of  the  Medical  Society  of  Virginia  at  the  Uni- 
versity of  Virginia  Hospital  May  7th  dealt  with  The  Diag- 
nosis and  Treatment  of  the  Commoner  Forms  of  Arthritis. 
The  speakers  included  Drs.  J.  Edwin  Wood  and  Robert  V. 
Funsten  of  the  University  Faculty,  Drs.  John  Staige,  jr., 
and  Stuart  Craig  of  New  York  City  and  Dr.  Philip  S. 
Hench  of  the  Mayo  Clinic.  The  number  of  physicians  in 
attendance  was  103. 

On  May  13th  Dr.  W.  H.  Stoner,  representative  of  the 
Burroughs,  Welcome  and  Company  Experimental  Research 
Laboratories  at  Tuckahoe,  New  York,  gave  a  lecture  to  the 
Fourth  Year  Class  on  Bacterial  Chemo-Therapy  as  Illus- 
trated by  Prontosil  and  Related  Drugs. 

At  the  meeting  of  the  University  of  Virginia  Medical  So- 
ciety on  May  6th  the  following  officers  were  elected  for  the 
coming  year:  president.  Dr.  Dudley  C.  Smith;  secretary- 
treasurer,  Dr.  Staige  D.  Blackford. 


ELIXIR 

DIGESTENZYME 

Contains  the  active  enzymes  and  acids  of  digestion — 
Pepsin,  Veg.  Ptyalin,  Pancreatine,  Lactic  and  Hydro- 
chloric acid — combined  in  similar  proportions  as  they 
exist  in  the  human  system.  These  digestive  agents 
comprise  the  principal  known  substances  employed 
by  nature  in  the  preparation  of  food  for  assimilation. 
It  is  a  valuable  aid  in  Dyspepsia,  and  diseases  ari- 
sing from  imperfect  digestion.  Also  particularly  valu- 
able in  many  forms  of  Diarrhoea,  and  Vomiting  in 
Pregnancy. 

Average  Dosage 
Two    teaspoonfuls   to    one   tablespoonful   after   each 
meal. 

How  Supplied 
In   Pints   and   gallons   to   Physicians   and   druggists. 

Burwell  &  Dunn  Company 


Manufacturing 
Established 


Pharmacists 
in   W7 


CHARLOTTE,  N.  C. 

Sample  sent  to  any  physician  in  the  U.S.   on  request 


Dr.  Frances  Hill,  daughter  of  Mr.  and  Mrs.  John  Sprunt 
Hill  of  Durham,  to  Dr.  Herbert  Junius  Fox  of  Cleveland, 
Ohio,  on  Saturday,  May  15th,  in  Durham.  At  home  after 
June  1st,  The  Wade  Park  Manor,  Cleveland. 


-s.  M.  &  s.- 


Dr.  William  Hall  Goodwin,  55,  for  more  than  a  quarter 
of  a  century  a  member  of  the  surgical  faculty  of  the  Uni- 
versity of  Virginia's  Medical  School,  died  May  23rd,  at  his 
home  on  Rugby  Road,  near  the  University.  A  serious  heart 
condition  had  caused  his  retirement  one  year  aeo  from 
active  teaching.  He  was  graduated  from  the  Medical 
School  of  the  University  of  Virginia  in  1908.  The  following 
year  he  remained  as  an  interne  in  the  University  Hospital 
and  then  spent  one  year  in  advanced  training  in  surgery  in 
Bel'evue  Hospital,  New  York  City.  On  returning  from 
New  York  he  became  resident  surgeon  at  the  University 
Hospital  and  in  1010  was  made  Adjunct  Professor  of  Sur- 
gery and  Gynecology  and  subsequently  was  promoted  to 
the  chair  which  he  filled  for  more  than  25  years. 

In  1017  Dr.  Goodwin  organized  Base  Hospital  No.  41, 
which  went  overseas  in  July,  1018  with  Dr.  Goodwin  as 
lieutenant  colonel  and  chief  of  the  surgical  service.  On 
April  10th,  1010,  he  received  a  citation  from  General  Persh- 
ing, and  following  his  honorable  discharge  four  days  later 
returned  to  the  United  States  and  resumed  his  duties  with 
the  medical  faculty  of  the  University  of  Virginia. 


Dr.  C.  Hilton  Rice,  Montgomery,  Ala.,  a  specialist  in 
the  treatment  of  children,  collapsed  at  his  clinic  May  27th 
and  died  a  short  time  later.  In  recent  years  he  had  made 
extensive  studies  in  the  realm  of  psychology  and  psycho- 
therapy, on  which  he  was  preparing  to  make  his  report  at 
an  early  date,  the  work  to  be  an  elaboration  of  one  recent 
published  apologetic  for  the  clairvoyants  by  Dr.  J.  B. 
Rhine,  of  Duke  Department  of  Psychology. — A.  P. 


Dr.  Harris  Hartwell  Bass,  50,  died  at  his  home  at  Hen- 
derson, N.  C,  May  ISth,  after  an  illness  of  six  years.  Dr. 
Bass  was  State  chairman  of  the  American  Society  for  the 
Control  of  Cancer  for  three  years,  was  a  past  vice  president 
and  honorary  fellow  of  the  North  Carolina  Medical  Society, 
member  of  the  American  Medical  Association,  the  National 
Editors  and  Authors  Association  and  past  president  of  the 
Seaboard  Air  Line  Medical  Society.  Among  the  survivors 
is  a  doctor  son,  Dr.  Harris  H.  Bass,  jr. 


Dr.  George  M.  Ruffin,  60,  of  Washington,  died  May  20th 
while  visiting  his  sister,  Mrs.  William  B.  Sims,  at  her  home, 
Black  Walnut,  Va.  He  was  born  in  Wilson,  N.  C,  the  son 
of  Dr.  John  Kirkland  Ruffin  and  Mrs.  Sarah  Tayloe  Ruffin. 
After  being  graduated  from  the  University  of  North  Caro- 
lina, he  went  to  Washington  to  work  in  the  Department  of 
Agriculture.  Here  he  studied  medicine  at  George  Washing- 
ton  University. 

The  body  was  taken  to  Washington  for  cremation.  The 
ashes  will  be  taken  to  the  family  plot  at  St.  Matthew's 
Episcopal  Church  in  Hillsboro,  N.  C. 


Dr.  N.  W.  Mackie,  38,  of  Yadkinville,  N.  C,  died  May 
21st,  at  an  Elkin  hospital.  He  had  been  a  practicing  phy- 
sician there  for  eight  years  and  had  been  in  ill  health  for 
the  past  three  years. 
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ROOK  REVIEWS 


SHORT-WAVE  DIATHERMY,  by  Tibor  de  Cholnoky, 
Associate  in  Surgery,  New  York  Post-Graduat :  M^dca 
School,  Columbia  University.  Columbia  University  Press, 
Mcrning^ide  Heights,  New  York.     1037.     $4.00. 

The  most  important  role  in  short-wave  diathermy 
is  to  be  attributed  to  heat.  The  frequency  may  b? 
greatly  in  excess  of  one  million  cycles  per  second. 
The  field  for  the  most  successful  employment  is 
that  of  inflammatory  disorders — acute,  subacute 
and  chronic.  Treatments  of  weak  patients  should 
be  brief.  Low  blood  pressure,  tuberculosis,  larg? 
varicose  veins,  acute  pyogenic  infections  of  th? 
bones  and  joints,  cancer  and  several  other  ccnd:- 
tions  are  said  to  contraindicate  the  use  of  this  form 
of  therapy.  A  series  of  27  cases  of  pneumonia  is 
reported  as  treated  by  short  waves  without  a  death. 
Satisfactory  results  in  the  majority  of  cases  of 
empyema,  without  surgical  intervention.  Good  re- 
sults are  reported  in  various  gastrointestinal  condi- 
tions, pyelitis,  uremia  and  dysmenorrhea.  Results 
in  acute  gonorrhea  do  not  justify  its  use. 

Benefit  is  reported  in  essential  hypertension  and 
in  various  diseases  of  the  locomotor  system.  Re- 
mission has  been  brought  about  in  cases  of  pares's. 
but  short-wave  diathermy  is  capable  of  doinr;  ir- 
reparable injury  to  the  meninges  and  vessels.  In 
boils,  mastitis  and  sinusitis  good  results  have  been 
obtained. 

Techniques  are  described. 

The  book  concludes  by  recommending  an  open- 
minded  approach,  standardization  of  machines  and 
methods,  faithful  and  accurate  reporting  of  results 
and  patience. 


PHYSIOLOGICAL    PRINCIPLES    IN    TREATMENT, 

hy  Sir  Walter  Langdon-Brown,  M.A.,  M.D.,  Cantab., 
Hon.  D.  Sc.  Oxon.,  F.R.C.P.,  Consulting  Physician  ;o  Ik. 
Bartholomew's  .ond  thj  Metropolitan  HosVita's;  Emer'tu 
Professor  of  Physic  and  Fellow  of  Corpus  Cliristi  College 
in  the  University  of  Cambridge;  and  Reginald  Hilton, 
M.A.,  M.D.,  Cantab.,  F.R.C.P.,  Physician  in  Charge  of  Out- 
patients, St.  Thomas  Hospital;  Sometime  Scholar  of  Corpus 
Christi  College,  Cambridge.  Seventh  edition.  William 
Wood  &  Co.,  Baltimore.     1936.     $3.00. 

This  edition  is  largely  rewritten  and  the  original 
plan  is  considerably  altered,  to  make  a  more  nat- 
ural order.  The  principles  of  organotherapy  are 
first  laid  down  and  then  vitamins  and  the  deficiency 
diseases  are  discussed.  Mechanical  factors  in  diges- 
tion and  indigestion  is  the  catchy  title  of  the  third 
paragraph.  We  are  told  that  the  worst  effects  of 
the  loss  of  teeth  come  from  rapid  swallowing  of 
soft  carbohydrates.  A  consideration  of  gastric  and 
intestinal  indigestion  brings  us  to  the  work  of  the 
iiver,  with  emphasis  on  its  detoxication  effects  and 
its  maintaining  the  constant  composition  of  the 
blood.  An  idea  of  the  plan  of  the  work  may  be 
rained  from  this: 

Under  treatment  of  cholecystitis:  A  useful  routine  is  to 
give  5  to  10  m.  of  belladonna  to  dilate  the  bile  passages 
and  10  gr.  of  salicylate  of  soda  to  dilute  the  bile,  with 
10  gr.  of  hexamine  as  an  antiseptic  and  20  gr.  bicarbonate 
of  soda  to  prevent  urinary  irritation.  Antiphlogistine  is 
applied  over  the  gallbladder  during  this  time,  while  the 
patient  is  directed  to  drink  water  freely  so  as  to  help  the 
flow  of  bile. 

Other  chapter  heads  are:  uric  acid  and  renal 
calculi;  albuminuria  and  the  treatment  of  nephritis; 
glycosuria,  insulin  and  ketosis;  some  aspects  of 
heart  disease;  the  vasomotor  system  in  disease;  the 
life  history  of  the  red  blood  corpuscle;  cyanosis 
rnd  dyspnea;  and  allergy  and  some  allergic  dis- 
eases. 


SYNOPSIS  OF  ANO-RECTAL  DISEASES,  by  Louis  J. 
Hirscdman,  M.D.,  F.A.C.S.,  Ex-vice  President,  A.  M.  A.; 
Ex-ch  irman  Section  on  Gastroenterology  and  Proctclogy, 
A.  M.  A.;  Ex-president  American  Proctologic  Society;  Pro- 
fessor of  Proctology,  Wayne  University.  With  174  Text 
Illustrations  and  6  color  plates.  The  C.  V.  Mosby  Co.,  St. 
Louis.     1937.     $3.50. 

Sufficient  is  given  of  the  surgical  anatomy  of  the 
parts.  The  chapter  on  symptoms  shows  balanced 
discrimination,  and  that  on  examination  of  the  pa- 
tient is  remarkably  well  done.  Local  and  regional 
anesthesia  serve  best  generally.  Water  and  green 
leaves  are  favored  for  bowel  regulation,  while  bran 
is  not  favored,  a  sane  attitude  is  shown  as  to  die- 
tary. The  author  tells  us  the  first  thing  to  consider 
in  treatment  is  the  type  of  patient.  Breathing  ex- 
ercises and  setting-up  exercises  have  value.  Min- 
eral oil  frequently  is  beneficial.  The  treatment  of 
pruritus,  fissure,  fistula  and  piles  is  given  in  grati- 
fying detail. 

An  excellent  book  for  helping  the  family  doctor 
and  the  specialist  in  the  relief  and  cure  of  a  large 
group  of  his  patients. 


THE  MENTALLY  ILL  IN  AMERICA;  A  History  of 
their  Care  and  Treatment  from  Colonial  Times,  by  Albert 
Deutsch,  with  an  introduction  by  William  A.  White, 
M.D.,  D.Sc,  LL.D.,  Late  Superintendent,  St.  Elizabeth's 
Hospital,  Washington;  Professor  of  Psychiatry,  George 
Washington  University.  Doubleday,  Doran  &  Co.,  Inc., 
Garden  City,  New  York.     1937.     $3.00. 

This  historical  sketch  is  well  worthy  of  the  care- 
ful reading  of  all  doctors  and  of  those  laymen  who 
wish  to  know  about  man's  inhumanity  to  man  and 
so  to  appreciate  the  fact  that  we  are  really  not  as 
bad  as  our  ancestors. 

It  is  unfortunate  that  the  author  never  heard  of 
Crawford  W.  Long,  although  monuments  to  him 
stand  in  Washington  and  Paris. 

The  chapters  on  changing  concepts,  insanity  and 
the  criminal  law,  our  commitment  laws,  modern 
trends  and  mental  hygiene  are  full  of  things  that  we 
all  should  know  and  ponder. 

"Life  Expectancy  in  Coronary  Thrombosis"  is 
something  we  all  will  want  to  know  more  about. 
"Ulcers  of  the  Legs"   concern   every  doctor,  also 
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"Contact  Dermatitis,"  "Oral  and  Pharyngeal  Mani- 
festations of  Dermatologic  Conditions"  are  empha- 
sized for  the  benefit  of  otolaryngstomatologist.  der- 
matologist, chemist  and  general  practitioner. 

Many  subjects  of  special  concern  to  the  head  spe- 
cialists are  discussed  and  physical  therapy  has  at- 
tention. 

Essential  hypertension,  hemoptysis,  local  anes- 
thetics and  the  cancer  problem  are  among  the  every- 
day conditions  covered  in  an  ever  helpful  way. 


THE  COLLECTED  PAPERS  OF  THE  MAYO  CLINIC 
AND  THE  MAYO  FOUNDATION,  edited  by  Richard 
M.  Hewitt,  B.A.,  MA.,  M.D.,  Lloyd  G.  Potter  and  A.  B. 
Nevling,  M.D.  Volume  XXViII  (Papers  of  1936 — Pub- 
lished 1937).  Octavo  of  1331  pages  with  212  illustrations. 
W.  B.  Saunders  Company,  Philadelphia  and  London,  1937. 
Cloth,  SI 2. 00  net. 

More  than  200  excellent  articles  are  given,  most 
of  them  in  sufficient  abstract.  No  more  encourag- 
ing sentence  has  been  written  in  a  long  time  than 
Balfour's:  "The  skilled  roentgenologist,  in  95  per 
cent,  of  the  cases,  can  visualize  organic  lesions  ot 
the  stomach.''  Dwight  L.  Wilbur's  "Symptoms  and 
Signs  which  may  make  Possible  the  Earlier  Recog- 
nition of  Carcinoma  of  the  Stomach,"  is  not  of  a 
length  commensurate  with  its  title,  but  it  covers  the 
subject  in  such  a  way  as  to  encourage  the  r;ade." 
to  look  forward  to  better  results  in  this  class  of 
cases.  There  is  an  article  under  the  striking  cap- 
tion, "Gastric  Resection  for  Duodenal  Ulcer?"  Al- 
varez gives  us  some  "Hints"  that  are  more  than 
hints  "on  the  Diagnosis  and  Treatment  of  Diar- 
rheas." Serum  treatment  of  peritonitis  secondary 
to  rupture  of  the  appendix  is  regarded  with  favor. 
Food  sensitiveness,  we  are  told,  is  not  necessarily 
allergic  or  due  to  protein.  Mandelic  acid  is  of 
value  in  many  cases  of  urinary  infection.  Partic- 
ularly instructive  articles  are  those  on  "Disturb- 
ances of  General  Physiology  among  Women,"  and 
"Recent  Advances  in  the  Treatment  of  Diabetej 
Mellitus." 


MAN  IN  A  CHEMICAL  WORLD:  The  Servlc;  of 
Chemical  Industrv,  by  A.  Cressy  Morrisox.  Chares  Scrib- 
ner's  Sons,  New  York  and  London.    1937.    $3.00. 

The  contents  suggest  the  snappy  style  in  which 
a  story  of  absorbing  interest  is  told. 

Foreword  by  Arthur  W.  Hixson 

Nature  Points  the  Way 

Chemistry  in  Overalls 

Keeping  Well 

Feeding  Millions 

Wheels  and  Wings 

From  Papyrus  to  Television 

All  the  Comforts  of  Home 

Serving  Industry 

Security 

The  More  Abundant  Life 

The  Crystal  Reveals 

L 'Envoi 


THE  LARYNX  AND  ITS  DISEASES,  by  Chevalier 
Jackson,  M.D.,  Sc.D.,  LL.D.,  F.A.C.S.,  Profesor  of  Bron- 
choscopy and  Esophagoscopy,  Temple  LTniversity,  Philadel- 
phia, and  Chevalier  L.  Jacksox,  A.B.,  M.D.,  M.Sc.  (Med.), 
F  ACS.,  Professor  of  Clinical  Bronchoscopy  and  Esopha- 
goscopy, Temple  University.  Philadelphia.  555  pages  with 
221  illustrations,  including  11  plates  in  color.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London,  1937.  Cloth,  SS.00 
net. 

The  name  Chevalier  Jackson  stands  for  the  great- 
est in  knowledge  and  the  most  of  skill  in  this  field. 

Here  one  is  told  when  to  suspect,  how  to  diagno- 
sis and  how  should  be  treated  all  the  common  and 
most  of  the  uncommon  diseases  and  disorders  of 
this  part  of  the  system. 


American  Bo.ard  of  Surgery 
(From  Page  313) 
belief  that   he   will   not  engage   in   fee  splitting   and   other 
dishonest  practices. 

The  qualifying  examination  will  be  divided  into  two 
parts;  Part  I,  written,  and  Part  II,  clinical,  bedside  and 
practical.  Part  I  will  concern  itself  with  general  surgical 
problems  and  with  the  clinical  application  of  the  basic 
sc'ences  of  surgery  to  these  problems,  will  cover  a  period 
of  three  hours  and  will  be  held  simultaneously  in  as  many, 
centers  as  are  necessary  to  accommodate  the  number  of 
applicants  who  are  eligible.  Part  II,  entirely  oral,  will  also 
concern  itself,  in  the  main,  with  general  surgery  and  clinical 
application  of  the  basic  sciences  to  the  clinical  problem 
represented.  In  addition,  an  examination  will  be  given  to 
te~-t  the  candidate's  knowledge  of  operative  surgery,  x-ray 
plate  interpretation  and  the  principles  and  application  of 
surgical  anesthesia.  This  examination  will  be  held  in  as 
many  centers  as  the  board  may  determine  necessary  to  ac- 
commodate the  eligible  candidates.  Re-examinations  will 
be  allowed,  one  year  to  elapse  between  examinations. 

The  fee  for  Group  A,  the  Founders'  Group,  shall  be  $25. 
The  fee  for  Group  B  shall  be  S75,  payable  as  follows:  S5 
for  registration  fee,  which  shall  be  returned  if  the  candidate 
is  not  acceoted  for  examination ;  S20  for  Part  I ;  and  550 
for  Part  II.  The  same  fee  will  be  required  for  each  re- 
examination. Once  the  candidate  has  become  qualified,  he 
will  have  no  further  financial  obligation  to  the  board. 

This  board  is  a  non-profit  organization.  All  fees  will  be 
used,  after  a  reasonable  amount  is  set  aside  for  necessary 
expenses  in  maintaining  its  office,  conducting  examinations, 
etc.,  to  aid  in  improving  existing  opportunities  for  the  train- 
ing of  the  surgeon. 

A  certificate  attesting  to  a  candidate's  qualifications  in 
■-"reery  after  meeting  the  requirements  of  the  board  will  be 
issued,  having  been  signed  by  its  officers. 

Any  certificate  issued  by  the  board  shall  be  subject  to 
revocation  by  the  board  at  any  time  in  case  it  shall  deter- 
mine in  its  sole  judgment,  that  a  candidate  who  has  re- 
ceived a  certificate  either  was  not  properly  qualified  to  re- 
ceive it  or  has  become  disqualified  since  its  receipt. 

The  board  will  hold  its  first  examination  (Part  I,  writ- 
ten) on  Seotember  20th,  1937.  All  inquiries  concerning  ap- 
plications for  this  examination  should  be  received  by  the 
secretary's  office  promptly. 

Requests  for  booklets  of  information,  application  blanks, 
and  other  information  should  be  addressed  to  the  Secre- 
tary—Dr.  J.  Stewart  Rodman,  225  South  15th  Street,  Phil- 
adelphia. 
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Said  to  be  posted  in  a  conspicuous  place  in  a  Scottish 
church: 

''Those  who  prefer  to  put  buttons  rather  than  money  in 
the  offertory  are  asked  to  put  in  their  own  buttons,  and 
not  those  taken  from  the  cushions." 

Lawrence  in  his  The  Not  Quite  Puritans  tells  of  a  certain 
minister  who  refused  to  baptize  children  born  on  Sunday, 
because  he  "believed  that  such  children  must  have  been 
conceived  on  a  Sabbath,  a  day  reserved  solely  for  rest  and 
worship — until,  alas,  his  own  wife  gave  birth  to  twins  on  a 
Sabbath  day!"  So  we  may  accept  the  classic  story  of  the 
respectable  young  woman  who  was  about  to  admit  a  suitor 
to  her  bed,  but  suddenly  refused,  point-blank — "to  do  with 
a  man  so  lacking  in  religion  as  to  whistle  on  the  Sabbath." 

*  *     * 

No  clergyman  being  present  at  a  recent  luncheon,  the 
host  singled  out  a  pious,  solemn-looking  man  in  a  black 
coat  and  tie,  with  a  religious  appearance,  and  asked  him  to 
say  grace.  The  gentleman  addressed  put  his  hand  to  his  ear 
and  craned  forward  intently.  "I  can  tell  you're  talking  to 
me.  sir."  he  said  loudly,  "but  I'm  so  damn  deaf  I  can't  hear 
what  the  hell  you're  saying." 

"Certainly,"  said  the  bumptious  young  man,  ''I'm  a 
thought  reader.  I  can  tell  exactly  what  a  person  is  think- 
ing." 

"In  that  case,"  said  the  elderly  physician,  "I  beg  your 
pardon." 

*  *     * 

Tommie  had  always  been  much  afraid  of  dogs. 

One  day,  after  a  struggle  to  get  him  to  pass  a  large  dog 
which  stood  on  the  corner,  his  mother  scolded  him  for  his 
unnecessary  fear. 

"Well,"  was  the  reply,  ''you'd  be  afraid  of  dogs  if  you 
were  as  low  down  as  I  am." 

*  *     * 

The  girl  had  come  in  from  the  back  country  to  have 
an  aching  molar  pulled.  Seated  in  the  dentist's  chair 
she  gripped  the  arms  and  stared  wide-eyed,  as  he  prodded 
about  with  his  instruments.  When  at  last,  the  bad  tooth 
was  out,  the  dentist  sprayed  the  gum  with  antiseptic, 
and    said : 

"Very  well,  you  may  expectorate  now." 

The  look  of  fear  came  back  into  the  patient's  eyes, 
and  her  lips  trembled  in  a  question  : 

"Expect  to  whut?" 

*  *     * 

The  applicant  for  life  insurance  was  diminutive,  but 
not  to  be  put  upon. 

The  physician  giving  him  his  physical  examination, 
remarked : 

"You're  a  little  stiff." 

The  applicant  stuck  out  his  jaw  belligerently,  and 
replied  : 

"A  little  stiff,  am  I?  Where  do  you  get  that  noise, 
you  big  ham,  you !" 

*  *     * 

A  very  suspicious-looking  bootlegger  once  left  a  half 
gallon  of  his  wares  with  Sandy  Malone.  After  a  long 
while  Sandy's  curiosity  triumphed,  and  he  took  the 
liquor  to  a  local  doctor  for  analysis. 

"Sandy,"  said  the  doctor  after  the  whiskey  had  been 
analyzed,  "this  stuff  is  poison.     Better  throw   it  away." 

'Is  it  deadly  poison,  doc?" 

"Well,  no.  It's  not  deadly  poison,  but  one  drink  of 
it  will  cause  one  to  go  blind." 

'All  right,  doc,"   said   Sandy,  picking  up  the  jug  con- 


taining  the   liquor   and   starting  away. 

Here,"  called  the  doctor ;  you're  not  going  to  drink 
that   stuff,   man.      I    tell   you   it    will   blind   you." 

"Ah,  that's  all  right,  doc,"  replied  Sandy.  "I  got  a 
blind   friend." 

*  *     * 

The  doctor  stood  by  the  bedside,  and  looked  gravely 
down  at  the  sick  man. 

"I  can  not  hide  from  you  the  fact  that  you  rae  very 
ill,"  he  said.     "Is  there  any  one  you  would  like  to  see?" 

"Yes,"  said  the   sufferer  faintly. 

"Who  is  it?" 

"Another  doctor." 

Officer — "Your  Honor,  two  Scotchmen,  drunk  and  dis- 
orderly." 
Judge   McRae — "And   did    the    Irishman    get    away?" 
Officer — "What   Irishman,  your  honor?" 
Judge  McRae — "The  one  that  paid  -for"  tire  "ircraur, -you 
numskull." 

"If  it's  50  miles  to  Boston,"  propounded  the  facetious 
assistant  professor,  "and  it  takes  a  cockroach  with  a  cork 
leg  2  minutes  to  bore  a  hole  an  inch  deep  in  a  doughnut, 
how  old  am  I  ?" 

"Thirty-eight,"  said  a  student,  promptly. 

"Correct!"  marveled  the  prof.  "How  do  you  prove 
that?" 

"Easy,"  said  the  student,  "I've  a  brother  10.  And  he's 
exactly   half  crazy." 

*  *     * 

It  is  said  the  average  American  family  pays  the  doctor 
$75  a  year.  This  will  be  real  news  to  the  doctor. — Norfolk 
Ledger-Dispatch. 

*  *     * 

Courtesy  Under  Trying  Circumstances 
The  letter  which  follows  was  written  to  his  home  doctor 
by  a  patient  in  a  hospital  for  the  mentally  diseased: 

Dear  Dr.  

If  you  don't  come  for  me  at  once  I  wHl -never -ask- a  favor 
of  you  again. 

Yours  truly, 

I.  E.  D. 

*  *     * 

Doctor:  "Frequent  drinking  of  water  will  prevent  you 
from  becoming  stiff  in  the  joints." 

Patient:  "But  most  of  the  joints  a  fellow  would  care  to 
go  to  don't  serve  water." — U.  S.  Coast  Guard. 

*  *     * 

"You  certainly  were  drunk  last   night." 

"Go  on,  tell  me  something  I  don't  know." 

"Easy.     You  got  married  last  night." — Punch  Bowl. 

*  *     * 

Headline  from  Chowan  Herald,  March  25th: 
FUNERAL  AT  GREAT  HOPE  FOR  W.  C.  PERRY 

*  *     * 
Seasickness 

(New   York  Physician) 
In  I  he  depths  of  the  black  ship,  a  prey  to  the  rolling  wave, 
The  passenger  languishes,  sick  and  tottering. 
His  darkened  gaze  dies.     His  heavy  head 
Yeers  like  the  wind  which  blows  up  in  his  disgusted  bosom. 
As  from  bound  to  bound  the  ship  is  borne  along. 
Sad  and  pale  he  lays  himself  down  and  the  bitter  nausea 
Heaves  his  bosom,  and  from  his  mouth  a  long  flood 
Which  pollutes  the  carpets  destined  for  repose. 
He  wou!d  now  view,  without  chagrin,  death  or  ship-wreck. 
Stupefied,  he  has  lost  both  force  and  courage; 
He  cannot  use  his  stiffened  members; 
He  can  neither  help  his  friend  nor  yet  his  son, 
Nor  support  his  father.     His  slow  and  feeble  hand 
Seeks  vainly  to  clasp  the  hand  of  his  expiring  wife. 
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NOW  that  you  have  read  your  copy  of  the  re- 
cently mailed  announcement  of  the  new  G-E 
Model  R-36  Diagnostic  X-Ray  Unit  — have  you 
made  plans  to  see  it,  to  inspect  it  critically  from 
every  angle? 

Obviously  we  couldn't  bring  this  equipment  to 
your  office  for  demonstration,  much  as  we'd  like 
to,  so  we've  done  the  next  best  — set  it  up  in  the 
G-E  Branch  Office  located  conveniently  near  to 
you.  Here  you  may  inspect  it  critic^'ly  during 
a  working  demonstration,  note  tiie  uniqo^  features 
which  make  it  so  practical  and  convenient  to  op- 
erate, and  see  the  uniformly  fine  diagnostic  qual- 
ity in   the  radiographs    produced.  You'll    be   im- 


pressed also  with  the  vastly  improved  facilities 
for  fluoroscopy,  to  insure  100%  electrical  safety 
to  both  operator  and  patient. 

Take  advantage  of  this  opportunity  for  a  close- 
up"  of  the  R-36  — it  will  give  you  a  new  con- 
cept of  modern  x-ray  apparatus.  And  you  will  not 
be  obligating  yourself. 

These  demonstrations  are  now  being  given  in 
our  showrooms  located  at: 

210  S.  Church  St.,  Charlotte,  N.  C. 


GENERAL  @  ELECTRIC 
X-RAY   CORPORATION 
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Experience   with  an   Efficient   Method   of   Operating   Upon 

Hemorrhoids,  Adapted  to  General  Practice 

in  Rural  Districts* 

J.  H.  Hiden,  M.D.,  Pungoteague,  Virginia 


FOR  many  years  hemorrhoids  have  been  one 
of  the  major  problems  of  my  practice.  This 
view  of  the  subject  was  the  outcome  of  three 
convictions:  1)  that  these  troubles  in  various  de- 
grees of  pathology  and  symptomatology,  are  far 
more  prevalent  than  most  of  us  realize;  2)  that 
capacity  for  efficient  service  in  this  line  of  work 
should  be  acquired  by  a  good  percentage  of  our 
general  practitioners;  3)  that  some  simple,  rela- 
tively safe  operation  should  be  devised  that  would 
divide  such  cases  with  the  hospital  surgeon,  and 
hence,  keep  them  out  of  the  hands  of  the  quack. 

After  much  time,  many  efforts,  successes  and 
disappointments,  I  believe  I  have  for  your  consid- 
eration an  operation  that  will  meet  the  requirements 
of  good  surgery  and  at  the  same  time  be  suitable 
for  the  general  practitioner,  thus  meeting  the  eco- 
nomic necessities  of  our  times. 
Experience  With  Different  Methods  Before  Developing 

the  Present  Operation 

1 )  The  injection  method  (so  often  used  by 
quacks),  consisting  mostly  of  phenol  and  glycerine. 
This  method  was  used  in  some  of  my  first  efforts, 
and  met  with  some  success;  but  with  very  few  per- 
manent cures.     It  was  soon  abandoned. 

2)  The  ligature  method  was  given  a  trial.  This 
also  was  followed  with  some  success,  but  as  a  whole 
was  not  satisfactory. 

3)  The  Nieswanger  electrolysis  method  was  then 
tried  with  decided  disappointment. 

4)  Then  the  clamp-and-cautery  method  was  tried 
for  some  years  with  considerable  success;  but  it 
pre?ented  several  features  that  were  quite  objec- 
tionable for  general  practice. 

5)  The  Gant  method  about  this  time  was  coming 
to  the  front,  and  this  was  studied  with  the  view  of 
modifying  its  best  features  to  suit  my  practice. 
This  operation,  many  of  you  doubtless  remember, 
consisted  mostly  in  distending  the  hemorrhoidal 
tumors  with  profuse  weak   infiltrations  of  a  local 


anesthetic,  making  lengthy  incisions  parallel  with 
the  rectum,  curetting  the  interior  and  then  stitching 
together  the  adjacent  cut  surfaces  of  the  mucous 
membrane.  The  idea  was  a  good  one.  It  was  to 
remove  the  offending  structures  with  least  mutila- 
tion of  the  rectal  mucous  membrane. 

Holding  this  in  view,  let  us  now  consider  my 
operation.  I  think  I  have  combined  the  best  fea- 
tures of  the  Gant  operation  and  those  of  the  clamp- 
and-cautery  operation,  without  the  objectionable 
features  and  dangers  of  either. 

Proper   Instruments  and  Technique 

1)  I  use  Eve's  racket  tonsil  snare  with  a  No.  S 
wire,  Mayo's  5-inch  scissors,  curved  on  the  flat, 
Hartman's  tonsil  punch  (middle  size)  and  a  mix- 
ture of  permanganate  of  potassium  and  oxide  of 
zinc — the  last  named  instead  of  sutures,  ligatures 
and  cauteries  for  controlling  hemorrhage.  With 
these,  a  small  case  of  pocket  instruments,  such  as 
nearly  every  general  practitioner  uses,  and  a  little 
sterile  gauze  and  cotton  are  about  all  you  will 
need. 

2 )  When  the  patient  is  prepared  in  the  usual  way 
for  such  an  operation  a  hypodermic  of  morphine, 
1,  6th  grain,  and  atropine,  l/200th  grain,  is  given. 
After  half  an  hour  the  patient  is  placed  upon  the 
table,  or  bed,  upon  his  left  side  with  his  limbs 
properly  flexed  so  as  to  bring  the  anus  in  full  view. 
The  hemorrhoids  are  now  brought  down  in  the 
usual  way,  if  not  already  protruding,  and  with  the 
aid  of  the  nurse  the  parts  are  kept  in  view,  cleansed 
with  soap  and  a  weak  bichloride  soluion  and  each 
pile  or  prolapsed  tumor  to  be  removed  is  gently 
placed  in  turn  into  the  loop  of  the  wire  snare  and 
gently  constricted  at  a  point  'ith  of  an  inch  above 
the  line  to  be  cut  in  its  removal.  The  constriction 
should  not  be  made  tight  enough  to  crush  the  tis- 
sues or  to  give  the  patient  decided  pain,  but  only 
enough  to  cut  off  the  circulation  with  least  discom- 
fort.    The  hemorrhoid  is  then  completely  anesthe- 
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tized  with  a  2-per  cent,  solution  of  procaine  and 
removed  J4th  of  an  inch  below  the  constriction  and 
the  cut  surface  immediately  sealed  with  the  hemo- 
static. To  aid  in  this  a  little  pressure  with  a  gauze 
pad  is  used  until  all  bleeding  is  stopped.  The  snare 
is  then  gently  removed  and  the  next  pile  is  taken 
in  the  same  way.  In  cases  in  which  some  of  the 
hemorrhoids  are  very  large  and  broad  at  their  base 
(sessile),  to  avoid  removing  too  much  mucous  mem- 
brane, I  adopt  Gant's  feature  of  removing  the  in- 
terior of  the  tumor,  but  instead  of  ripping  the 
tumor  open  and  then  using  a  curette,  I  prefer  to 
take  out  with  curved  scissors  an  elliptical  slice  from 
each  side  of  the  slit  parallel  with  the  rectum.  The 
interior  is  then  removed  with  the  Hartman  tonsil 
punch,  which  is  better  suited  for  this  than  for  ton- 
sil work.  I  much  prefer  this  to  the  curette,  as  it 
removes  this  interior  hemorrhoidal  tissue  more  rap- 
idly, smoothly  and  symmetrically,  with  less  bleeding 
and  less  mutilation.  The  sealing  hemostatic  is  then 
applied  with  an  applicator  directly  to  the  hemor- 
rhoidal cavity  and  the  gauze  pad  applied  with  a 
little  pressure,  as  in  the  case  of  the  other  piles  that 
have  been  completely  removed.  When  all  bleeding 
has  been  controlled  in  this  way  and  the  operation 
completed,  a  soft  gauze  pad  is  placed  to  the  rectum, 
supported  by  a  T  bandage  and  the  patient  put  to 
bed. 

The  after-treatment  consists  mostly  in  keeping 
the  patient  comfortable.  For  the  first  day  or  two 
from  J^th  to  l/6th  grain  of  morphine  and  5  grains 
of  aspirin  and  \l/2  grains  of  acetanilid  with  Da- 
Costa  heart  tablet  every  4  or  5  hours  usually  keeps 
the  patient  quite  comfortable.  Many  do  well  on 
much  less  medicine  than  this,  especially  so  when  a 
little  crushed  ice  is  put  against  the  parts,  a  measure 
often  very  grateful  to  the  patient. 

Within  two  days  the  bowels  should  be  moved 
with  a  slightly  soapy  enema  and  the  morphine  mix- 
ture at  once  renewed  for  one  or  two  doses.  After 
two  more  days'  rest  the  enema  again  should  be 
given  and  the  same  process  repeated.  With  a  little 
experience  and  judgment  this  after-treatment  can 
be  handled  almost  painlessly. 

In  the  last  22  cases  in  which  I  used  this  method 
of  operating  I  have  been  highly  pleased  with  its 
popularity  among  my  patients  and  with  the  results, 
having  in  these  no  fever,  no  signs  of  infection,  no 
abscess  formation,  very  little  bleeding,  no  compli- 
cations of  any  kind,  rapid  convalescence — in  a  word, 
excellent  results. 

Now,  a  few  words  in  regard  to  some  features  in 
the  technique. 

1 )  I  use  as  a  sealing  hemostatic  a  mixture  of 
permanganate  of  potassium  and  oxide  of  zinc  (35 
per  cent,  permanganate,  65  per  cent.  zinc).  This 
mixture  I  prefer  to  a  cautery  of  any  kind;  for  it  is 


less  painful,  more  acceptable  to  the  patient,  and 
quite  efficient  in  controlling  bleeding;  is  an  excel- 
lent antiseptic,  produces  no  necrotic  tissue  for 
sloughing,  and  in  the  sessile  cases  after  touching 
the  wounds  daily  for  two  or  three  days  with  a  weak 
bichloride  of  mercury  solution,  followed  with  a 
10-per  cent,  solution  of  argyrol,  it  is  thrown  off 
like  fine  coffee  grounds,  leaving  healthy  granula- 
tions and  rapid  healing. 

2)  The  use  of  the  wire  snare,  instead  of  the  old 
method  of  crushing  the  tissues  with  a  powerful 
clamp,  preserves  the  remaining  stump  against  the 
usual  sloughing  that  follows  this  procedure  with  the 
cauteries. 

3)  The  use  of  the  Hartman  punch  for  removing 
the  interior  of  the  sessile  hemorrhoids  instead  of 
curetting  them  (as  in  the  Gant  method)  is  a  real 
advancement,  as  it  can  be  done  more  quickly,  more 
evenly  and  more  skilfully,  leaving  the  parts  in  a 
better  condition  for  healing. 

Finally,  if  each  feature  of  the  technique  is  care- 
fully studied  and  understood  the  operation  should 
be  practically  bloodless,  relatively  safe  for  the  gen- 
eral practitioner,  easily  and  quickly  performed,  and 
should  reward  him  with  the  best  end  results.  . 

Discussion 
Dr.  J.  F.  Nash,  St.  Pauls,  N.  C: 

Mr.  President,  Distinguished  Guests,  and  Members  of  the 
Tri-State:  This  society  is  signally  honored  with  this  paper, 
in  which  a  general  practitioner  outlines  a  simple,  radical 
and  original  operation  for  the  permanent  relief  of  an  afflic- 
tion which  has  beset  the  human  race  from  time  immemo- 
rial. 

Most  of  us  have  tried  the  injections — sometimes  with 
success — and  often  without  relief.  For  the  patient  with  a 
hemorrhoid  but  the  size  of  a  pea,  that  pile  is  a  veritable 
mountain! 

The  doctor  is  to  be  congratulated  on  devising  this  pain- 
less, ambulatory  cure  of  piles.  The  operation  may  be  done 
ai  home  or  at  the  office,  and  the  results  will  amply  repay 
for  the  short  time  devoted  to  the  procedure.  The  doctor  is 
to  be  commended. 

Dr.  James  M.  Northington,  Charlotte,  N.  C. 

It  always  delights  me  to  hear  a  family  doctor  tell  how 
family  doctors  can  do  more  of  the  work  of  caring  for  the 
health  and  comfort  of  their  people,  for  the  broader  the 
foundation  the  better  the  superstructure  can  be  built,  and 
the  better  the  whole  edifice. 

I  am  pleased  to  have  the  opportunity  to  call  it  to  the 
attention  of  this  body  that  Dr.  Hiden  won  first  prize  when, 
a  few  years  ago,  the  journal  of  which  I  am  editor  offered 
prizes  for  the  three  best  essays  on  "How  the  Family  Doctor 
Can  Best  Increase  His  Usefulness  and  His  Income."  This 
friendly  contest,  as  many  of  you  will  remember,  was  open 
to  every  doctor  in  good  standing  in  Virginia  and  the  Caro- 
linas,  and  entrants  numbered  many  scores.  One  of  the 
other  prize-winners  is  now  president-elect  of  the  Medical 
Society  of  the  State  of  North  Carolina,  a  member  of  this 
Association  and  in  attendance  on  this  meeting. 

Dr.  Hiden,  I  am  happy  to  see  that  you  not  only  write 
hew  to  make  the  family  doctor  more  useful  and  prosperous, 
but  that  you  do  how. 

I  know  the  method  of  treatment  you  have  described 
should  be  good  because  it  is  based  on  sound  principles:     I 
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know  it  is  good  because  you  say  it  is. 

You  have  told  us  all  how  a  general  practitioner  can  do  a 
good  hemorrhoid  operation  on  his  patient.  I  trust  you  will 
not  think  me  immodest  if  I  go  you  one  better — see  you  and 
raise  you,  so  to  speak. 

A  good  many  years  ago,  in  the  absence  of  my  associate, 
I  had  the  misfortune  to  have  a  thrombus  form  in  an  ex- 
ternal hemorrhoidal  vein.  The  feeling  was  one  of  great 
discomfort  and  as  though  it  would  disappear  on  sitting, 
but  when  sitting  did  not  help  I  decided  to  operate. 

With  the  aid  of  a  mirror  laid  on  the  floor,  antiseptic 
solutions,  novocaine,  a  sharp  knife  and  a  good  quantity  of 
absorbent  cotton  I  was  soon  on  my  way  in  great  comfort 
and  content. 

Several  years  afterward,  while  in  France,  a  recurrence 
brought  me  into  the  hands  of  an  F.A.C.S.,  and  I  am  en- 
tirely honest  in  telling  you  the  result  did  not  measure  up 
to  many  auto-hemorrhoidotomy.  The  healing  after  the 
surgeon's  operation  was  longer  and  more  painful  and  the 
continuation  of  the  bleeding  was  such  as  to  occasion  not  a 
few  wagers  as  to  the  day  on  which  I  would  cease  men- 
struating. 

Between  us.  Dr.  Hiden,  I  believe  we  are  good. 

Your  paper  and  other  papers  like  it  do  most  to  accom- 
plish the  prime  purpose  for  which  medical  societies  are 
formed — the    improvement    of    means    of    healing  the 

source;  i.e.,  by  the  ministrations  of  the  family  doctor. 


Some  Eye  Conditions  of  Interest  to  the  General 

Practitioner 
(C.   P.  Dyer,  St.  Louis,  in  J  I.  Mo.   Med.  Assn.,  June) 

1.  Foreign  bodies  in  the  eye,  growths  upon  the  eyeball, 
such  as  pterygium,  chalazion,  warts  and  tumors  on  the 
lids  or  face  near  the  eyes. 

Anesthetize  the  eye  thoroughly  and  remove  any  foreign 
body,  being  careful  not  to  injure  the  cornea ;  use  plenty 
of  antiseptic  ointment  and  place  a  dressing  upon  the  eye. 

The  McReynoIds'  operation  for  pterygium  should  be  as 
familiar  to  the  general  practitioner  as  it  is  to  the  eye 
specialist. 

In  chalazion,  infiltrate  the  lid  with  a  1%  solution  of 
novocain  and,  after  5  minutes  incise  vertically ;  then  use 
eye  curette  thoroughly,  apply  tincture  of  iodine  being  care- 
ful not  to  get  any  of  it  on  the  eyeball  or  the  lid. 

Warts  and  keratoses  about  the  eyes  or  eyelids  should  be 
removed  by  clean  operation  as  they  are  possible  cancers. 

Accidental  cuts  of  the  eyelids. — Approximate  the  edges 
evenly  placing  the  first  suture  in  the  exact  margin  of  each 
side  of  the  cut  at  the  junction  of  the  skin  with  the  con- 
junctiva, the  other  sutures  will  fall  into  place  easily. 

Penetration  of  the  eyeball. — Place  an  antiseptic  dressing 
on  the  eye  and  refer  to  a  specialist. 

2.  A  laboratory  examination  should  be  made  in  all  acute 
eye  inflammations.  Cleansing  solutions  such  as  boric  acid, 
4%,  or  normal  saline  are  used.  Epinephrine  solutions, 
1:10,000,  help  to  constrict  the  vessels  so  that  the  antiseptic 
solution,  such  as  metaphen  1:5000,  merthiolate  1:1000,  are 
more  efficient. 

Ice  compresses  before  the  drops  are  used  always  help 
the  action  of  the  drugs  and  allay  the  inflammation.  How- 
ever, if  there  is  any  corneal  involvement,  hot  applications 
for  10-min.  periods  every  3  hours  are  best.  Do  not  use 
heat  more  than  15  min.  at  any  time.  Zinc  sulphate  1%  is 
used  in  the  Morax-Axenfeld  infection.  Optochin  is  quite 
efficient  for  the  pneumococcus. 

3.  Acid  and  alkali  burns  are  often  seen  and  the  first 
thought  is  of  some  neutralizing  agent.  Plain  tap  water  is 
best,  diluting  the  agent  and  lessening  the  injury  resulting 
from  the  burn. 

The  coagulum  that  forms  in  the  tissues  retards  the  pene- 
tration of  the  agents  and  if  we  use  an  acid  for  alkali  burns 


or  an  alkali  for  acid  burns  we  help  dissolve  this  fibrin  and 
there  is  the  possible  burning  effect  of  the  reagent  added  to 
the  burn  of  the  agent  itself. 

After-treatment  is  important,  each  case  according  to  its 
severity. 

Blindness  following  the  administration  of  quinine. — Stop 
the  intake  of  quinine.  These  cases  clear  up  considerably  of 
their  own  accord  but  should  be  seen  by  an  eye  physician. 

4.  Crossed  eyes. — Send  to  a  qualified  eye  physician;  do 
not  delay  and  do  not  think  the  child  may  outgrow  it. 


In  What  Way  Does  A  Full  Stomach  Add  to  the 
Troubles  of  A  Failing  Heart? 

(W.    C.    Alvarez,    Rochester,    in    Amer.    Jl.    Dig.    Dis.    & 

Nutri.,  May) 

A  man  past  middle  age  complaining  of  pressure  distress  or 
pain  in  the  epigastrium,  find  out  that  distress  followed,  not 
the  taking  of  food,  but  exertion,  and  particularly  exertion 
after  eating. 

Commonly  such  a  patient  will  be  found  to  have  a  high 
b.  p.  Many  of  these  people  with  hypertension  seek  out  the 
gastroenterologist  because  they  belch  or  feel  distended  with 
gas. 

We  recognize  the  type  of  patient  who  cannot  exercise 
after  a  good-sized  meal,  but  we  have  probably  been  wrong 
in  assuming  that  this  difficulty  arises  because  the  full 
stomach  presses  up  on  the  heart;  possible  that  the  heart's 
action  can  be  disturbed  in  so  simple  a  mechanical  way,  it 
now  seems  more  probable  that  the  embarrassment  of  the 
organ  arises  in  the  fact  that  after  a  meal  the  blood  flow 
more  than  doubles,  not  only  in  the  blood  vessels  supplying 
the  digestive  tract,  but  also  in  all  the  vessels  of  the  rest 
of  the  body.  A  man  whose  heart  is  ordinarily  just  strong 
enough  to  stand  the  extra  strain  of  a  short  walk  is  not 
able  to  take  this  walk  after  meals  when  the  load  on  the 
circulation  has  already  been  increased  almost  to  the  break- 
ing point. 


Use  of  Urea  in  Treatment  of  Infected  Wounds 


One  hundred  and  thirty-nine  cases  of  infected  wounds 
treated  with  urea.  In  no  case  did  the  application  have  any 
deleterious  effects.  The  impression  was  gained  that  urea  was 
far  more  helpful  than  the  agents  commonly  used  for  in- 
fected wounds.  Best  results  were  with  the  chornic  ulcers, 
although  most  of  the  infected  wounds  became  healed  more 
quickly  than  can  usually  be  expected.  The  less  positive 
results  for  the  "infectious  group"  may  have  been  due  to  the 
greater  caution  with  which  the  urea  was  used  in  these 
cases.  This  agent  cannot  be  used  sparingly  if  successful 
results  are  to  be  expected.  The  solution  is  the  application 
method  of  choice  in  any  condition  in  which  a  sinus  or 
fistula  is  involved.  The  mechanism  of  urea  therapy  is 
probably  in  part  by  virtue  of  the  bactericidal  effect  of 
strong  urea  solutions  but  chiefly  through  the  solvent  action 
on  proteins,  which  leads  to  a  removal  of  the  debris,  crusts 
and  dead  tissue,  which  mechanically  and  by  harboring 
bacteria  are  usually  the  chief  deterrents  to  normal  healing. 


First-Stage  Ether  Anesthesia  is  a  valuable  and  much 
neglected  feature  of  the  reduction  of  dislocations,  the  open- 
ing of  abscesses,  and  many  other  very  brief  surgical  pro- 
cedures. 


The  Occupation  to  Which  A  Patient  is  to  Return 
should  be  given  much  consideration  in  deciding  on  a  plan  of 
treatment  in  many  cases. 


Advise  Your  Patients  often  against  turning  on  or  off  a 
light  or  heater  while  in  the  bath  tub. 
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Radium   in   the 


Treatment   of  Non-Malignant   Diseases   of 
the  Uterus* 


W.  Lowndes  Peple,  M.D.,  Richmond,  Virginia 


ENCOURAGED  by  the  many  letters  and  ex- 
pressions of  commendation  by  my  friends 
after  the  publication  of  a  little  treatise  on 
"The  Treatment  of  Cancer  of  the  Cervix  with  Ra- 
dium," I  am  emboldened  to  set  forth  in  the  same 
simple  manner  our  experiences  and  results  with  this 
same  agent  in  the  non-malignant  diseases  of  the 
uterus.  In  doing  this,  I  shall  endeavor  to  keep 
strictly  to  the  clinical  rather  than  the  theoretical, 
to  stick  closely  to  the  known,  and  to  leave  the  un- 
known alone,  and  to  avoid  entirely  the  controver- 
sial. 

In  classification  we  follow  the  gross  pathology  as 
the  basic  factor;  and  when  two  or  more  conditions 
exist  in  the  same  patient,  we  use  the  predominating 
condition  to  designate  it  for  our  records.  When  we 
stray  off  among  the  finer  points  of  microscopic 
structure,  we  are  apt  to  lose  ourselves,  and  become 
so  ensnared  in  the  meshes  of  this  engaging  network 
that  we  find  it  difficult  to  get  back  on  safe  practical 
ground  again,  where  the  large  majority  of  our 
friends  are  waiting,  possibly  with  some  impatience 
for  our  return. 

If  we  leave  out  cancer,  disease  conditions  of  the 
puerperal  state,  tumors  of  the  ovary  and  certain 
inflammatory  conditions  of  the  tubes  and  ovaries, 
there  remains  a  well-defined  group  of  intrinsic  uter- 
ine diseases  which  give  rise  to  abnormal  uterine 
bleeding.  "Too  much,  too  often,  too  uncertainly,  a 
little  all  the  time,"  this  is  the  chief  complaint,  the 
clinical  picture.  If  this  condition  be  allowed  to  go 
on  over  long  periods  of  time,  the  blood-forming 
mechanism  grows  tired,  slows  down  and  finally 
strikes.  Then  we  have  an  anemia  which  one  needs 
only  a  damp  rag  to  demonstrate,  for  when  the  cos- 
metics come  off  the  pale  blanched  tissues  beneath 
plead  eloquently  for  help.  Abnormal  uterine  bleed- 
ing in  patients  who  have  no  infection,  either  active 
or  smouldering,  pent  up  in  the  tubes,  who  have  no 
puerperal  remnants  left  behind,  no  cancer — women 
with  intrinsic  uterine  pathological  conditions,  whose 
loss  of  blood  must  be  stayed  or  stopped — this  is 
our  practical  problem,  hers,  yours  and  mine. 

All  of  these  cases  fall  in,  or  can  be  placed  in,  one 
of  the  following  classes: 

1.  Myopathic  bleeding  in  young  girls  and  spins- 
ters, a  clinical  entity,  fortunately  rare,  with  a  path- 
ology as  vague  as  this  ingenious  title  would  suggest. 

2.  Endometritis,     (a)    Hypertrophic  glandular. 


(b)  Polypoid.  Again  we  have  a  rather  vague  title, 
meaning  an  inflammation,  when  we  really  wish  to 
designate  two  slightly  varying  forms  of  hyperplasia 
of  the  endometrium. 

3.  Fibroid  uterus,  a  term  that  means  just  what 
is  intended,  an  organ  in  which  the  fibrous  tissue  has 
gained  ascendency  over  the  muscular  tissue. 

4.  Fibroid  tumor  of  the  uterus.  This  will  em- 
brace all  the  tumor  masses  consisting  of  muscular 
and  fibrous  tissue,  which,  singly  or  in  numbers, 
form  in  any  part  of  the  uterus.  That  rarer  group 
of  adenomyomas  are  included  in  this  group  since 
their  treatment  would  be  the  same. 

5.  The  relaxed  subinvoluted  uterus,  an  organ 
usually  of  many  conceptions  and  not  a  few  deliv- 
eries, with  inadequate  periods  of  rest  between  times; 
large,  indolent,  relaxed,  as  though  it  hesitated  be- 
tween the  normal  and  gravid  states,  and  wept  bloorj 
over  its  mistreatment  and  neglect. 

Let's  dispose  of  Number  1,  myopathic  bleeding, 
as  it  has  little  or  no  relation  to  the  other  groups. 
The  literature  contains  descriptions  of  many  such 
cases,  young  girls  who  when  their  menses  are  in- 
augurated simply  bleed  on  as  though  the  mechanism 
had  slipped  a  cog  and  knew  no  restraint.  In  for- 
mer times,  many  of  these,  after  curettement,  pack- 
ing and  all  manner  of  medication  had  failed,  were 
subjected  to  hysterectomy  as  a  last  desperate  resort. 
In  my  own  hands  a  typical  case  of  this,  in  which 
the  hemoglobin  had  gone  down  to  20  per  cent., 
yielded  to  curettement  and  packing.  Another,  in 
which  I  was  consulted  recently,  yielded  to  injections 
of  pituitary  extract.  Such  cases,  though  rare,  seem 
ideal  for  glandular  therapy,  for  they  are  in  the  be- 
ginning functional  disorders,  the  structural  changes 
coming  later,  after  the  bleeding  and  congestion  have 
gone  on  for  a  long  time. 

When  simple  curettement  and  glandular  therapy 
have  failed,  radium  is  definitely  indicated.  It  is 
used  in  minimum  doses,  about  250  to  300  mg.-hrs. 
Polak  reports  31  such  cases  with  but  one  requiring 
a  second  application  of  radium.  Almost  uniformly 
these  young  women  returned  to  a  regular  menstrual 
life  and  several  have  married  and  borne  children. 
I  had  one  such  case  in  a  young  spinster.  After 
numerous  curettings  had  failed,  she  was  given  300 
mg.-hrs.  of  radium.  Her  periods  stopped  for  a 
year,  then  recurred  regularly  and  normally.  She 
married  and  bore  a  child.    When  last  seen,  many 
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years  later,  she  was  approaching  an  early  meno- 
pause. 

Number  2,  endometritis.  Clinically  we  see  this 
condition  anywhere  from  the  thirties  to  the  late 
forties.  The  bleeding  here  is  caused  by  an  abnor- 
mally thickened,  highly  vascular  endometrium, 
sometimes  presenting  numerous  new  glands  as  a 
predominating  picture,  sometimes  portraying  a 
polyp-like  structure.  Microscopically  differing,  these 
two  conditions  are  clinically  one. 

When  such  cases  are  curetted,  large  plaques  of 
highly  vascular  mucosa  may  slide  out  around  the 
curette,  giving  the  impression  of  an  extremely  early 
pregnancy.  Sometimes,  the  curette  will  find  a  hard, 
grating,  unyielding  base,  and  when  the  membrane 
has  been  removed  there  are  revealed  the  coexisting 
fibroid  changes  in  the  uterine  body  beneath. 

Woe  to  one  who  mistakes  an  acute  or  subacute 
suppurative  condition  for  one  of  this  simple  hyper- 
plastic type!  Radium  plays  havoc  in  such  cases. 
There  will  follow  severe  pain,  fever,  nausea,  vomit- 
ing and  a  tremendous  increase  in  size  of  the  uterus 
which  can  be  felt  as  a  tender  mass  rising  above  the 
symphysis.  With  rest  and  time  this  will  usually 
subside  in  from  one  to  three  weeks,  but  one  does 
not  wish  to  encounter  it  a  second  time. 

There  are  a  number  of  things  that  should  be 
borne  in  mind  in  deciding  upon  the  treatment,  be- 
side the  question  of  stopping  the  bleeding — the  age, 
the  severity  of  the  anemia,  the  desire,  and  the  phy- 
sical, mental,  moral  and  financial  capacity,  for  rear- 
ing children.  In  a  very  young  woman  where  the 
anemia  is  not  advanced,  one  might  try  curetting 
even  though  it  may  have  to  be  repeated.  Radium 
in  such  a  case  should  be  used  in  small  dosage,  hop- 
ing for  a  restoration  of  function  or  even  a  future 
pregnancy.  In  an  older  woman,  one  would  use  a 
dose  sufficient  to  push  her  well  into  the  permanent 
menopause.  Sometimes  in  young  women  who  have 
children  and  are  dependent  upon  their  own  efforts 
to  earn  a  livelihood  we  would  be  justified  in  using 
the  larger  initial  dose  and  having  done  with  it. 

In  the  younger  woman,  400  to  600  mg.-hrs.  will 
usually  suspend  the  menstrual  function  from  eight 
to  twelve  months,  and  on  its  return  it  may  become 
normal.  In  the  older  women,  1200  to  1800  mg.-hrs. 
will  usually  stop  the  periods  permanently.  This 
comes  as  a  great  relief  to  an  industrious  housewife 
who  has  grown  weary  of  semii'nvalidism.  The 
choice  of  treatment  and  the  dosage  is  a  question 
for  one  of  experience  and  broad  human  qualities, 
for  there  are  many,  many  factors  beside  the  check- 
ing of  bleeding  that  enter  into  it. 

The  relaxed,  subinvoluted  uterus.  Here  we  have 
a  large,  boggy  organ,  usually  lying  in  the  cul-de-sac 
from  its  own  weight  and  flaccidity.  Its  os  is  open. 
It  is  pale  or  yellowish  in  color.  It  bleeds  a  little 
almost  all  the  time.    There  is  usually  a  thick  vas- 


cular endometrium  secondary  to  the  stasis  and  con- 
gestion. Since  these  women  are  usually  older  and 
usually  poor  they  are  curetted  and  given  the  larger 
dose,  1200  to  1800  mg.-hrs.,  to  restore  them  to  a 
normal  life  again  as  quickly  as  possible. 

The  fibroid  uterus.  This  is  a  definite  clinical 
entity  described  many  years  ago,  about  which  one 
hears  very  little.  Its  pathology  consists  of  marked 
fibroid  changes  in  the  uterine  wall  at  the  expense 
of  the  muscular  tissue.  The  uterus  is  large,  hard 
and  unyielding  with  its  cavity  usually  wide  and 
deep.  We  may  have  associated  with  it  a  polypoid 
or  hypertrophic  endometritis,  but  oftener  the  mu- 
cosa is  more  scant  than  in  the  normal.  There  may 
also  be  menorrhagia,  profuse  periods,  prolonged 
periods,  bleeding  precipitated  by  undue  exertion. 
It  happens  in  the  late  thirties  and  early  forties. 
Currettement  alone  gives  little  or  no  relief.  Irradia- 
tion with  radium,  1200  to  1800  mg.-hrs.,  is  usually 
the  procedure  of  choice.  It  is  the  benign  alternative 
to  hysterectomy. 

Fibroid  tumors.  When  irradiation  was  first  used 
in  this  condition,  it  was  freely  predicted  that  it 
would  supplant  surgery.  Then  all  tumors  not 
reaching  above  the  umbilicus  were  believed  suitable 
for  this  method  of  treatment.  Gradually  experience 
has  sifted  the  matter  out,  until  today  most  con- 
servative men  differ  but  slightly  in  their  advice.  In 
young  women,  when  the  internal  secretion  can  be 
preserved,  or,  even  when  the  sentiment  attached  to 
it  is  a  real  factor  in  the  decision,  we  operate.  Tu- 
mors presenting  many  nodules  had  best  be  operated 
upon.  Tumors  accompanied  by  cystic  or  inflamma- 
tory disease  of  tube  or  ovary  are  surgical.  Large 
tumors  fall  to  the  surgeon.  The  ideal  growth  for 
irradiation  is  a  non-nodular  globular  growth,  not 
larger  than  a  grapefruit,  in  a  woman  of  suitable 
age,  say  the  late  thirties  or  early  forties.  Here  we 
get  not  only  a  symptomatic  cure  but  a  marked 
shrinkage  of  the  growth  as  well.  People  with  large 
tumors  accompanied  by  heart  diseases,  high  blood 
pressure  to  an  extent  that  would  lead  an  experi- 
enced man  to  call  them  hazardous,  naturally  fall 
into  this  group.  It  is  invaluable  as  a  temporary 
measure  in  the  dangerously  anemic  cases,  who  have 
lost  too  much  blood.  By  stopping  this  loss  and 
by  the  use  of  transfusions,  such  inoperable  cases 
are  made  safely  operable.  The  submucous  nodular 
cases  which  sometimes  extrude  their  nodules  into 
the  uterine  canal  are  better  surgical  than  radium 
risks.  There  is  a  real  risk  in  cases  with  subserous 
nodules,  that  one  or  more  of  these  might  actually 
drop  off  with  the  shrinkage  of  the  main  tumor  mass, 
and  the  cutting  down  of  its  blood  supply,  thus  leav- 
ing the  nodule  as  a  foreign  body  in  the  peritoneal 
cavity. 

To  sum  up  the  question  of  fibroid  tumors:  given 
a  suitable  tumor  in  a  suitable  woman  of  a  suitable 
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age,  we  may  expect  a  safe  symptomatic  cure  with  a 
shrinkage  in  the  growth  of  approximately  one-third 
its  size. 

An  analysis  of  250  cases  treated  by  radium  shows 
the  following  distribution: 

Group  1. — Myopathic  bleeding  in  spinsters.  One, 
aged  25,  cessation  of  menses  for  one  year,  subse- 
quent marriage  with  one  normal  child. 

Group  2. — Endometritis.  Total  87  cases — young- 
est 22,  oldest  65,  average  age  43.  Only  6  had  two 
treatments. 

Group  3. — Fibroid  uterus.  Total  95  cases — 
youngest  23,  oldest  65,  average  age  44.  Only  7 
had  two  treatments. 

Group  4. — Fibroid  tumors  of  uterus.  Total  cases 
55 — youngest  32,  oldest  57,  average  age  45.  Seven 
required  second  treatment  and  one  required  a  third 
treatment. 

Group  5. — Relaxed  subinvoluted  uterus.  Total 
cases  12 — youngest  34,  oldest  52,  average  48  years. 
None  required  a  second  application  of  radium. 

We  have  not  followed  each  of  these  cases  year 
by  year  as  we  have  the  cancers  of  the  cervix,  but  a 
review  of  the  histories  with  the  subsequent  reports 
in  most  of  them  has  been  most  gratifying.  The 
fact  that  only  21  of  the  250  had  more  than  one 
treatment  shows  that  the  rather  light  dosage  that 
we  use  is  justified.  Our  position  is  that  we  had 
rather  give  just  the  right  amount  in  two  applica- 
tions than  too  much  in  one  application. 

I  am  asked  so  many  questions  by  patients  as  to 
results,  immediate  and  remote,  complications  and 
sequelae  to  be  looked  for,  postoperative  and  post- 
hospital  management  that  I  tried  to  formulate  a 
printed  sheet  such  as  we  use  in  other  operative 
cases  on  dismissal.  But,  after  working  diligently  I 
concluded  that  no  single  paper  of  reasonable  length 
could  be  made  to  cover  all  such  cases. 

The  conditions  and  circumstances  surrounding 
them  seemed  to  demand  individual  instruction 
rather  than  the  generalizations  that  are  found  quite 
sufficient  in  the  ordinary  surgical  case. 

The  first  question  and  the  one  oftenest  asked  is, 
"Will  radium  bring  on  the  'change  of  life'  and  will 
it  cause  me  to  be  terribly  nervous?"  I  always  an- 
swer this  question  by  saying,  "The  use  of  radium, 
x-ray  or  surgery  merely  anticipates  what  nature 
has  in  store  for  you.  You  are  paying  a  note  before 
it  is  due.  You  will  have  all  the  symptoms  that  were 
to  be  yours,  just  as  you  would  have  had  them  any- 
way, only  you  take  them  sooner  and  are  sooner  rid 
of  them." 

Some  women  suffer  severely  with  these  sweats, 
hot  flushes  and  steams,  and  some  not  at  all.  I 
would  not  recommend  the  ovarian  hormones  as  a 
routine,  but  would  reserve  them  for  cases  which 
actually  develop  symptoms.  Here  they  may  prove 
helpful.     The  leucorrhea  which  often  follows  will 


not  prove  worrisome  if  it  is  predicted.  Simple 
douches  will  keep  the  patient  comfortable  until  it 
subsides  in  a  month  or  more. 

When  the  dosage  of  radium  has  been  purposely 
small  or  unexpectedly  inadequate,  the  menstrual 
period  usually  returns  in  from  nine  months  to  a 
year.  It  is  odd  how  closely  it  adheres  to  this  almost 
definite  time  limit. 

"How  long  must  the  patient  be  kept  in  bed  after 
radium  treatment?"  is  another  question  that  is  con- 
stantly asked,  for  it  has  both  a  personal  and  an 
economic  bearing.  I  think  that  the  minimum 
should  be  one  week,  and  as  much  longer  as  is  re- 
quired by  the  exigencies  of  the  individual  case. 
Time  is  required  for  open  dilated  vessels  to  close 
and  for  congested  tissues  to  shrink.  Men  often  ask 
and  expect  too  much  of  the  miraculous  of  this  use- 
ful agent.  They  condemn  radium  when  it  is  their 
own  judgment  that  is  at  fault.  Give  ample  time 
and  rest.  Marked  structural  changes  that  must 
precede  recovery  can  not  take  place  immediately, 
and  injudicious  activity  may  defeat  a  well  planned 
and  properly  executed  operative  procedure. 

"What  may  the  patient  expect  as  to  stoppage 
and  recurrence?"  In  the  first  place  let  us  differen- 
tiate between  flooding  and  bleeding.  When  the 
menstrual  cycle  or  a  semblance  of  it  remains,  we 
speak  of  the  excessive  flow  as  flooding — a  normal 
function,  greatly  augmented,  but  still  persisting. 
In  a  bleeding  uterus,  the  patient  has  passed  the 
menopause  or  the  mechanism  governing  the  men- 
strual cycle  has  been  lost.  She  bleeds  at  any  time. 
If  a  patient  is  flooding  we  should  choose  a  time 
immediately  after  the  period  has  stopped,  thus  giv- 
ing the  longest  possible  interval  before  the  next 
flooding  spell  is  due.  In  a  bleeding  patient  we  give 
absolute  rest  in  bed  with  hot  alum  douches  until 
the  flow  is  as  nearly  stopped  as  possible.  At  times 
we  have  to  give  it  in  the  presence  of  active  hem- 
orrhage, putting  packing  in  along  with  the  radium 
to  staunch  the  oozing,  but  fortunately  such  cases 
are  rare. 

It  is  easier  to  stop  bleeding  than  flooding,  for 
in  the  one  we  deal  with  a  congested  uterus  that 
bleeds,  while  in  the  other  we  have  this,  plus  the 
ovario-uterine  mechanism  that  must  also  be  broken 
down  to  attain  this  end. 

In  answer  to  the  question,  "Will  my  periods 
stop?"  my  reply  is,  "Yes,  but  you  may  have  one 
very  free  period  and  even  two  before  this  is  accom- 
plished." 

"Will  my  bleeding  stop?"  "Yes,  and  the  quieter 
you  keep  the  quicker  it  will  come  about.  Remem- 
ber that  this  is  a  slow-acting  agent.  Don't  be  dis- 
couraged if  it  keeps  up  a  little  for  four  or  even  six 
weeks.  I  have  given  you  an  adequate  dose  and  if 
you  give  your  cooperation  we  are  bound  to  get 
good  results."    In  this  connection  I  might  add  that 
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the  younger  the  patient  the  stronger  is  she  linked 
with  this  mechanism  which  tends  to  persist  and 
survive  and  revive.  If  we  plan,  for  some  good 
reason,  to  stop  a  woman's  periods  permanently,  a 
relatively  larger  dose  must  be  given  to  the  younger 
woman.  For  the  older  woman  close  upon  or  act- 
ually in  the  stormy  breakers  of  the  menopause,  a 
relatively  smaller  dose  will  safely  pilot  her  into  that 
safe  haven  of  quiet  security,  in  that  peaceful  if 
less  exciting  harbor  of  the  changed  life. 

I  have  said  very  little  about  the  use  of  x-ray  in 
these  cases.  First,  because  as  the  title  indicates, 
this  is  a  paper  on  the  treatment  with  radium.  Many 
of  them  can  just  as  easily  be  handled  by  x-ray.  In 
the  younger  woman  I  feel  that  radium  is  less  apt 
to  affect  the  ovarian  function  since  it  is  applied 
from  within,  and  the  whole  uterine  wall  acts  as  a 
screen  to  the  ovaries.  Radium  usually  requires  but 
one  application  and  the  treatment  is  over  in  a  few 
days.  The  x-ray  is  spread  out  over  a  longer  period 
of  time  with  frequent  visits  to  the  operator.  But 
most  important  of  all,  the  radium  patient  takes  a 
general  anesthetic  which  allows  a  complete  pelvic 
examination  with  the  patient  relaxed;  and  above 
all  it  includes  a  curettement  for  diagnostic  purposes. 
Occasionally  one  picks  up  a  cancer  of  the  body  of 
the  uterus  in  this  way,  a  condition  still  regarded  by 
most  men  as  strictly  surgical.  I  believe  there  are 
few  roentgenologists  who  would  treat  such  a  case 
with  x-ray  if  this  fact  were  known  beforehand.  In 
addition  to  the  routine  curettement,  one  has  the 


opportunity  of  correcting  many  pelvic  conditions.  I 
have  amputated  the  cervix,  repaired  it  unilaterally 
and  bilaterally.  I  have  repaired  the  perineum  and 
done  operations  for  hemorrhoids.  Were  x-ray  used 
in  such  cases  there  would  still  be  the  hospitalization 
and  anesthesia  or  else  these  needed  operations  would 
go  undone. 

The  ideal  arrangement  for  the  proper  treatment 
of  all  the  conditions  just  described  is  to  have  all 
three  agents — surgery,  radium  and  x-ray — readily 
available  so  that  one  may  choose  in  an  impartial 
unbiased  way  the  proper  method  to  suit  the  needs 
of  each  individual  case. 

In  closing  I  would  like  to  say  that  radium  is  a 
powerful  agent  and,  like  all  other  powerful  agents, 
it  may,  if  misapplied,  prove  a  very  dangerous  agent. 
It  is  neither  a  styptic  nor  a  hemostatic,  nor  a  uni- 
versal remedy  for  bleeding  at  the  menopause.  It  is 
a  very  potent  agent  in  the  management  of  certain 
well-defined  pathologic  conditions  whose  chief 
symptom  is  bleeding,  and  for  these  it  should  be 
used  with  careful  discrimination. 

At  the  risk  of  being  tedious  and  seeming  need- 
lessly elementary,  I  have  set  forth  most  of  the  per- 
plexing problems  as  they  have  presented  themselves 
to  us  through  the  years,  and  to  which  I  have  found 
a  satisfactory  solution  so  far  as  I  and  my  conscience 
are  concerned.  If  this  simple  narrative  of  our  dif- 
ficulties and  their  solution  should  prove  helpful  to 
others,  the  time  and  patience  consumed  in  its  prep- 
aration will  have  been  well  spent  indeed. 


(This  and  the  next  paper  discussed  together) 


Cancer   of   the    Cervix — Mortality   Reduction* 

Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D.,  Petersburg,  Virginia 


EACH  YEAR  in  this  country,  14,000  women 
die  of  cancer  of  the  cervix.  This  is  nearly 
twenty  per  cent,  of  all  deaths  from  cancer  in 
women,  and  a  cross  section  of  all  the  cases  that  are 
treated  will  show  only  ten  per  cent,  of  five-year 
survivals.1 

The  deaths  do  not  occur  because  malignancy  of 
the  cervix  can  rarely  be  prevented,  for  a  careful 
consideration  of  the  problem  indicates  that  prophy- 
laxis is  practicable  and  effective:  nor  is  it  for  the 
want  of  an  efficient  remedy  with  which  to  treat  the 
disease,  for  five-year  survivals  of  seventy-five  per 
cent,  of  the  early  cases  and  of  well  over  fifty  per 
cent,  of  the  moderately  advanced  cases  are  being 
reported  by  qualified  radiologists.  It  is  evident, 
therefore,  that  the  number  of  deaths  from  cancer 
of  the  cervix  can  be  greatly  reduced. 

In  attempting  to   outline   the   remedies   for  the 


reduction  of  the  death  rate  from  any  disease,  we 
should  base  our  lines  of  attack  upon  the  pathology 
and  pathologic  physiology  of  the  disease  in  ques- 
tion. 

We  know  that  cancer  usually,  if  not  always,  be- 
gins in  chronically  infected,  constantly  irritated  or 
otherwise  abnormal  tissue,  and  we  have  reason  to 
believe  that  there  is  a  gradual  transformation  from 
'he  benign  to  the  malignant  state.  We  also  know 
that  after  the  child-bearing  period  an  infected 
cervix  is  as  useless  as  an  infected  tonsil  and  that 
there  is  no  excuse  for  a  physician  knowingly  and 
willingly  permitting  cervical  lacerations  and  chronic 
infections  of  the  cervix  to  exist  in  his  patients  of 
any  age. 

Leukorrhea  is  so  prevalent  in  women  that  most 
of  them  accept  it  as  a  normal  condition.  This  flow 
is   usually   due   to   an   infected   cervix,  and   while 
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cancer  of  the  cervix  develops  in  only  a  relatively 
small  percentage  of  these  cases,  it  is  not  unwise  to 
look  upon  an  infected  cervix  as  a  pre-cancerous 
state,  particularly  whenever  the  discharge  becomes 
darker,  more  offensive  and  more  profuse  than 
usual. 

Unfortunately,  the  signs  and  symptoms  of 
cancer  of  the  cervix  come  on  quite  insidiously 
causing  no  pain  and  little  or  no  discomfort  to  cause 
those  so  afflicted  to  seek  the  advice  of  a  physician 
before  the  process  has  advanced.  This  makes  an 
educational  campaign  for  the  laity  quite  essential. 

We  should  teach  women  that  the  first  pink  stain 
not  connected  with  normal  menstruation  is  a 
danger  signal,  and  when  one  considers  how  far  ad- 
vanced the  average  case  is  when  this  sign  appears, 
it  also  becomes  evident  that  it  is  imperatively  nec- 
essary to  teach  them  about  some  earlier  manifesta- 
tion of  the  disease.  As  stated,  this  early  sign  usually 
manifests  itself  as  a  decided  change  in  the  character 
of  the  vaginal  discharge.  Cancer  will  not  always  be 
found  in  these  cases,  but  a  good  percentage  of  them 
will  have  an  early  malignancy,  and  leukorrhea  in 
any  form  at  least  signifies  an  infection  and  a  long- 
neglected  infection  may  lead  to  cancer. 

Cancer  of  the  cervix  is  a  curable  disease  if  prop- 
erly treated  in  an  early  stage,  for  it  begins  in  a 
single  cell  or  at  least  in  a  tiny  group  of  cells  and 
death  rarely  results  either  from  the  local  multipli- 
cation of  these  cells  or  from  a  local  invasion  of  the 
adjacent  tissues.  Death  almost  invariably  is  the 
result  of  metastases  to  more  vital  and  less  accessible 
parts. 

When  the  patient  applies  to  the  physician,  the 
examination  should  be  made  as  gently  as  possible, 
for  an  early  malignant  lesion  may  be  metastasized 
by  a  forceful  examination. 

Since  non-traumatic  irradiation  given  in  sufficient 
quantity  will  so  devitalize  cancer  cells  as  to  pre- 
vent their  taking  on  growth,  should  they  become 
disseminated,  it  is  always  wise  to  give  external 
irradiation  as  the  first  act  in  dealing  with  suspected 
malignancy,  particularly  in  old  women. 

In  young  women,  pre-biopsy  irradiation  can  be 
given  by  gently  applying  a  radium  pack  with  low 
filter  directly  to  the  cervical  tissue  to  be  removed. 
The  treatment  should  be  given  one  week  before  the 
biopsy,  for  a  total  of  200  mg.-h.  This  will  suffici- 
ently devitalize  the  tissue  immediately  adjacent  to 
the  radium  and  it  will  not  sterilize  the  patient. 

The  examiner  should  remove  tissue  for  micro- 
scopic study  in  every  suspicious  case,  always  re- 
membering that  numerous  cases  of  cancer  of  the 
cervix  have  been  reported  in  women  under  thirty 
years  of  age  and  that  fibroids  frequently  compli- 
cate cancer  of  the  uterus. 

If  we  are  to  have  even  a  reasonable  chance  of 
curing  a  patient  in  whom  metastasis  has  already 


occurred,  we  must  see  that  a  lethal  dose  of  irradi- 
ation reaches  every  cancer  cell  in  the  patient's 
body.  This  is  absolutely  impossible  when  these 
patients  are  treated  with  radium  alone  and  there- 
fore external  (roentgen)  irradiation  is  essential  if 
we  hope  to  accomplish  more  than  a  temporary  re- 
lief of  symptoms. 

No  one  can  prove  that  metastasis  has  not  occurred 
in  any  given  case,  and  adequate  external  irradiation 
will  at  least  prevent  further  metastasis.  It  also  serves 
to  stop  hemorrhage  and  to  clear  up  infections  in 
the  genital  tract  so  that  the  radium  may  then  be 
given  with  greater  safety  and  over  a  longer  period 
of  time.  It  is,  therefore,  obvious  that  Coutard  i- 
right  in  stressing  the  importance  of  giving  external 
irradiation  as  the  first  act. 

The  treatment  of  cancer  of  the  cervix  is  generally 
conceded  to  be  a  radiological  problem;  but,  unfor- 
tunately, more  cases  are  being  treated  in  America 
by  surgeons  than  by  qualified  radiologists.  There- 
fore, it  is  necessary  to  make  it  more  widely  known 
that  effective  irradiation  cannot  be  expected  more 
than  a  few  cm.  away  from  the  radium  application 
and  that  cancer  so  inadequately  irradiated  rapidly 
becomes  radioresistant  and  thus  incurable  by  any 
type  of  treatment  thereafter. 

Coutard2  and  his  co-workers  have  gotten  excel- 
lent results  by  properly  combining  roentgen  and 
radium  irradiation.  They  report  five-year  cures  of 
75  per  cent,  in  the  early  cases,  degree  I;  56  per 
cent,  in  the  moderately  advanced  cases,  degree  II; 
and  36  per  cent,  in  the  far  advanced  cases,  degree 
III.  For  many  years  we  have  used  their  tech- 
nique3 in  the  treatment  of  such  cases  with  the  fol- 
lowing modifications:  all  cases,  including  degree  I, 
receive  roentgen  irradiation,  and  the  entire  abdo- 
men, including  the  liver,  is  cautiously  irradiated  in 
advanced  cases. 

Most  certified  radiologists  are  using  this  method 
of  external  irradiation  followed  by  prolonged  intra- 
ca vital  radium  therapy;  but  the  facts  that  some 
aspects  of  the  treatment  are  surgical  in  nature,  that 
hundreds  of  unattached  surgeons  own  radium,  and 
that  the  giving  of  roentgen  therapy  prior  to  the 
intracavital  radium  therapy  adds  something  to  the 
expense  of  the  treatment,  all  greatly  complicate 
the  problem. 

WTe  hope  that  we  may  eventually  have  more 
heavily  endowed  cancer  hospitals  to  treat  the  indi- 
gent who  have  cancer  of  any  part.  Another  of  our 
very  earnest  hopes  is  for  more  adequate  courses 
of  training  for  medical  students.  The  certifica- 
tion of  specialists  in  oncology  will  prove  help- 
ful and  it  is  necessary  to  convince  our  family  phy- 
sicians of  the  necessity  of  referring  cancer  patients 
to  those  only  who  are  thoroughly  equipped  to  treat 
the  disease. 

This  it  becomes  obvious  that  we  must  conduct 
a   modest  but   vigorous   educational  campaign   for 
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physicians  as  well  as  for  the  laity,  for  those  who 
most  need  the  knowledge  make  the  least  effort  to 
gain  it,  and  it  is  difficult  to  get  either  physicians  or 
their  patients  regularly  to  visit  clinics  far  from 
their  homes.  We  therefore  agree  with  Skinner4,  who 
believes  in  rotating  cancer  clinics  to  reach  people 
in  sparsely  populated  areas  far  removed  from  the 
large  medical  centers. 

The  full  cooperation  of  the  local  medical  society 
in  each  location  where  a  clinic  is  held  is  essential 
and  the  clinics  should  be  conducted  only  by  special- 
ists in  oncology  who  are  willing  to  contribute  part 
of  their  time  to  this  service. 
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Discussion 

Dr.  J.  Bollinc  Jones,  Petersburg,  Va.: 

Mr.  Chairman,  Members  of  the  Tri-State:  Both  of  these 
papers  are  to  me  of  extreme  interest  and  importance.  We 
are  asked  to  discuss  them  jointly.  Anatomically  only  are 
they  immediately  associated;  both  dealing  with  pathology 
of  the  uterus  itself.  Otherwise,  they  are  far  apart — the  one 
dealing  with  definite  benign  pathology,  the  other  with  defi- 
nite malignancy.  Having  been  asked  beforehand  to  discuss 
Dr.  Peple's  paper,  I  studied  my  records  at  the  Petersburg 
Hospital  only  with  this  end  in  view,  consequently  I  will 
confine  my  remarks  in  the  main  to  the  discussion  of  his 
paper. 

I  consider  Dr.  Peple's  paper  particularly  timely  because 
to  my  mind  it  is  the  impression  among  the  profession  in 
general  that  radium  is  used  mainly,  in  fact  almost  solely, 
in  malignancy,  and  only  infrequently  in  non-malignant  con- 
ditions of  the  uterus.  My  experience  in  treating  non-malig- 
nancy of  the  uterus  has  been  in  the  handling  of  110  such 
cases  since  1925.  During  the  same  interval  I  have  treated 
only  68  cases  of  malignancy  with  radium.  In  other  words, 
the  indications  for  the  use  of  radium  in  the  last  eleven  years 
in  dealing  with  uterine  pathology  have  been  practically  dou- 
bly frequent  for  non-malignancy  as  against  malignancy,  in 
my  own  cases. 

The  chief  symptom  or  chief  complaint  of  these  cases  has 
been  prolonged,  usually  profuse  and  uncontrollable  hemor- 
rhage. In  practically  every  case  the  various  styptic  drugs 
and  endocrine  therapy  had  been  tried.  Curettement  had 
been  resorted  to  frequently,  but  to  no  effect. 

For  safety,  in  my  judgment  in  the  use  of  radium,  nothing 
requires  more  accurate  knowledge  of  the  anatomy  and 
physiology  of  all  the  pelvic  organs.  Assurance  that  the 
pathology  present  is  entirely  confined  to  the  uterus  is  essen- 
tial. The  organ  should  be  movable  with  no  tendency  to 
fixation. 

Dosage  has  been  admirably  studied  and  indicated  by  Dr. 
Peple,  being  particularly  guided  by  whether  in  curing  the 
existing  pathology  the  ovarian  secretion  is  to  be  put  in 
temporary  abeyance  or  destroyed.  It  has  been  my  experi- 
ence that  300  mgm.-hrs.  will  stop  ovarian  activity  for  eight 
to  10  months;  800  mgm.-hrs.,  12  to  18  months,  and  1200 
mgm.-hrs.  will  cause  permanent  cessation  of  all  ovarian 
function. 


In  several  of  my  cases  of  terrific  hemorrhage  in  the  pres- 
ence of  uterine  fibroids  we  use  radium  primarily  to  control 
hemorrhage  to  get  these  patients  in  proper  condition  for  a 
safe  hysterectomy.  To  my  mind  the  uniform  fibroid  uterus 
up  to  the  size  of  a  3-months  pregnancy  is  ideal  for  treat- 
ment by  radium.  In  cases  of  small  multiple  fibroids  I  use 
radium  only  to  control  bleeding  temporarily,  and  as  soon 
as  the  patient  is  in  proper  condition  a  hysterectomy  is  done. 

My  patients,  like  Dr.  Peple's,  were  in  the  early  forties, 
showing  that  a  majority  of  cases  of  non-malignant  diseases 
of  the  uterus  occur,  just  as  in  malignancy,  near  the  meno- 
pause. As  stated,  two  of  my  cases  were  in  spinsters,  one 
aged  20,  and  the  other  28.  In  the  one  aged  20  even,-  means 
at  our  command  was  used  to  stop  the  irregular  profuse 
menstrual  discharge.  Finally  radium  to  the  extent  of  300 
mgm.-hrs.  was  used  in  desperation.  This  stopped  the  bleed- 
ing for  eight  months,  after  which  menstruation  returned 
perfectly  normally.  Twelve  years  later  this  patient  mar- 
ried, became  pregnant  and  was  delivered  of  a  normal  child. 
The  other  spinster  had  S00  mgm.-hrs.,  which  stopped  her 
periods  absolutely  for  18  months.  Menstruation  then  re- 
turned, but  with  the  same  misbehavior.  She  was  treated 
medically,  but  with  no  results  and  was  getting  in  desperate 
condition  from  loss  of  blood.  It  became  necessary  in  order 
to  save  her  life  to  decide  between  the  use  of  radium  for 
complete  sterilization  and  hysterectomy.  The  patient  was 
a  trained  nurse.  The  facts  were  laid  before  her,  and  she 
decided  herself  to  be  deliberately  sterilized  by  the  prolonged 
use  of  radium  rather  than  to  submit  to  hysterectomy. 
Consequently  after  1200  mgm.-hrs.  her  menstruation  en- 
tirely ceased.  Fortunately  for  her,  her  menopausal  symp- 
toms were  very  slight  and  she  has  been  entirely  well  since. 
In  only  four  of  the  endometritis  group  was  the  second  dose 
oi  radium  necessary. 

There  was  no  mortality  in  the  110  cases.  Their  stay  in 
the  hospital  averaged  from  four  to  seven  days  depending, 
not  on  the  use  of  the  radium,  but  on  the  condition  of  the 
patient  on  entrance. 

In  the  series  of  endometritis  cases  one  accident  occurred ; 
an  atresia  of  the  cervix  followed,  resulting  in  hematometra 
requiring  complete  hysterectomy.  Her  recovery  fortunately 
was  uneventful.    She  was  soon  in  perfect  health. 

In  dealing  with  non-malignant  uterine  conditions  I  con- 
sider radium  the  greatest  boon  to  women.     The  treatment 
of  these  selected  conditions  as  outlined  by  Dr.  Peple  gives 
one  the  greatest  satisfaction. 
Dr.  Fred  M.  Hodc.es,  Richmond: 

Dr.  Clarkson  has  been  rather  dogmatic  in  his  discussion 
of  this  subject  but  I  feel  that  he  is  fully  justified  in  this 
attitude. 

The  chief  question  for  discussion  in  this  paper  amounts 
to  this  in  plain  words. 

1st.  Should  cancer  of  the  cervix  be  treated  by  radium 
alone,  x-ray  alone,  or  by  radium  plus  x-ray? 

2nd.  Should  the  surgeon  alone,  the  radiologist  alone,  or 
the  two  in  close  and  sincere  co-operation  treat  this  dis- 
ease? 

I  can  see  no  possible  reason  why  the  surgeon  or  radiolo- 
gist should  feel  that  he  alone  can  possibly  treat  adequately 
carcinoma  of  the  cervix.  It  is  true  that  either  can  cure  a 
small  percentage  of  cases.  If  the  two  were  riding  in  an 
automobile  which  had  become  stuck  in  the  mud,  both 
would  get  out  and  get  the  car  going.  They  must  do  the 
same  if  the  best  results  are  to  be  obtained  in  carcinoma  of 
the  cervix. 

It  is  generally  known  that  only  a  very  small  percentage 
of  cases  of  carcinoma  of  the  cervix  are  more  or  less  local- 
ized at  the  time  of  diagnosis.  It  is  also  known  that  it  re- 
quires from  seven  to  fifteen  or  more  erythema  doses  of 
x-ray  or  radium  to  kill  cancer.     Now  since  radium  loses  its 
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effectiveness  as  to  the  square  of  the  distance  it  can  be  read- 
ily seen  that  radium  alone  can  not  possibly  cure  more  than 
a  relatively  small  percentage — ten  to  twenty-five  per  cent, 
possibly.  In  clinics  where  the  two  are  used  intelligently 
and  as  aids  to  each  other  the  percentage  of  five-year  cures 
is  much  higher. 

Beyond  3  or  4  cm.  away  radium  very  rapidly  loses  its 
effect.  It  is  just  in  this  area  that  properly  applied  high 
voltage  heavily  filtered  roentgenrays  are  most  effective. 
Therefore  there  can  be  no  logical  reason  why  both  should 
not  be  used  in  every  single  case. 

To  me  to  give  a  patient  with  cancer  of  the  cervix  only 
one  of  these  methods  of  treatment  would  be  exactly  the 
same  as  giving  a  patient  in  very  severe  pain  one-tenth  of  a 
grain  of  morphine  when  one-half  a  grain  or  more  was 
available. 
Dr.  J.  Shelton  Horsley,  Richmond: 

The  paper  of  Dr.  Clarkson  was  excellent  and  has  brought 
to  mind  very  forcibly  many  important  factors  that  will 
make  for  decreased  death  rate  from  cancer. 

In  cancer  of  the  fundus  of  the  uterus  I  believe  vaginal 
hysterectomy  is  quite  satisfactory.  This  may  or  may  not 
be  preceded  by  x-ray  treatment. 

Cancer  of  the  cervix  uteri,  however,  is  another  story. 
It  is  my  practice  to  use  either  radium  alone  or,  if  the 
growth  is  a  fungus-like  growth,  to  amputate  the  cervix 
with  the  cautery  and  then  use  radium.  In  view  of  what 
Dr.  Clarkson  says,  however,  I  think  cancer  of  the  cervix 
should  be  treated  by  a  competent  roentgenologist  before 
radium  is  used,  and  in  the  future  I  shall  adopt  this  measure. 


The  Nature  of  the  Cancer  Process 
(Max  Cutler,  Peiping,  in  Chinese   Med.  J  I.,  May) 

Certain  factors  are  known  to  influence  the  cancer  process. 
Among  these  hereditary  susceptibility  is  one  of  the  most 
important,  particularly  in  certain  forms  of  the  disease. 
Trauma  in  some  instances  appears  to  play  a  part. 

The  pcwer  of  the  cell  stimulant  to  initiate  the  cancer 
process  appears  to  be  related  to  certain  molecular  arrange- 
ments and  chemical  structure. 

Evidence  of  a  defensive  mechanism  in  cancer  exists, 
probably  more  effective  than  has  been  believed;  but  the 
nature  of  this  mechanism  and  the  method  by  which  it 
operated  remain  obscure. 

It  may  be  concluded  that  as  a  rule  cancer  is  not  a 
sudden  event,  as  an  accident  in  a  previously  normal  tissue, 
but  the  end  result  of  a  series  of  changes  initiated  many 
years  before.  The  discovery  of  this  principle  and  the  iden- 
tification of  some  of  the  cell  stimuli  are  encouraging  events 
in  our  efforts  to  solve  the  elusive  mvsterv  of  cancer. 


Asthenia  and  Some  of  Its  Less  Obvious  Causes 
(K.  Winslow,  Seattle,  in  Northwest  Med.,  June) 

There  are  many  cases  of  cancer  of  the  stomach,  large 
bowel,  pancreas,  liver,  bladder  and  ovary  in  which  asthenia 
was  the  only  complaint  for  months. 

Asthenia  in  women  during  the  menopause,  or  later, 
should  always  suggest   hypothyroidism. 

We  have  seen  some  cases  of  leukopenia  in  middle-aged 
women,  associated  with  marked  weakness  as  the  chief 
complaint,  that  have  later  terminated  in  fatal  agranulocys- 
tosis;  so  we  believe  a  routine  white  cell  count  is  advisable 
in  all  women  of  this  age  with  asthenia,  especially  in  patients 
on  whom  surgery  is  contemplated.  Tuberculosis  is  often 
accompanied  by  leukopenia. 

Patients  robust  and  energetic  have  broken  down  in  middle 
age  or  later,  and  had  the  diagnosis  of  senility  or  chronic 
nervous  exhaustion.  The  patients  themselves  become  deeply 
depressed,    feel    that    their   working    days   are   over.    After 


removal  of  infected  teeth  many  patients  have  experienced  a 
new  lease  of  life. 

A  common  disorder,  often  overlooked — weakness  and 
hunger  are  frequently  the  chief  complaints.  Hypoglycemia 
due  to  increased  secretion  of  insulin  or  hyposecretion  of 
the  thyroid,  pituitary  and  adrenals.  Rarely  hypoglycemia 
is  secondary  to  disease  of  the  liver. 

The  important  diagnostic  feature  of  hypoglycemia  is  that 
the  symptoms  occur  in  spells  and  are  not  continuous. 
Symptoms  come  on  more  often  after  fasting,  as  in  the 
night,  on  awakening  in  the  morning,  and  late  in  the  fore- 
noon and  afternoon,  and  after  nervous  excitement  or  un- 
usual exercise. 

There  may  be  irritability,  anxiety  or  temper  on  slight 
provocation,  with  trembling  of  the  hands,  sweating,  pallor 
or  flushing,  and  faintness  with  hunger  as  in  insulin  shock. 

Diagnostic  is  the  rapid  disappearance  of  symptoms  after 
food,  particularly  sweets,  clear  coffee  with  sugar  (gives  the 
most  marked  relief),  while  the  immediate  improvement  in 
symptoms  by  the  ingestion  of  sweets  is  marked,  yet  their 
effects  wear  off  in  time  and  in  the  long  run  they  worsen 
the  condition.  With  a  high-fat  diet  (150  gm.  of  fat),  chiefly 
cream  and  butter,  we  have  observed  the  most  amazing 
and  lasting  improvement  in  these  cases,  probably  because 
it   does   not   excite   insulin   secretion   as   do    carbohydrates. 

Examination  of  blood  should  be  made  after  fasting  or 
during  a  spell.  A  glucose  tolerance  test,  not  failing  to 
examine  samples  of  blood  obtained  in  the  5th  and  6th  hour 
after  ingestion  of  glucose,  when  the  sugar  content  is  lowest. 
In  doubtful  cases  repeat  examinations. 

In  the  southern  parts  of  this  country,  hookworm  disease 
is  the  most  common  cause  of  asthenia  in  children  and  young 
adults. 

Chronic  hypotension  may  be  secondary  to  debility,  mal- 
nutrition, anemia,  chronic  focal  infections,  pulmonarv 
tuberculosis,  weakness  of  the  heart  muscle  and  endocrine 
disorders,  particularly  to  adrenal  insufficiency,  in  less  degree 
by  hypothyroidism  and  hypoglycemia,  occasionally  the 
chief  symptoms  in  early  cases  of  Graves'  disease. 

Sometimes  characteristic  of  certain  individuals  or  families 
and  is  then  not  disabling. 

Marked  fall  of  b.  p.  may  occur  on  suddenly  sitting  up, 
maybe  dizziness  or  fainting. 

Myasthenia  gravis  diagnosis  may  be  impossible.  Signs  are 
often  transitory,  as  ptosis  of  one  or  both  lids,  sometimes 
accompanied  by  diplopia ;  may  be  weakness  of  the  muscles 
of  the  face,  difficulty  in  swallowing.  The  symptoms  vary 
greatly  in  intensity  and  fluctuate  remarkably.  The  period 
of  remissions  is  also  extremely  variable.  Some  cases  are 
very  acute  and  terminate  rapidly.  The  majority  of  patients 
live  for  years  with  periods  of  attacks  and  remissions,  and 
many  recover. 

The  rapid  exhaustion  of  the  muscles  to  faradism  is  the 
diagnostic  myasthenic  reaction  of  Jolly. 

Recently  glycine  and  ephedrine  have  proved  the  most 
successful  remedies. 

Neurasthenia  is  what  is  left  over  after  you  have  failed 
to  diagnose  anything  else.  Such  cases  have  recently  been 
given  benzedrine  sulphate  with  great  apparent   benefit. 


The  Death  Rates  from  both  accidents  and  homicides  in 
the  United  States  (Bui.  Met.  L.  Ins.  Co.)  are  the  highest 
in  the  civilized  world.  The  accident  mortality  in  this  country 
is  almost  twice  that  for  England  and  Wales  or  Germany ; 
more  than  double  that  for  Italy,  Sweden,  or  Belgium.  Our 
homicide  rate  is  18  times  that  of  England  and  Wales  and 
29  times  that  of  the  Netherlands.  With  regard  to  self- 
destruction,  the  United  States  occupies  a  middle  position 
among  the  nations  of  the  world. 
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Fractures  of  the  Tuberosities  of  the  Humerus* 

Thomas  Madden  Foley,  M.D.,  F.A.C.S.,  Washington,  District  of  Columbia 


THE  frequency  of  occurrence  of  fracture  of 
the  tuberosity  of  the  humerus  with  its  sub- 
sequent disability  and  economic  loss  has 
led  to  an  investigation1  of  the  causes  of  the  dis- 
ability and  a  comparison  of  the  methods  of  treat- 
ment in  the  unsuccessful  cases  with  other  forms  of 
treatment  which  have  been  followed  by  good  results. 

This  type  of  fracture  frequently  accompanies  dis- 
location of  the  shoulder  and  is  often  overlooked 
following  an  apparent  good  reduction.  Later  there 
is  swelling  and  stiffness  and  inability  to  abduct  the 
arm.  It  is  also  caused  by  direct  blows  on  the  shoul- 
der. Careless  x-ray  readings  or  failure  to  secure 
the  proper  position  of  the  shoulder  on  the  plate 
will  account  for  lack  of  diagnosis  in  some  cases, 
but  it  is  evident  to  those  particularly  interested  that 
most  cases  are  regarded  too  lightly. 

Phemister  in  a  classical  article2  on  the  subject 
of  fracture  of  the  head  of  the  humerus  states  that 
fracture  of  the  tuberosity  is  often  overlooked.  Of 
thirty-nine  cases  of  fracture  of  the  tuberosity  col- 
lected by  Keen,3  twenty-one  were  isolated  fractures 
of  the  tuberosity  and  eighteen  were  associated  with 
dislocation  of  the  head.  Roberts4  in  a  series  of 
ninety-six  cases  treated  at  the  Mass.  Gen.  Hosp., 
found  twelve  fractures  of  the  tuberosity  eight  of 
which  were  isolated  fractures  and  four  accompanied 
by  dislocation.  Graessner5  found  the  greater  tuber- 
osity broken  in  twenty-four  out  of  forty-eight  cases 
and  Goebel"  in  twenty  out  of  forty-three  disloca- 
tions. Many  fractures  classed  formerly  as  fractures 
of  the  anatomical  neck  are  now  thought  to  be  frac- 
tures of  the  greater  tuberosity.  In  the  writer's 
series  of  twenty-three  cases  sixteen  were  uncompli- 
cated by  dislocation  and  seven  by  dislocation.  Cod- 
man7  calls  attention  to  the  fact  that  the  acromion 
process  is  seldom  broken.  If  the  blow  is  severe 
enough  in  this  region  the  acromio-clavicular  liga- 
ment will  be  ruptured  instead.  Perth8  says  that  in 
most  cases  of  habitual  dislocation  of  the  shoulder 
there  has  been  previously  a  fracture  of  the  greater 
tuberosity  of  the  humerus. 

There  are  three  types  recognized:  1)  When  the 
fragment  is  wedged  into  the  glenoid,  2)  when  the 
fragment  is  under  the  acromion,  and  3)  when  the 
fragment  is  depressed.  X-ray  examination  will 
usually  reveal  the  position  of  the  fragment  but  a 
knowledge  of  the  muscle-pulls  and  the  formation  of 
the  tendinous  cuff  which  surrounds  the  capsule  and 
which  is  actually  a  part  of  the  joint  structure  will 


aid  in  determining  the  type.  The  supraspinatus 
and  infraspinatus  and  teres  minor  tendons  pull  the 
torn  fragment  upward  and  backward  under  the 
acromion,  while  the  subscapularis  pulls  the  frag- 
ment forward  and  sometimes  into  the  glenoid.  The 
depressed  type  has  not  been  usually  recognized.  It 
occurs  when  the  tuberosity  is  crushed  inward  and 
is  followed  later  by  absorption  of  the  bone  around 
the  periphery  with  mushroom  formation. 
Diagnosis 

There  is  tenderness  on  pressure  over  the  tuber- 
osity. The  fragment  may  be  only  a  thin  sliver  of 
bone  or  it  may  be  the  whole  tuberosity.  Absence 
of  the  dimple  noted  in  rupture  of  the  supraspinatus 
tendon,  broadening  of  the  head  of  the  humerus  due 
to  backward  displacement  of  the  fragment,  ecchy- 
mosis  in  the  region  of  the  bicipital  groove  and  down 
the  course  of  the  biceps  muscle,  inward  rotation  of 
the  arm  due  to  unopposed  action  of  the  subscapu- 
laris muscle  and  finally  x-ray  examination  with  the 
arm  in  internal  rotation  and  extension.  Codmann 
says  that  most  fractures  of  the  tuberosities  occur 
beneath  the  base  of  the  bursa.  He  recommends  as 
a  test  the  stooping  exercise  with  the  arm  extended. 
If  the  bursa  is  not  involved  the  head  of  the  bone 
will  slide  under  the  acromion. 
Treatment 

This  will  depend  upon  the  displacement  of  the 
fragment  and  the  ease  with  which  abduction  is  ob- 
tained. If  the  fragment  is  not  much  displaced  and 
abduction  is  easy,  the  upper  arm  may  be  put  in  a 
position  of  slight  abduction.  If  the  fracture  is  de- 
pressed, the  writer  has  found  it  best  to  place  the 
arm  in  internal  rotation  with  the  hand  behind  the 
back.  This  position  favors  pressure  on  the  tuber- 
osity and  prevents  the  formation  of  exuberant  cal- 
lus. The  experience  of  the  writer  has  shown  that 
fixation  in  a  sling  is  positively  harmful.  Scudder 
states10:  "If  after  reduction  of  a  dislocation  of  the 
shoulder,  disability  continues  longer  than  usual, 
suspicion  should  be  aroused  that  there  may  have 
been  a  fracture  of  the  tuberosity  associated  with  the 
dislocation."  In  the  writer's  experience  many  of 
the  most  disabling  results  of  fracture  of  the  tuber- 
osity do  not  take  place  until  some  time  after  the 
accident,  therefore  the  following  policy  in  regard 
to  treatment  has  been  adopted:  Hospitalize  the 
patient  at  once  if  practicable  and  place  the  arm  in 
abduction  at  a  right  angle.  At  the  end  of  four 
days,  if  the  shoulder  motion  is  not  free  and  pain 
relieved,  an  exploratory  operation  is  advised.  There 
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are  three  classical  incisions.  1)  The  anterior  over 
the  coracoid;  2)  lateral,  down  from  the  acromion, 
and  3)  the  posterior  incision  of  Kocher.  The  latter 
incision  is  employed  by  the  writer  and  the  joint 
approached  from  the  back.  This  approach  gives 
an  excellent  view  of  the  joint  and  particularly  the 
region  of  the  tuberosities.  There  is  no  trauma  to 
the  joint  coverings  and  consequently  no  adhesions 
follow  the  joint  closure.  If  the  fragment  is  found 
loose  it  should  be  nailed  in  place  after  a  curetting 
of  the  bed  in  order  that  the  fragment  will  not  be 
elevated  by  the  callus  in  healing.  Codman11  rec- 
ommends that  no  attempt  be  made  to  repair  the 
bursa  if  found  torn.  It  is  best  to  allow  the  sac  to 
drain  into  the  periarticular  tissues.  In  the  event 
of  depressed  or  crushed  fractures  the  biceps  tendon 
will  sometimes  be  found  crushed  and  careful  repair 
should  be  made  before  treating  the  fracture.  It  is 
important,  in  depressed  fractures,  to  bevel  the 
periphery  of  the  fracture  bed  to  prevent  exuberant 
callus  formation. 

Of  twenty-three  cases  of  fracture  of  the  tuberos- 
ity treated  by  the  writer  twelve  were  hospitalized 
within  twenty-four  hours  after  being  referred.  The 
average  stay  in  hospital  was  fourteen  days.  Three 
of  these  cases  were  operated  upon  within  five  days 
and  all  of  them,  with  the  exception  of  one  case 
complicated  by  comminution  of  the  head,  recov- 
ered the  full  use  of  the  arm.  Of  the  eleven  cases 
remaining  five  were  hospitalized  and  operated  upon, 
but  the  interval  after  accident  averaged  twenty  days. 
Therefore  the  results  were  not  so  uniformly  good. 
Four  of  the  five  recovered  a  usable  arm,  i.e.,  could 
place  the  arm  to  the  back  of  the  head  and  behind 
the  waist,  but  could  not  abduct  beyond  a  right  an- 
gle. One  case,  after  six  months  of  treatment,  was 
limited  in  forward  and  backward  extension  and  to 
about  sixty  degrees  of  abduction.  This  case  was 
not  hospitalized  until  twelve  weeks  after  accident 
and  the  arm  had  been  allowed  to  be  carried  in  a 
sling  until  he  was  referred  for  consultation. 
'Conclusion 

The  writer  believes  that  many  of  the  stiff  shoul- 
ders following  accident  to  the  tuberosity  can  be 
prevented  if  early  diagnosed  and  early  treatment 
is  employed.  When  these  cases  are  first  seen  and 
in  the  cases  following  dislocation  an  x-ray  exam- 
ination should  always  be  made  and  after  that  if 
there  are  any  misgivings  as  to  just  what  should  be 
done  skilled  consultation  should  be  sought. 
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Discussion 

Dr.  Alonzo  Myers,  Charlotte,  N.  C: 

(Note. — Dr.  Myers  was  summoned  to  appear  as  a  witness 
in  court  so  was  not  able  to  attend  the  meeting,  but  he  has 
supplied  the  secretary  with  a  copy  of  his  discussion.) 

I  appreciate  Dr.  Foley's  kindness  in  sending  me  a  copy 
of  his  manuscript  in  advance,  and  the  invitation  to  open 
the  discusion  of  a  paper  that  deals  with  such  an  important 
subject,  and  by  a  surgeon  who  has  made  of  it  a  rather 
special  study. 

This,  as  Dr.  Foley  says,  is  not  a  common  condition,  but, 
as  he  comments,  careful  examination  finds  a  good  many 
that  have  been  or  would  otherwise  be  overlooked,  I  am 
glad  to  see  that  he  emphasizes  the  necessity  for  unusual 
care  in  placing  the  patient  in  position  preparatory  to  taking 
the  x-ray  pictures,  for  without  unusual  attention  at  this 
point  in  many  instances  of  such  fractures  no  evidence  will 
show  on  the  film. 

Offhand  I  would  say  that  I  have  seen  twenty  to  twenty- 
five  patients  with  fractures  of  the  tuberosities  of  the  hu- 
merus, and  in  their  management  I  have  followed  in  general, 
the  plan  of  treatment  that  Dr.  Foley  practices.  I  have  not 
had  a  case  in  which  the  biceps  tendon  was  seriously  crush- 
ed. Probably  I  treat  more  of  my  patients  in  the  office,  as 
in  our  section  we  learned  during  the  depression  that  we 
could  do  a  lot  of  things  in  the  office  that  we  had  been 
accustomed  to  think  required  admission  to  a  hospital,  and 
that  the  patients  got  on  just  as  well.  Most  likely  I  would 
not  have  had  occasion  to  make  this  change  if  I  had  lived 
in  Washington. 

In  a  large  majority  of  these  cases  recovery  with  full 
function  of  the  part  has  been  the  outcomf,  and  in  even  the 
worse  and  longest  neglected  cases  the  results  have  been 
gratifying  for  the  member  has  been  restored  to  great  use- 
fulness. 

Of  course  the  neglected  cases  required  care  over  a  much 
longer  time  than  the  eight  to  ten  weeks  of  treatment  that 
sufficed  for  the  cases  coming  in  promptly  and  submitting 
to  regular  and  systematic  care. 

The  presentation  of  a  paper  on  this  subject  is  very  much 
in  order  and  Dr.  Foley  has  done  it  in  a  handsome  way. 


Some  Recent  Work  in  Anatomy  Bearing  on 

Surgical  Practice 

(W.   P.   Gowland,   Univ.   of  Otago,   New   Zealand,   in   Aust. 
&   N.  Z.   Jl.   of   Surgery,   April) 

Pain  in  Visceral  Disease. — Abdomen.  Perhaps  one  of  the 
most  striking  developments  is  the  idea  that  nerve  impulses 
give  rise  to  chemical  substances  at  the  synapse  between  2 
neurones  at  the  termination  of  neurones  in  effector  agents, 
such  as  muscle.  It  is  now  believed  that  nerve  impulses  do 
not  actually  traverse  synapses,  but  that  the  chemical  sub- 
stance produced  by  the  first  neurone  acts  as  a  stimulus  for 
the  setting  up  of  a  new  impulse  in  the  second  neurone. 
Nerve  impulses  are  something  like  drops  of  rain,  which  do 
not  differ  much  from  one  another,  but  which  produce 
different  effects  according  to  at  least  two  factors — a)  the 
speed  with  which  they  follow  one  another,  that  is,  the 
frequency  of  the  impulses;  b)  the  duration  of  the  shower. 


Carbon  Tetrachloride  is  best   for  getting  dirty   grease 
out  of  a  wound. 
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Some  Medical  Aspects  of  Life  Insurance* 

H.  F.  Starr,  M.D.,  Greensboro,  North  Carolina 
Vice-President  and  Medical  Director,  Pilot  Life  Insurance  Company 


HALF  of  the  people  in  the  United  States 
own  life  insurance.  We  have  70  per  cent, 
of  all  of  the  life  insurance  in  the  world, 
although  only  7  per  cent,  of  the  population.  From 
the  very  nature  of  life  insurance  most  of  us  in  the 
medical  profession  at  some  time  and  in  some  way 
become  connected  with  its  operation.  It  is  esti- 
mated that  the  medical  profession  in  the  United 
States  each  year  receives  from  18  to  20  million 
dollars  in  examination  fees. 

Insurance  medicine  has  developed  a  line  of 
thought,  methods  and  an  extensive  literature  of  its 
own,  differing  in  many  respects  from  clinical  med- 
icine. 

Development  of  Methods  of  Appraisal  of  Life  Insur- 
ance Risks 

Strangely  enough  life  insurance,  the  most  scien- 
tific and  beneficent  of  all  businesses,  had  its  origin 
at  the  gambling  table.  In  its  earliest  beginnings  it 
was  a  wager  pure  and  simple. 

When  efforts  were  made  to  establish  it  on  a 
sound  basis  it  became  apparent  that  selection  of 
the  risks  to  be  insured  was  essential.  At  first  lay- 
men performed  this  function. 

Gradually  medical  opinion  came  to  play  an  im- 
portant part  until  about  1850  when  the  physical 
examination  and  appraisal  of  risks  by  medical  men 
became  the  rule.  Having  no  other  guide  to  follow, 
the  appraisal  of  risks  had  to  be  based  upon  clinical 
observation  and  experience. 

Clinical  Selection. — Under  this  purely  clinical 
method  much  progress  was  made.  But  its  inade- 
quacy became  more  and  more  evident.  Personal 
bias,  first  on  the  part  of  the  examiner  and  then  the 
medical  director,  entered  to  a  great  extent  in  the 
selection  of  risks.  Uniformity  of  action  was  im- 
possible to  attain.  Results  were  fair  but  could 
not  be  predicted  with  the  degree  of  accuracy  desir- 
ed. The  defects  of  the  clinical  method  of  appraisal 
became  all  the  more  evident  when  attempt  was 
made  to  rate  impaired  risks.  This  method,  how- 
ever, was  the  best  available  and  contributed  much 
to  our  present  knowledge  of  prognosis.  In  apprais- 
ing risks  we  still  resort  to  it  when  lacking  a  more 
definite  guide. 

M  edico- Actuarial  Selection. — Efforts  to  correct 
the  faults  of  the  purely  clinical  method  have  resulted 
in  our  present  method  of  appraisal  of  risks — the 
medico-actuarial  method.  It  is  a  result  of  the  blend- 
ing of  medical  and  actuarial  sciences.  Instead  of  the 


individual,  the  group  becomes  the  unit.  The  indi- 
vidual is  dissolved  into  the  group.  Predictions  are 
made,  not  as  to  what  is  going  to  happen  to  the 
individual,  but  to  a  group  of  thousands  of  similar 
persons.  The  medico-actuarial  method  is  far  superior 
to  the  clinical  in  its  practical  application  and  in  its 
accuracy. 

In  practice,  the  applicant  is  studied,  analyzed  and 
placed  in  a  group.  Prediction  is  made  concerning  the 
number  of  persons  to  die  each  year  in  each  separate 
group.  In  appraising  impaired  risks  great  accuracy 
in  predicting  the  excess  mortality  to  be  experienced 
is  essential  as  the  rate  to  be  charged  depends  upon 
it. 

The  medical  director,  having  no  personal  touch 
with  the  applicant,  depends  upon  the  medical  exam- 
iner to  act  in  liaison  between  him  and  the  applicant. 
FJis  success  depends  upon  the  reliability  of  the 
examination.  He  can  ask  direct  questions  on  the 
examination  blank  and  select  his  examiners;  but  he 
has  no  control  over  how  the  questions  are  asked, 
how  the  examination  is  made,  and  how  the  facts  are 
recorded.  He  relies  upon  the  integrity  and  ability  of 
the  examiner  entirely.  He  must  visualize  the  motive 
behind  statements  submitted  and  be  able  to  read 
between  the  lines.  A  knowledge  of  human  nature  is 
quite  as   important  as   a   knowledge   of   medicine. 

The  Insurance  Applicant  Differs  jrom  the  Patient. 
— The  attitude  of  the  applicant  is  very  different 
from  that  of  the  patient.  The  applicant  is  seeking 
insurance;  the  patient  relief  from  his  complaint.  The 
applicant  is  prone  to  forget.  He  minimizes,  misleads, 
and  only  rarely  deliberately  lies.  It  is  a  passive 
resistance  to  revealing  the  true  picture  rather  than 
active  misrepresentation — a  sit-down  as  it  were.  On 
the  other  hand  the  patient  seeking  relief  willingly 
teveals  his  past  history  as  fully  and  accurately  as  he 
can.  The  successful  insurance  examiner  appreciates 
this  difference  in  attitude  and  strives  to  develop  the 
art  of  drawing  the  true  and  complete  picture  from 
the  applicant. 

Life  Insurance  Medicine  Deals  Largely  with  Nor- 
mal.— In  insurance  medicine  it  is  quite  as  important 
to  recognize  and  establish  a  standard  of  normal  as  it 
is  to  recognize  the  abnormal.  Insurance  medicine 
is  concerned  with  departures  from  normal  which 
are  minor  or  functional;  conditions  for  which 
clinicians  are  generally  not  consulted.  Here  clinical 
medicine  has  not  adequate  standards  from  which 
to   develop   a  prognosis.  The  standard   of  normal 
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blood  pressure  and  of  height  and  weight,  and  the 
effect  of  their  departure  from  normal  on  longevity 
are  derived  from  insurance  medicine.  Also  is  our 
knowlege  of  the  effect  upon  longevity  of  family 
history,  the  use  of  alcohol,  and  many  physical 
impairments  and  histories  of  past  conditions.  Insur- 
ance medicine  has  developed  and  used  for  many 
years  simple  quantitative  tests  for  sugar  and 
albumin  in  the  urine  which  should  be  of  value  to 
clinical  medicine.  The  blood  sugar  tolerance  test 
has  been  improved  upon  and  its  value  in  diagnosis 
and  prognosis  amply  demonstrated.  In  course  of 
time  insurance  medicine  will  perhaps  be  able  to 
offer  something  of  value  concerning  the  electro- 
cardiogram. 

Group  the  Unit. — In  insurance  medicine  as  we 
have  said,  the  group  is  the  unit,  not  the  individual 
as  in  clinical  medicine.  This  actuarial  idea  as  to  the 
group  is  difficult  for  the  medical  mind,  accustomed 
to  thinking  in  terms  of  individuals,  to  grasp.  Merg- 
ing the  individual  into  the  group  and  looking  upon 
the  group  as  the  unit  as  is  done  in  insurance  medi- 
cine seems  crude,  inaccurate  and  unjust.  The  clin- 
ician knows  the  uncertainty  of  the  individual:  he 
has  some  idea  as  to  the  operation  of  the  law  of 
averages;  but  he  has  little  occasion  to  observe  that 
large  and  homogeneous  groups  present  a  phenom- 
enon remarkable  for  its  constancy.  The  accuracy 
of  the  group  method  cannot  be  approached  by 
clinical  methods  alone.  For  instance,  suppose  one 
should  select  1000  individuals  at  age  24,  predicting 
that  eight  of  them  would  die  in  the  following  year, 
but  actually  at  the  end  of  the  year  nine  had  died. 
According  to  our  clinical  conceptions  of  prognosis, 
one  error  in  1000  cases  would  be  considered  good. 
But  for  insurance  purposes  we  would  have  a  mor- 
tality of  ll2y2.  If  this  amount  of  error  existed  in 
all  of  the  groups  selected  a  life  insurance  company 
would  be  forced  out  of  business  in  a  few  years. 

Many  fine  distinctions  are  necessary  here  which 
are  not  necessary  in  clinical  medicine.  For  example 
it  is  not  enough  to  know  that  an  applicant  has 
idiopathic  albuminuria.  It  is  necessary  to  know  the 
amount  of  albumin,  the  number  of  mgs.  per  c.c.  and 
whether  it  accidentally  occurred  in  one  specimen,  is 
intermittent,  or  constant.  This,  considered  with  the 
age  of  the  individual  and  any  associated  impair- 
ment, enables  us  to  estimate  the  probable  mortality 
of  such  a  group  of  persons.  Without  this  informa- 
tion it  cannot  be  done.  Likewise,  complete  facts  are 
necessary  to  proper  rating  of  other  major  impair- 
ments. 

There  are  other  sources  of  information  aside 
from  the  medical  examination  which  are  used  in  the 
appraisal  of  risks.  There  is  the  agent's  report,  the 
commercial  report,  often  the  statement  of  the 
applicant's  physician  and  perhaps  information  from 
the  medical  directors  of  other  companies  to  which 


the  applicant  has  applied  in  the  past.  Aside  from 
the  history  and  physical  condition  of  the  applicant, 
his  occupation,  place  of  residence,  financial  con- 
dition, the  amount  of  insurance  applied  for  and  the 
? mount  already  in  force,  his  temperament,  habits 
and  moral  reputation  all  are  considered  in  the 
appraisal  of  every  risk.  Far  more  applicants  are 
found  to  be  uninsurable  on  account  of  conditions 
not  revealed  in  the  medical  examination  as  are 
revealed  therein. 

Business  Considerations. — Life  insurance  exam- 
ining is  a  profession,  a  specialty  in  prognosis.  It  is 
a  business  also.  Medical  custom  and  ethics  have 
been  inclined  to  consider  business  as  somewhat 
beneath  the  profession.  But  now  we  look  upon  the 
best  business  principles  and  ethics  as  worthy  of  our 
respect  and  cooperation. 

There  are  distinct  advantages  to  the  physician 
who  examines  for  life  insurance.  There  is  a  certain 
amount  of  prestige  in  being  appointed  as  medical 
examiner  for  a  company  that  makes  complete  inves- 
tigations before  making  the  appointment.  Life 
insurance  examining  brings  the  physician  in  profes- 
sional contact  with  provident  persons  in  the  com- 
munity. It  gives  him  an  opportunity  to  examine, 
normal  persons  and  by  keeping  the  normal  standard 
clearly  in  mind  the  abnormal  is  more  readily 
appreciated.  It  is  also  an  aid  in  developing  prog- 
nostic ability.  The  payment  of  fees  is  prompt,  there 
are  no  bad  debts,  no  collection  expense. 

It  is  evident  that  certain  personal  requirements 
are  necessary  here.  Most  important  of  all,  the  life 
insurance  examiner  must  have  character.  He  must 
be  thoroughly  honest  and  incapable  of  being  swayed 
from  the  truth  by  applicant,  agent,  or  by  prospects 
of  personal  loss  or  gain.  Second  to  character  is 
professional  ability.  Availability  to  examine  appli- 
cants promptly  is  necessary  from  the  business 
standpoint.  Delay  too  often  results  in  loss  of  a 
client.  The  agent's  livelihood  and  the  company's 
progress  depend  upon  issuance  and  delivery  of 
policies. 

The  applicants  are  entitled  to  the  same  consider- 
ation as  patients.  It  is  true  that  the  examination  is 
not  an  emergency.  Neither  is  the  examination  of 
most  office  patients.  The  examiner  should  keep  in 
mind  that  he  is  representing  the  company  and  that 
the  applicant  is  its  valued  client. 

While  the  examiner  is  the  representative  of  the 
medical  department,  often  his  only  contact  is  with 
the  agent  of  the  company.  The  function  of  the 
examiner  is  to  furnish  the  medical  department  with 
the  information  necessary  to  an  appraisal  of  the 
risk.  The  agent's  function  is  to  sell,  and  his  com- 
mission depends  upon  the  issuance  of  the  policy. 
Thus  there  is  bound  to  arise  occasionally  a  conflict 
i if  interest  which  requires  all  the  tact  and  diplomacy 
at  the  examiner's  command.  The  ideal  relationship 
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between  the  examiner  and  the  agent  is  one  of  mutual 
respect  and  cordiality,  which  fortunately  generally 
exists. 

Rights   of  the   Examiner 

We  have  spoken  of  what  the  company  expects 
of  its  examiners.  Does  not  the  examiner  have  a 
right  to  expect  something  of  the  company?  He  most 
assuredly  does.  He  has  a  right  to  expect  the  com- 
pany and  its  agents  to  be  considerate  of  his  time 
and  his  patients.  If  the  applicant  cannot  or  will  not 
come  to  his  office  for  examination,  the  agent  should 
cooperate  in  arranging  a  time  and  place  for  the 
examination  which  will  be  as  convenient  to  both  as 
possible.  The  examiner  should  not  be  called  upon  to 
make  an  examination  where,  on  account  of  noise  or 
lack  of  privacy,  a  satisfactory  examination  is  im- 
possible. In  fact,  the  company  will  insist  that 
examinations  not  be  made  under  such  conditions. 
While  a  company  is  free  to  choose  its  examiner,  as 
a  patient  is  free  to  choose  his  physician,  the  exam- 
iner has  a  right  to  expect  that  he  will  not  be 
replaced  without  cause  and  that  he  will  not  be 
penalized  on  account  of  honest  and  efficient  work. 
His  reports  should  be  treated  as  confidential  as  far 
as  circumstances  allow  and  he  should  be  protected 
from  situations  which  place  him  in  controversy 
with  the  agent,  the  applicant  or  his  patients.  This  is 
particularly  important  to  the  attending  physician. 
When  asking  for  a  report  the  company  should 
expect  to  compensate  the  attending  physician  for 
the  trouble  and  expense  of  furnishing  a  reply. 
Conclusion 

Insurance  medicine  presents  special  features 
which  must  be  taken  into  account  by  those  of  us 
who  make  insurance  examinations.  It  has  its  draw- 
backs, but  insurance  examining  is  interesting  and 
instructive  and  can  be  engaged  in  profitably,  partic- 
ularly by  the  general  practitioner. 


Wills 

Sir  William  Blackstonc  said:  "It  would  be  useful  if  the 
medical  attendant  were  acquainted  with  at  least  the  forma! 
part  of  executing  wills;  in  the  moment  of  danger  and 
distress,  when  all  around  the  bed  of  death  are  confused 
with  fear,  or  overwhelmed  in  affliction,  the  physician,  prob- 
ably a  confidential  friend,  whose  duty  and  habit  ensures 
self-possession,  may  be  the  only  person  competent  to  advise. 
How  many  estates  have  been  lost  to  an  intended  heir  by 
an  attestation  informally  signed  because  the  witnesses  were 
not  in  the  presence  of  the  testator?" 

The  maker  of  a  will  must  be  of  full  age,  of  sound  mind 
and  memory,  and  not  under  any  restraint.  In  some  States 
full  age  is  21  years,  for  both  males  and  females;  in  other 
States  it  is   18  years  for  females  and  21  years  for  males. 

Publication  is  the  act  of  making  known  in  the  presence 
of  witnesses  that  the  instrument  to  be  executed  is  the  last 
will  and  testament  of  the  testator.  It  is  not  necessary  to 
constitute  publication  that  the  contents  of  the  will  be  made 
known  to  the  witnesses,  nor  is  it  material  whether  publica- 
tion precedes  or  follows  the  signing  of  the  will. 

The  will  must  be  attested  and  subscribed  in  the  presence 
of  the  testator.  If  he  be  faint  and  unable  to  know  what  is 


being  done,  or  if  he  be  asleep,  in  a  stupor  or  dying,  it  is 
impossible  for  the  act  to  be  done  in  his  presence. 

It  is  necessary  that  subscription  of  the  witnesses  be  made 
by  them  in  the  presence  of  each  other,  and  in  the  presence 
of  the  testator. 

The  existence  in  the  mind  of  a  testator  of  mere  delusions 
which  do  not  affect  either  the  natural  or  selected  objects  of 
his  bounty  is  not  inconsistent  with  testamentary   capacity. 

Great  age,  bodily  infirmity,  and  impaired  mind  do  not 
invalidate  a  will;  if  the  testator  still  retains  sufficient  mind 
to  enable  him  to  comprehend  the  property  he  has  and  the 
deserts  of  the  persons  to  whom  he  wishes  to  devise  or 
bequeath  it. 

In  some  States  the  law  requires  that  some  provision  be 
made  for  every  child  or  the  will  is  void. 

Most  statutes  allowing  nuncupative,  or  unwritten,  wills 
agree  that  in  order  to  make  a  valid  will  the  testator  must 
be  of  full  age,  of  sound  memory  and  mind,  and  not  under 
any  restraint;  it  must  be  made  in  the  last  sickness  and  can 
only  relate  to  personal  property;  the  testator  must  call 
upon  the  witnesses  to  the  requisite  number,  and  in  the 
presence  of  the  requisite  number,  to  bear  witness  that  the 
words  spoken  by  him  are  his  last  will. 

It  is  generally  provided  by  statute  that  a  nuncupative 
will  must  be  reduced  to  writing  and  subscribed  by  the 
requisite  number  of  competent  witnesses  within  the  time 
fixed  by  statute,  which  is  generally  a  very  short  .one.  In  view 
of  the  necessities  of  the  case  it  is  held  that  the  exact  words 
used  by  the  testator  need  not  be  reduced  to  writing. 

The  signature  may  consist  of  a  mark,  but  when  signed  by 
a  mark,  it  must  also  be  attested  and  subscribed  in  the 
presence  of  the  maker  by  two  or  more  competent  witnesses, 
who  either  saw  the  maker  sign  it  or  heard  him  acknowledge 
that  it  was  his  will. 

Form  of  Will. — I. ,  of  the  of , 

county  of ,  being  about years  of  age,  and 

being  of  sound  and  disposing  mind  and  memory,  do  make, 
publish,  and  declare  this  my  last  will  and  testament,  hereby 
making  null"  and  void  all  other  wills  and  testaments  by 
me  made  heretofore: 

First.  My  will  is  that  all  my  just  debts  and  funeral 
expenses  be  paid  out  of  my  estate  as  soon  after  my  decease 
as  shall  be  found  convenient. 

Second.  I  give,  devise,  and  bequeath  to  

Third.  I  give,  devise,  and  bequeath  to  

In  testimony  whereof  I  have  set  my  hand  to  this,  mv 
last  will  and  testament,  at  ,  this  day  of 


-,  in  the  year  of  our  Lord 


Signature  of  testator. 
The  foregoing  instrument  was  signed  by  the  said 


in  our  presence  and  by  him  published  and  declared  as  and 
for  his  last  will  and  testament,  and  at  his  request,  and  in  hit 
presence,  and  in  the  presence   of  each   other  we   hereunto 

subscribe  our  names  as  attesting  witnesses  at ' —     this 

day  of  ,  A.D.  . 

,  of  — 

,  of  

,  of  


A  suggested  additional  clause: 
Fourth.  My  will  is  that  


be  executor  of 


this  will  and  administrator  (or  trix)  of  my  estate. 


The  First  Class  to  be  Graduated  from  Harvard,  all 
ministers  of  the  Gospel,  is  said  to  have  averaged  three  wives 
and  twelve  children  each. 


The  Pilgrim  Father,  Edward  Winslow,  had  been  a 
widower  but  two  months,  when  he  married  a  widow  of 
three  months. 
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Radiation  Therapy  in  Non-Malignant  Gynecologic 
Conditions* 

Wm.  Durwood  Suggs,  M.D.,  F.A.C.S.,  Richmond,  Virginia 


THE  introduction  of  x-rays  and  radium  to 
our  armamentarium  marks  a  great  advance 
in  gynecologic  therapeutics.  Radiation 
therapy  has  largely  supplanted  other  forms  of  treat- 
ment in  a  number  of  functional  and  organic  gyne- 
cologic conditions.  The  fact  that  this  therapy  is  of- 
ten an  elective  procedure  and  can  often  be  employed 
in  cases  regarded  as  poor  surgical  risks  should  not 
cause  one  to  regard  it  lightly.  To  do  so  would 
be  to  invite  disaster.  Indeed,  the  employment  of 
x-rays  or  radium  in  a  given  case  may  be  a  more 
radical  procedure  than  major  surgery.  The  indi- 
cations and  contraindications  for  their  use  must  be 
clearly  appreciated  and  best  results  are  to  be  ob- 
tained only  through  close  cooperation  between  the 
internist,  radiologist  and  gynecologist.  Although 
radiotherapy  is  most  often  thought  of  in  connection 
with  the  treatment  of  malignant  processes,  the  pres- 
ent discussion  will  be  limited  to  its  application  in 
certain  benign  conditions  in  the  female. 

Pruritis  Vulvae. — This  is  sometimes  an  obstinate 
and  distressing  condition,  not  infrequently  occur- 
ring during  pregnancy  or  at  the  menopause.  In  a 
non-diabetic  patient,  and  in  the  absence  of  krauro- 
sis and  leukoplakia,  repeated  small  doses  of  low- 
voltage  x-rays  will  often  give  relief. 

Menopausal  Symptoms. — There  is  considerable 
evidence  supporting  the  theory  that  the  various 
menopausal  symptoms  result  from  an  increase  of 
prolan  thrown  into  the  blood  stream  as  a  result  of 
compensatory  hyperfunction  of  the  anterior  pitui- 
tary following  ovarian  failure  or  castration.  Va- 
rious results  have  been  reported  but  apparently  no 
harmful  effects.  Collins,  Thomas  and  Menville1 
report  33  severe  cases  treated  with  more  marked 
and  prolonged  relief  than  from  any  other  form  of 
treatment.  Others  report  80  per  cent,  relieved — 63 
per  cent,  for  periods  of  from  6  months  to  4  years.  A 
destructive  dose  of  x-rays  is  given  over  the  pituitary 
in  such  a  case  to  check  hyperfunction. 

Sterilisation. — The  employment  of  x-rays  or  ra- 
dium for  sterilization  alone  is  restricted  to  a  very 
limited  field.  Except  where  a  diagnostic  curettage 
is  indicated,  x-rays  are  preferable  because  the  ac- 
tion of  the  rays  is  chiefly  on  the  ovarian  follicles. 
Temporary  sterilization  of  young  women  with  mild 
active  tuberculosis  has  been  advocated  by  some, 
and  permanent  sterilization  of  nymphomaniacs  and 
other  young  women  presenting  grave  social  prob- 


lems. A  conservative  plan  would  be  to  limit  ster- 
ilization by  this  means  to  women  in  the  fourth  and 
fifth  decades  and  to  those  who  are  poor  surgical 
risks.  Temporary  sterilization  is  uncertain  as  exact 
dosage  is  difficult  to  determine  for  a  given  case. 
The  consideration  of  temporary  sterilization  by 
means  of  radiation  brings  up  the  question  of  its 
effect  on  the  germ  cells.  Statistics  seem  to  indicate 
that  preconception  radiation  has  no  deleterious 
effects  on  subsequent  offspring;  but  we  have  no 
way  of  knowing  as  yet  whether  the  third,  fourth 
or  tenth  generations  will  have  escaped. 

Therapeutic  Abortion. — Increasing  interest  has 
developed  during  the  past  few  years  in  the  inter- 
ruption of  pregnancy  by  means  of  roentgen  rays. 
It  is  probable  that  the  chief  action  of  the  rays  is 
to  cause  fetal  death.  The  earlier  the  pregnancy, 
the  easier  this  is  accomplished,  the  undifferentiated 
fetal  tissues  being  particularly  susceptible  to  irra- 
diation. Mayer  et  al-  report  200  consecutive  cases 
with  only  4  per  cent,  failures.  Abortion  brought 
on  in  this  manner  is  usually  free  of  febrile  or  toxic 
symptoms.  Spontaneous  emptying  of  the  uterus 
usually  takes  place  within  2  to  4  weeks  following 
the  irradiation.  This  procedure  should  not  be  car- 
ried out  in  the  presence  of  pregnancy  past  3}4 
months.  Its  use  should  be  restricted  to  poor  oper- 
ative risks,  women  who  should  not  again  become 
pregnant  (because  a  relatively  high  dosage  is  requir- 
ed), and  women  over  30  years  of  age.  Should  abor- 
tion fail  to  occur  following  irradiation,  because  of 
the  possibility  of  an  abnormal  child  pregnancy 
should  never  be  nermitted  to  go  to  term. 

Hydatid  Mole. — A  few  obstetricians  and  gyne- 
cologists apply  radium  within  the  uterus  following 
emptying  of  that  organ  in  cases  of  hydatid  mole. 
Inasmuch  as  we  now  have  in  the  Aschheim-Zondek 
reaction  a  very  sensitive  and  reliable  method  for 
detecting  persistent  trophoblastic  and  chorionic  ac- 
tivity, the  use  of  radium  in  this  condition  seems 
hardly  justifiable  as  a  routine  procedure.  It  should, 
perhaps,  be  employed  as  a  prophylactic  measure  in 
the  cases  of  older  women  and  in  uncooperative 
younger  women  in  whose  cases  proper  follow-up 
observation  is  uncertain.  A  subcastration  dose 
should  offer  sufficient  protection. 

Pelvic  Tuberculosis. — Roentgentherapy  in  tuber- 
culosis of  the  pelvic  organs  in  women  was  first  in- 
troduced by  Bircher  in  1908.    There  is  a  wide  dif- 
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ference  of  opinion  among  authorities  as  regards  the 
treatment  of  this  condition.  It  is  probable  that 
radical  surgery,  oxygen  injection  of  the  peritoneal 
cavity  and  irradiation  all  have  their  respective  mer- 
its in  individual  cases.  However,  there  has  been  a 
recent  trend  toward  the  use  of  x-rays  in  certain 
types  of  this  disease.  Advanced  pulmonary  involve- 
ment and  ascites  are  generally  regarded  as  improper 
cases  for  irradiation.  Temporary  castration  dosage 
has  been  advocated  in  mild  cases  and  permanent 
castration  in  the  more  advanced  cases.  Patients 
who  show  an  exacerbation  of  symptoms  or  fever 
during  the  menses  seem  to  benefit  by  having  the 
pelvic  organs  put  at  rest. 

Amenorrhea,  Oligomenorrhea  and  Sterility. — 
Stimulation  of  the  pituitary  gland  and  ovaries 
with  repeated  small  doses  of  low-voltage  x-rays 
appears  to  be  possible  and  sometimes  apparently 
responsible  for  restoration  of  function  in  some  cases 
of  amenorrhea,  scanty  and  infrequent  menstruation 
and  sterility.  These  cases  should  be  carefully 
studied  and  all  lesions  in  the  pelvis  which  could 
possibly  account  for  amenorrhea  and  sterility  ex- 
cluded. Evidence  of  hypopituitarism  and  hypo- 
gonadism should  be  demonstrable  before  radiation 
therapy  is  considered.  One  should  be  particularly 
alert  to  the  rare  occurrence  of  neoplasms  of  th? 
suprarental  cortex  and  rare  unusual  tumors  of  the 
ovary  such  as  the  arrhenoblastoma  which  suppress 
menstruation  and  displace  secondary  female  sex 
characteristics  with  a  more  or  less  marked  devel- 
opment of  secondary  male  sex  characteristics. 
Mazer  and  Spitz3  report  the  restoration  of  regular 
menstruation  of  from  two  to  three  years  duration 
in  2i  out  of  47  cases  of  severe  amenorrhea  follow- 
ing low-voltage  x-rays  directed  to  the  pituitary  and 
ovaries.  Several  of  these  patients  have  conceived 
and  been  delivered  of  normal  children. 

Endometriosis. — Since  the  activity  of  endometrial 
transplants  depends  upon  ovarian  function,  castra- 
tion by  surgery  or  irradiation  is  the  only  means 
of  controlling  ectopic  endometrial  type  of  tissue. 
It  is,  therefore,  desirable  to  treat  this  condition  as 
conservatively  as  possible.  Fortunately,  many  casei 
of  mild  endometriosis  require  no  treatment  what- 
ever; other  cases  may  be  improved,  at  least  tem- 
porarily, by  the  removal  of  one  ovary  and  the  sep- 
aration of  adhesions  if  these  are  not  too  extensive. 
Extensive  lesions  involving  the  rectal  wall,  sigmoid 
or  colon  almost  to  the  point  of  obstruction,  infil- 
trations entirely  through  the  bladder  wall,  exten- 
sive lesions  involving  a  laparotomy  scar  or  the 
umbilicus  often  necessitate  complete  ablation  of 
ovarion  function.  X-rays  are  preferable  to  surgery 
in  these  cases. 

Dysmenorrhea. — Very  small  doses  of  radium 
(150-300  mg.-hrs.)  within  the  uterus  are  often  ef- 
fective and  harmless  in  some  types  of  intractable 


idiopathic  dysmenorrhea,  particularly  in  the  so- 
called  membranous  type.  Pelvic  inflammation  and 
adnexal  disease  must  be  carefully  ruled  out  before 
using  this  treatment. 

Functional  Uterine  Bleeding. — Few  conditions 
require  more  judgment  in  treatment  than  does  func- 
tional or  essential  uterine  bleeding.  Hormone  ther- 
apy offers  us  some  hope  in  the  adolescent  and 
younger  groups,  but  is  disappointing  in  the  middle- 
aged  and  in  women  approaching  the  menopause. 
For  young  women  we  must  sometimes  choose  be- 
tween sacrificing  the  child-bearing  function  by  per- 
forming hysterectomy,  and  resorting  to  irradiation. 
Small  doses  of  properly  filtered  radium  (150-250 
mg.-hrs.)  applied  within  the  uterine  cavity  will 
usually  control  the  bleeding  without  bringing  about 
cessation  of  menstruation.  Slightly  larger  doses  will 
cause  only  temporary  amenorrhea.  This  type  of 
irradiation  can  be  repeated  if  necessary.  Hysterec- 
tomy should  be  resorted  to  before  considering  a  cas- 
tration dose  of  radium  in  this  group.  X-rays  will 
bring  about  the  same  results  but  radium  is  prefer- 
able for  the  following  reasons:  It  can  be  applied 
at  the  time  of  curettage;  the  dosage  is  more  accu- 
rately controlled;  its  action  is  more  local,  causing 
atrophic  changes  in  the  endometrium  and  an  end- 
arteritis of  the  blood  vessels  supplying  the  en- 
dometrium, and  a  more  direct  action  on  the  ovaries. 
Curettage  should  always  be  done  in  order  to  rule 
out  malignancy  or  endometrial  polyps.  Radium 
therapy  has  its  greatest  field  of  usefulness  in  women 
approaching  the  menopause.  The  active  sexual  life 
of  the  patient  is  at  an  end  and  heavier  doses  of 
radium  can  be  administered  to  bring  about  com- 
plete castration. 

An  artificially  induced  menopause  is  usually  more 
stormy  than  the  natural  menopause,  but  except  in 
highly  nervous  and  mentally  unstable  women  ra- 
diation is  to  be  chosen  in  preference  to  hysterec- 
tomy. 

Myoma  Uteri. — Many  fibroids  of  the  uterus  re- 
quire no  treatment.  Of  those  requiring  treatment 
15-20  per  cent.,  according  to  Frank14,  and  20-25 
per  cent.,  according  to  Keene1-,  can  be  well  treated 
by  irradiation.  Others  require  either  hysterectomy 
or  myomectomy.  End  results  in  myomata  treated 
by  radiation  depend  upon  the  care  with  which  cases 
are  selected  for  this  form  of  treatment.  The  con- 
traindications are  more  important  than  are  the  in- 
dications. The  more  important  of  these  which  are 
quite  universally  recognized  today  are: 

1 .  Myoma  larger  than  a  four-months  pregnancy. 
There  is  a  danger  in  large  tumors  that  the  blood 
supply  might  be  so  restricted  as  to  cause  degenera- 
tion and  necrosis  in  the  center  and  give  rise  to 
dangerous  symptoms  and  complications. 

2.  Pedunculated  myomas,  either  subserous  or 
submucous,  should  not  be  treated  by  irradiation. 
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Degeneration  and  torsion  of  the  pedicle  is  common 
and  irradiation  will  not  arrest  hemorrhage  from  a 
tumor  projecting  into  the  uterine  cavity  which  con- 
tinues to  slough. 

3.  Pelvic  inflammation,  however  mild,  compli- 
cating myoma  constitutes  a  contraindication  to  ir- 
radiation because  of  the  danger  of  a  flare-up  of  the 
inflammatory  process. 

4.  Pressure  symptoms  due  either  to  the  size  or 
position  of  the  tumor  will  persist  in  a  number  of 
cases  treated  by  irradiation  because  the  tumor  fre- 
quently does  not  shrink  enough  to  alter  its  mechan- 
ical effect  on  other  organs.  These  cases  should  be 
treated  surgically. 

5.  Pelvic  pain  with  myomata  is  usually  due  to 
the  mechanical  effect  of  the  tumor  on  other  organs 
or- nerves,  pelvic  inflammation  or  necrosis.  These 
complications  demand  operative  treatment. 

6.  Patients  with  anemia  out  of  proportion  to 
the  blood  loss  are  not  good  subjects  for  irradia- 
tion. 

7.  Highly  nervous  women  or  women  possessed 
with  a  radiophobia  are  best  treated  surgically.  In 
later  life  they  are  prone  to  develop  various  com- 
plexes and  to  blame  the  irradiation  for  their  poor 
health. 

When  radiotherapy  is  used  in  myoma  of  the 
uterus  radium  is  usually  preferable  to  x-rays  for 
reasons  already  mentioned.  The  use  of  x-rays 
should  always  be  preceded  by  a  diagnostic  curet- 
tage. It  can  be  readily  seen  that  the  ideal  case  in 
which  to  use  radium  in  the  treatment  of  fibroids  is 
in  women  in  the  fourth  or  fifth  decades  with  a  tumor 
no  larger  than  a  four-months  pregnancy  in  which 
hemorrhage  is  the  only  symptom. 
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How  It  Is  That  Great  Discoveries  Are  Made 

(H.   Horton   in   An    Improved   System  of   Botanic    Medicine, 
1833) 

From  the  age  of  13  to  21,  I  was  a  constant  prey  to  disease 
?nd  all  its  concomitant  ills — its  pain  and  anxiety,  its  gloomy 
forebodings,  and  the  repulsive  prospect  of  a  slow  decay. 
During  this  period  I  not  only  applied  for  medical  aid  to 
the  best  physicians  of  my  native  State  (North  Carolina),' 
but  I  devoted  a  portion  of  my  time  to  the  study  of  medi- 
cine, in  the  hope  of  finding  something  to  mitigate  my 
sufferings,  and,  at  the  same  time,  of  acquiring  the  knowl- 
edge of  a  useful  and  honorable  avocation  for  life.  Stimu- 
lated by  these  earnest  hopes  and  sentiments,  I  prosecuted 
my  book  studies,  aided  by  the  best  phvsicians  of  my 
acquaintance,  until  I  had  acquired  a  competent  knowledge 
of  the  practice  of  medicine.  But  alas !  my  fondest  antici- 
pations were  but  idle  dreams;  neither  my  books,  nor  the 
physicians,  brought  that   relief. 

Moreover,  I  became  acquainted  with  the  appalling  fact, 
that  with  all  the  knowledge  which  I,  or  the  best  medical 
practitioner  ppossessed,  it  would  be  a  matter  of  uncertainty 
whether  I  should  cure  or  kill !  With  these  sentiments 
indelibly  impressed  upon  my  mind,  I  abandoned  the  idea 
of  following  a  practice  which  could  only  be  pursued  at  the 
hazard  of  destroying  life.  My  health  was  finally  restored  by 
a  peculiar  kind  of  regimen  which  will  be  particularly 
described  in  mv  medical  work. 


Abdominal  Emergencies  Associated  With  Meckel's 
Diverticulum 

(P.   M.    Mecray  et   al.   in   Jl.    Med.   Soc.   of   N.  J.,  June) 

Inflammation  in  Meckel's  diverticulum  may  be  primary 
or  secondary.  In  the  primary  type  the  pathological  changes 
are  similar  to  those  occurring  in  appendicitis.  The  secondary- 
type  follows  constriction   or  strangulation. 

A  group  of  201  cases  of  acute  abdominal  emergencies 
caused  by  Meckel's  diverticulum  (Miller  &  Wallace): 
Ulcers,  with  hemorrhage  or  perforation  or  both  03 ;  intus- 
susception 63;  other  forms  of  intestinal  obstruction  26; 
acute  inflammation  or  diverticulitis  10;  tumors  and  miscel- 
laneous processes  9. 


Myasthenia  gravis  has  been   definitely   relieved  by   the 
prolonged  use  of  ephedrine. 


Theobromine  and  amlnophyllin,  according  to  a   care- 
ful investigation,  appear  not  to  relieve  heart  pains. 
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Oxygen  by  Subcutaneous  Administration* 

W.  M.  Long,  M.D.,  Mocksville,  North  Carolina 


There  is  nothing  new  under  the  Sun ! 

ABOUT  two  months  ago,  I  had  the  good 
fortune,  while  in  attendance  on  a  post- 
graduate assembly,  to  see  an  apparatus 
which  excited  my  curiosity  and,  while  wondering 
what  the  purpose  was,  a  genial  gentleman  spoke  out 
and  volunteered  the  information  that  its  purpose 
was  the  subcutaneous  administration  of  oxygen  in 
pneumonias,  uremias,  etc.,  etc. 

This  individual  was  one,  Dr.  Yeiser  of  Columbia, 
Tenn.,  and  the  instrument  was  his  modification  of 
a  pneumothorax  inductor  for  the  specific  purpose 
of  subcutaneous  oxygen  administration  and,  as  he 
went  on  to  explain,  the  pneumothorax  possibilities 
of  the  instrument  were  not  in  the  least  impaired. 
During  the  course  of  the  clinic,  I  had  opportunity 
to  see  the  administrative  technique  and  some  of  the 
clinical  results.  Naturally,  at  least  one  young  medico 
came  home  all  enthused!  However,  on  investigation, 
I  found  that  Spallanzani  used  this  method  in  1776, 
only  two  years  after  Priestley's  discovery  of 
"dephlogisticated  air".  Other  reports  by  Dominie 
of  Valence  in  1900  and  Ewart  in  the  same  year  and 
in  1903  Chabas  read  a  communication  before  the 
International  Congress  of  Madrid  on  the  favorable 
effects  of  subcutaneous  injections  of  oxygen,  notably 
in  certain  infectious  diseases.  But  to  Felix  Ramond 
in  La  Progress  Medicale,  1910,  belongs  the  credit  of 
having  placed  oxygen  therapy  by  hypodermic  route 
in  the  position  it  occupies  in  modern  therapeutics; 
for  he  explained  the  technique  and  indications  for 
this  peculiar  form  of  treatment. 

Prior  to  this,  in  1811,  Nyster,  Gaertner,  Stuertz, 
Demarquay  and  Marioni  made  many  observations 
on  the  intravenous  injection  of  oxygen  and  other 
gases  as  well,  and  they  noted  no  deleterious  effects 
from  its  use  even  by  this  route.  They  tried  the 
intravenous  method  of  administering  oxygen  on 
man,  in  certain  cases  of  cyanosis,  dyspnea,  malig- 
nant disease  of  the  nediastinum  and  advanced 
pernicious  anemia,  and  they  noticed  marked  clinical 
improvement  for  periods  of  varying  lengths. 

McCrae  notes  these  advantages: 

1.  Ease  of  administration. 

2.  No  waste  of  oxygen. 

3.  Painless  administration. 

4.  Uniformly  rapid  results  and 

5.  Can  be  immediately  available. 

He  reports  favorably  the  use  of  oxygen  subcutan- 
eously  in  the  following  types  of  cases: 
1.  Anesthetic  accidents. 


2.  Edema  of  the  lungs,  edema  of  the  glottis  and 
accidental  interference  with  respiration  by  dis- 
ease of  the  upper  part  of  the  respiratory  tract. 

3.  Marked  dyspnea  with  defective  oxygenation, 
as  in  cardiac  and  renal  disease. 

4.  Asphyxia  of  infants  at  birth. 

5.  Syncope  and 

6.  Electrocution. 

If  ISO  ex.  of  oxygen  is  injected  into  a  rabbit, 
blood  withdrawn  from  the  ear  in  a  few  minutes  will 
be  found  to  be  distinctly  arterial  in  character,  and 
larger  doses  do  not  cause  apnea.  There  can  be  no 
doubt  that  oxygen  is  rapidly  absorbed  and  utilized. 
Given  subcutaneously,  oxygen  certainly  does  not 
produce  any  lung  trouble  or  aggravate  any  existing 
lung  condition,  as  it  may  when  inhaled,  even  though 
heated,  and  it  is  to  be  considered  a  perfectly  safe 
procedure. 

In  all  the  literature,  lobar  pneumonia  heads  the 
list  of  indicated  conditions  and  Dr.  Cannon  thinks 
that  it  not  only  counteracts  the  toxemia  but  actually 
helps  kill  the  pneumococcus.  The  reports  of  the  use 
of  oxygen  hypodermically  in  pneumonia  are  many, 
and  uniformly  good  results  are  indicated;  the  crisis 
comes  on  rapidly,  and  is  successfully  passed.  In 
these  cases  oxygen  has  been  given  early  and  late  in 
the  course  of  the  disease,  or  begun  at  any  time.  How- 
ever, the  most  spectacular  results  are  obtained  after 
the  patient  becomes  cyanotic  and  critically  shocked  ; 
but.  do  not  deliberately  wait  until  these  symptoms 
appear. 

Other  conditions  suitable  for  this  therapy  are 
toxemia  of  burns  and  scalds,  acidosis,  boils  and  car- 
buncles (by  injecting  the  oxygen  into  the  affected 
area  3  or  4  times) ;  toxic  dyspnea  of  uremia,  dia- 
betes, bronchopneumonia,  whooping  cough,  eclamp- 
sia, carbon-monoxide  poisoning,  asystole,  postoper- 
ative shock,  asthenia,  empyema  and  in  those  cases 
where  mechanical  obstruction  is  present  in  the  air 
passages. 

Getting  closer  home,  the  following  Abstracts  from 
Proceedings  of  the  Staff  Meetings  of  the  Mayo 
Clinic,  Jan.  20,  1937: 

Oxygen  Therapy  in  im.  Treatment  of  Pneumonia 
"H.  J.  Moersch,  M.D.,  Division  of  Medicine:  The  work 
of  Haldane  on  treatment  of  pneumonia  and  pulmonary 
edema  among  soldiers  who  have  been  exposed  to  gas  during 
the  World  War  gave  impetus  to  the  modern  scientific  in- 
terest in  the  therapeutic  value  of  oxygen  in  pneumonia. 
Since   that    time,   oxygen    has   come    to    play   an    important 

role  in  the  treatment  and  relief  of  pneumonia The 

first  and  probably  the  most  important  purpose  is  to  prevent 
and     eliminate     anoxemia.     Anoxemia     can     produce     and 
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increase  pulmonary  edema,  which  in  turn  tends  to  increase 
anoxemia ;  therefore,  a  vicious  cycle  may  readily  occur, 
which,  if  it  is  not  interrupted,  may  have  serious  conse- 
quences. Oxygen  has  the  ability  to  interfere  with  this  cycle 
by  overcoming  anoxemia  as  well  as  by  decreasing  the 
amount  of  pulmonary  edema.  The  second  purpose  is  to 
supply  the  increased  demand  for  oxygen;  for  in  the  pres- 
ence of  fever,  an  increase  in  metabolism  and  a  correspond- 
ing increase  in  oxygen  want  occurs.  In  a  normal  individual, 
any  increase  in  oxygen  want  can  be  met  readily  by  an 
increased  rate  of  circulation.  In  the  presence  of  pneumonia 
and  pulmonary  edema  the  patient  is  not  able  to  supply 
oxygen  for  this  increased  demand  and  if  the  oxygen  defi- 
ciency is  permitted  to  go  uninterrupted,  stupor,  uncon- 
sciousness, gastric  immobility  and  even  tissue  death  may 
result.  Administration  of  oxygen  provides  for  this  increased 
oxygen  want.  Boothby  and  Haines  have  called  attention 
to  the  rather  characteristic  drop  in  temperature  that  takes 
place  when  oxygen  is  administered  in  cases  of  pneumonia 

in  which  fever  is  present Dr.  Boothby  thinks  that 

this  effect  may  be  in  part  attributable  to  the  direct  action 
of  the  oxygen  on  the  infecting  organism,  or  to  its  influence 
on  the  degree  of  pulmonary  edema,  which  acts  as  an  ex- 
cellent culture  medium  for  the  development  of  the  infecting 
organism.  The  third  purpose  of  administration  of  oxygen 
is  to  decrease  cardiac  effort.  This  is  especially  important 
in  pneumonia,  for  cardiovascular  collapse  is  the  most  com- 
mon cause  of  death  and  anything  that  might  decrease  the 
strain  on  this  mechanism  would  naturally  be  of  value. 

The  .  .  .  time  for  the  administration  of  oxygen  in  pneu- 
monia and  pulmonary  edema,  theoretically,  should  be  on 
the  first  appearance  of  pulmonary  edema.  Unfortunately, 
roentgenoscopic  findings  are  not  diagnostic  of  beginning 
pulmonary  edema.  Probably  the  best  rule  is  to  administer 
oxygen  to  any  patient  who  has  any  evidence  of  pulmonary 
disease  such  as  a  sudden  rise  in  temperature,  the  finding  of 
moisture  in  the  base  of  the  lung  on  physical  examination 
and  especially  in  cases  of  beginning  cyanosis.  It  will  be 
found  of  benefit  if  applied  at  any  time  during  the  course 
of  the  disease. 

The  efficacy  of  oxygen  is  dependent  on  the  degree  of 
pulmonary  edema  and  on  the  virulence  of  the  infecting 
organism.  Because  of  this  fact,  oxygen  is  found  to  be  of 
greatest  efficiency  in  post-operative  pneumonia,  in  which 
the  virulence  of  the  infection  is  usually  low  and  the  degree 
of  pulmonary  edema  rather  high.  On  the  other  hand,  lobar 
pneumonia,  in  which  there  is  a  highly  virulent  organism 
and  a  low  degree  of  pulmonary  edema,  does  not  respond 
as  well  to  this  form  of  therapy." 

The  following  cases  by  the  inventor  of  the  pre- 
sented machine  in  a  general  way  well  illustrate 
about  what  one  may  expect  from  the  subcutaneous 
injection  of  oxygen: 

Case  1  (1937) — Woman,  aged  30.  Attending  physician 
gave  the  history  of  her  having  had  double  pneumonia 
for  a  week,  and  she  was  in  a  moribund  condition,  very 
cyanotic,  almost  pulseless,  cold,  respiration  noisy  due  to 
mucus  in  throat  and  bronchi,  unable  to  swallow,  heart  beat 
150  by  stethoscope.  She  was  immediately  (2  p.  m.)  given 
1000  c.c.  of  oxygen  subcutaneously.  The  nurse,  instructed 
to  call  at  6  if  she  was  surviving,  reported  that  her  patient 
had  probably  improved  a  little.  I  picked  up  the  attending 
physician  and  we  went  to  the  home  and  gave  another  1000 
c.c.  of  oxygen  subcutaneously  at  9  (7  hrs.  after  first  in- 
jection). She  took  fluids  during  the  night  and  the  next 
morning  her  pulse  rate  was  96,  the  noisy  respiration  had 
cleared  up.  Still  unconscious  from  her  toxemia,  she  was 
given  the  third  injection  24  hours  after  the  first.  The  next 
day  she  was  much  improved — pulse  8S,  temp.  99,  resp.  30, 
taking  fluids  well.    She  made  a  slow  but  good  recovery. 


Case  2. — White  man,  aged  50.  The  physician  called  me 
to  see  this  man,  sick  then  a  week  with  what  was  apparently 
a  case  of  gallstone  colic.  Temperature  wac  102,  pulse  110, 
resp.  30.  Brought  into  the  hospital,  his  white  blood  count 
was  36,000 — neutrophiles  99%.  X-ray  examination  of  the 
chest  showed  pneumonia  of  the  entire  right  side.  No  cough 
or  expectoration.  Injection  of  1000  c.c.  of  oxygen,  the  next 
morning  expectoration  the  most  profuse  that  I  have  ever 
seen.  Return  to  normal  was  very  rapid. 

Case  3. — White  woman,  aged  65,  seen  in  morning  after 
chill  on  the  previous  afternoon,  temperature  103,  pulse  120, 
resp.  59,  somewhat  cyanosed.  appeared  very  ill.  moderate 
pain  with  respiration,  cough  with  no  expectoration.  Typi- 
cal right  side  pneumonia.  Removed  to  hospital,  on  arrival 
immediately  given  1000  c.c.  oxygen.  This  brought  t.  down 
to  100,  p.  down  to  90,  r.  to  34,  breathing  much  easier. 
Next  morning  she  coughed  up  quite  a  quantity  of  bloody 
sputum.  Oxygen  was  repeated  daily  for  5  days  and  then, 
purely  for  experimental  reasons,  we  omitted  the  injection 
on  the  6th  day  and  t.,  p.  and  r.  came  right  back  up  by 
next  morning.  The  injection  was  again  repeated  and  she 
had  her  crisis.    Recovery  uneventful. 

My  own  experience  covers  four  cases: 

Case  1. — Bronchopneumonia,  7th  day,  following  influ- 
enza, large  white  man,  43 — cyanotic,  dyspneic,  shocked, 
pale  and  anxious.  Temperature  99.2,  p.  120,  r.  36.  There 
was  a  considerable  involvement  of  both  lungs,  was  some 
delirium,  had  not  slept  in  36  hours,  even  after  some  mor- 
phine had  been  given  (I  was  called  in  consultation  and  do 
not  know  the  exact  amounts).  1500  to  2000  c.c.  oxygen, 
was  slowly  given  in  both  axillae,  using  an  oxygen  tank,  a 
saline  wash  bottle,  tubing  and  suitable  needle.  Before  all 
of  the  first  liter  had  entered  the  patient  roused  sufficiently 
to  remark  that  he  felt  better  and  was  sleepy  and  turned 
on  the  full  side  and  dropped  off  to  sleep  and  did  not  even 
wince  when  the  needle  was  inserted  in  the  other  side.  By 
the  end  of  10  minutes  (at  which  time  the  injection  was 
completed)  the  patient  was  snoring,  face  cherry  red,  t.  100, 
p.  110  and  r.  IS.  He  slept  soundly  for  6  hours.  The  in- 
jection was  repeated  in  12  hours  and  again  in  24,  at  times 
when  the  emphysema  had  practically  disappeared,  and  he 
made  a  very  rapid  and  smooth  recovery.  At  no  time  did 
he  complain  of  any  pain,  save  when  the  needle  was  being 
introduced  into  the  skin. 

Case  2. — Uremia,  man,  80.  One  injection  of  1200  c.c. 
while  he  was  in  convulsive  spasm,  death  in  16  hrs.  painless, 
comfortable  and  quiet,  with  no  other  sedative. 

Case  3. — Terminal  tuberculosis  in  girl,  18,  dypsneic  with 
large  cavity  in  right  apex  and  miliary  patches  over  balance 
of  lung  area.  Three  injections  of  1200  to  1500  c.c.  each 
8,  12  and  17  hrs.  apart.  This  patient  spent  her  last  36  hrs. 
entirely  comfortable  with  no  other  treatment  whatsoever, 
and  death  occurred  following  a  severe  hemoptysis. 

Case  4. — Asphyxia  neonatorum,  Negro  ~Y2  lb.  infant  boy 
delivered  by  podalic  version  and  breech  extraction.  150  c.c. 
oxygen  in  each  axilla.  Within  two  minutes  the  baby  was 
cherry  red  and  crying  lustily.  No  other  procedure.  Em- 
physema disappeared  in  24  hrs. 

Naturally  no  conclusions  may  be  drawn  from  so 
meager  personal  experiences,  but  from  these  and 
the  reports  of  others,  we  may  draw  some  inferences. 

Oxygen  has  been  employed  for  many  years  for 
the  relief  of  asphyxial  states  of  all  kinds  but  by 
inhalation.  It  is  easy  to  conceive  of  any  number  of 
cases,  by  no  means  rare  ones,  in  which  inhalation 
is  objectionable  or  impossible.  Patients  in  oxygen 
tents  are  anxious,  have  a  confined,  shut-off  or  shut- 
in  sensation  ind  usually  have  some  labor  in  breath- 
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ing,  are  too  hot,  etc.,  and  we  present  here  a  method 
easier  of  application  as  the  classical  procedure, 
obviously  of  far  greater  scope  and  at  a  small  frac- 
tion of  the  cost  of  the  tent  method.  About  2  to  4 
cents  per  injection  of  1000  to  2000  c.c.  With  the 
bag,  tubing  and  needle,  or  tank,  wash  bottle,  tubing 
and  needle  method  we  may  not  gauge  accurately  the 
dose  given  and  have  to  estimate  the  amount  by  the 
swelling  produced.  Caution  has  to  be  observed 
against  stripping  the  tissues  by  too  rapid  adminis- 
tration and,  with  the  usual  aseptic  care,  this  seems 
to  be  the  only  source  of  danger. 

The  effects  are  really  remarkable,  the  dypsnea  is 
relieved  at  once,  however  temporarily;  the  cyanosis 
disappears;  consciousness  is  restored;  the  fever  may 
be  regulated  to  the  patient's  welfare;  there  is  a  feel- 
ing of  wellbeing  closely  akin  to  the  euphoric  effect 
of  morphine  or  whiskey;  and  sleep,  previously  im- 
possible, become  easy  and  refreshing.  In  lobar  and 
bronchopneumonia,  the  results  thus  outlined  would 
tend  to  increase  the  administrator's  prestige  and 
gain  ready  compliance  with  all  his  directions. 

Oxygen  by  this  method  forms  a  local  emphysema 
which  lasts  for  hours  and  the  body  apparently 
absorbs  the  amount  it  needs.  Therefore,  we  are 
presented  with  the  formation  of  an  artificial  lung. 

I  do  not  ask  anyone  to  pass  final  judgment  on 
the  evidence  I  adduce  but  I  would  urge  that  you 
give  the  method  a  fair  trial.  One  case  like  some 
mentioned  would  make  the  procedure  worth  while. 
It  is  not  a  sure  cure  for  pneumonia  or  any  other 
condition,  but  when  oxygen  is  urgently  needed  by 
the  cells  of  the  body,  this  method  of  introduction 
fills  the  requirements  cheaply,  safely  and  sensation- 
ally rapidly. 
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The  Heart  Throughout  the  Various  Periods  of  Life 

(F.  A.  Willius,  Rochester.  Minn.,  in  Jl.  Iowa  Med.  Soc, 
May) 

The  results  of  this  study  of  3,418  cases  of  heart  disease, 
justify  certain  conclusions. 

Relative  incidence:  coronary  disease,  33.5% ;  hypertensive 
heart  disease,  26.8% ;  rheumatic  heart  disease,  27.2% ;  syph- 
ilitic cardiovascular  disease,  6.3% ;  adiposity  of  the  heart 
2%;  chronic  adherent  pericarditis  (non-rheumatic),  1% ; 
calcareous  aortic  stenosis,  1.1%;  and  congenital  heart  dis- 
ease, 2.1%. 

The  5th,  6th  and  7th  were  the  decades  of  life  to  which 
67.5%  of  the  cases  belonged. 

The  heart  that  has  escaped  the  ravages  of  disease  and 
has  withstood  the  stresses  and  strains  of  active,  life  is  one 
fundamentally  endowed  with  superior  qualities,  as  shown 
by  the  progressively  decreasing  incidence  of  heart  disease  in 
the  closing  period  of  life. 


Foot  Ringworm  Among  Prisoners 

(C.    R.    Rein    ,t    M.    Rosenblum,   New   York   City,    in    Med. 
Rec,  May  5th) 

Whitfield's  ointment  was  used  between  the  toes  of  the 
left  foot  and  the  orthophenylphenolmercuric  nitrate  between 
the  toes  of  the  right  foot.  In  this  study  it  was  found  that 
both  the  Whitfield  ointment  and  the  nitrate  ointment  usual- 
ly aggravated  the  vesicular  form.  When,  however,  mild 
antiseptic  solutions — such  as  potassium  permanganate 
(1:1000),  Burow's  or  boric  acid  solutions — were  used,  there 
was  usually  a  rapid  cure  of  the  vesicles.  Then  the  patients 
were  advised  to  use  the  2  ointments  as  directed  above. 

Ringworm  of  the  feet  is  as  common  in  the  lower  social 
strata  as  it  is  in  private  well-to-do  patients.  Of  600  male 
prisoners,  516  (86%)  presented  clinical  and  laboratory  evi- 
dence of  ringworm  of  the  feet. 

Two  hundred  and  ten  patients  were  treated  simultane- 
ously with  Whitfield  ointment  and  orthophenylphenolmer- 
curic nitrate  ointment.  The  results  seemed  to  indicate  that 
the  latter  was  considerably  more  efficacious. 


How  Do  Bulky  Foods  Relieve  Constipation? 


It  is  doubtful  if  anyone  yet  knows  just  why  hydro- 
carbon oil  tends  to  relieve  constipation.  Perhaps  it  helps 
partly  by  producing  a  more  cylindrical  stool  which  can  be 
extruded  more  easily.  Interfering  with  absorption  in  stomach 
and  bowel  may  account  for  the  observation  of  some  per- 
sons that  a  dose  of  hydrocarbon  oil,  taken  before  a  cock- 
tail party,  will  go  far  to  give  that  extra  tolerance  for  alcohol 
wnich  is  so  greatly  desired  by  many. 

There  are  reasons  for  believing  that  the  chemical  compo- 
sition and  the  pH  of  the  fecal  residues  as  they  reach  the 
rectum  can  have  much  more  to  do  with  causing  or  relieving 
constipation  than  does  the  bulk  or  consistency  of  these 
residues.  The  dry,  ovulated  type  of  stool  seems  to  be  quite 
without    stimulating   effect    on    the    mucosa    of   the   rectum. 

A  soft  stool  may  be  so  irritant  that  defecation  cannot  be 
put  off  for  more  than  a  few  minutes;  when  such  material 
is  voided  the  anal  ring  often  feels  scalded  and  raw. 

A  surprising  increase  in  the  bulk  of  the  stool  can  some- 
times be  produced  by  giving  a  small  amount  of  agar.  A 
puzzle  which  has  not  been  studied  as  it  should  be  is  why 
when  one  starts  taking  agar  or  some  other  bulk  matter,  one 
often  for  a  while  gets  voluminous  stools,  and  then,  after  a 
few  days  or  weeks,  becomes  constipated. 


Passive  Motion  is  contraindicated  in  most  fractures. 


In  Accident  Cases  do  not  content  yourself  with  finding 
one  injury. 
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Case  Report 

Primary  Tuberculosis  of  the  Tongue 
Wm.  Francis  Martin,  M.D.,  Charlotte,  N.  C. 
I  have  called  this  primary  tuberculosis  of  the 
tongue  because  in  the  thorough  laboratory  and 
clinical  study  of  the  patient  we  have  been  unable 
to  find  any  evidence  of  tuberculosis  elsewhere.  Pri- 
mary or  secondary,  it  is  a  rare  condition. 

Fisher  found  six  cases  in  1500;  Chiari  12  cases 
in  625;  Adami  and  McCrae  no  case  in  417  autop- 
sies. Statistics  of  the  Charity  Hospital  of  New 
Orleans  do  not  reveal  the  finding  of  tuberculosis 
of  the  tongue  once  in  7,165  consecutive  autopsies, 
though  approximately  15  per  cent,  of  the  subjects 
were  tuberculous.  For  the  23  years  up  to  March, 
1929,  only  three  cases  were  seen  in  this  hospital's 
405,408  admissions,  17,251  of  which  were  because 
of  tuberculosis.  In  perusing  the  literature  I  am 
able  to  find  but  334  cases  reported  up  to  the  pres- 
ent time,  my  case  here  reported  being  the  335th. 
The  ratio  of  males  to  females  with  this  condition 
is  6  to  1.  A  case  has  been  reported  in  a  child  of 
5}4  years  but  it  is  rather  rare  until  after  40. 
Trauma  is  an  etiological  factor;  modes  of  infection 
are  by  blood  stream,  lymphatics  and  direct  exten- 
sion. In  the  primary  cases  the  bacillus  is  implanted 
to  the  tongue  through  direct  contact  with  infected 
food  or  by  kissing.  The  etiological  factors  are  the- 
oretical in  known  cases  of  pulmonary  tuberculosis 
with  a  definite  tuberculous  lesion  of  the  tongue. 
When  laboratory  and  clinical  investigation  fails  to 
disclose  tuberculosis  in  any  portion  of  the  body 
and  the  microscopical  appearance  of  the  tongue  is 
that  of  tuberculosis,  it  seems  justifiable  to  report  a 
case  as  primary  tuberculosis  of  the  tongue. 
Case  Report 

A  white  salesman,  married,  40  years  of  age,  with  a  sore 
on  the  right  side  tongue  causing  very  little  pain.  The 
family  history  supplied  no  pertinent  information,  no  case 
of  tuberculosis  or  cancer. 

The  patient  had  common  childhood  diseases  and  recov- 
ered promptly.  He  gives  no  history  of  any  venereal  disease, 
illness,  operations,  loss  of  weight,  chronic  cough,  colds,  dysp- 
nea, headaches,  nervousness  or  pain. 

Six  months  before  presenting  himself  he  noticed  a  small 
sore  on  the  right  side  of  tongue  which  healed  without  any 
treatment.  In  two  months  this  sequence  repeated  itself. 
One  month  ago  a  sore  appeared  in  the  same  area  and  was 
treated  by  a  druggist  with  lunar  caustic.  A  week  later  he 
consulted  his  family  physician  who  referred  him  to  a  urol- 
ogist for  dark-field  examination,  which,  three  times  repeated, 
was  negative  for  the  spirochete.  Blood  Wassermann  exam- 
ination was  negative.  Three  doses  of  neoarsphenamine  and 
one  of  bismuth  were  given;  the  lesion  enlarged  and  became 
painful.  Routine  physical  examination  revealed  nothing 
significant  other  than  as  reported  below. 

An  ulcer  on  the  tongue  H  x  J4  x  J4  in.  in  the  middle 
1/3  of  the  right  side  of  the  tongue,  red  indurated  with 
grayish  base.  No  free  pus  exudes  from  this  area  and  it  is 
not  particularly  painful.  The  tongue  protrudes  in  the  me- 
dian line  with  slight  tremor.    No  palpable  nodes  found. 


Hbg.  85  per  cent.,  reds  4,880,000,  whites  10,500 — N.  81, 
L.  12,  E.  1,  Mon.  4,  B.  2;  Wassermann  negative;  urine — 
albumin  and  sugar  negative,  sp.  gr.  1.018,  sediment  negative; 
b.  p.  138/80,  wt.  135. 

X-ray  reported  by  Dr.  J.  Rush  Shull:  Stereoscopic  films 
of  the  chest  show  a  well  nourished  symmetrical  bony  frame, 
with  the  trachea  in  mid  line,  heart  and  aorta  normal  in 
size,  shape  and  position.  The  diaphragm  domes  are  smooth 
and  the  cardio-phrenic  and  costo-phrenic  angles  are  clear. 
The  lung  fields  throughout  the  chest  are  negative  for  evi- 
dence of  fluid,  infiltration  or  consolidation.  The  bronchial 
markings  show  a  fairly  generalized  increase  but  are  other- 
wise negative.  The  hilum  shadows  are  slightly  denser  than 
normal  and  contains  numerous  calcified  tnchei-bronchial 
lymph  nodes.    Impression:  A  negative  chest. 

Examination  of  the  throat  by  Dr.  J.  G.  Johnston:  The 
throat  is  slightly  red,  vocal  cords  normal  color,  no  rough- 
ness or  thickening,  no  evidence  of  tuberculous  infection  of 
the  larynx  or  vocal  cords. 

Under  local  anesthesia  (1%  novocaine)  biopsy  was  done 
on  August  24th,  1933. 

Report  by  Dr.  H.  P.  Barret  as  follows:  The  specimen 
consists  of  a  portion  of  the  tongue  3  cm.  in  length,  removed 
at  biopsy.  Sections  show  an  area  of  erosion  of  the  super- 
ficial squamous  epithelium.  Within  the  eroded  area  numer- 
ous polymorphonuclear  cells  with  some  necrosis  of  the 
tissue.  Deeper  in  the  muscle  of  the  tongue  are  numerous 
round  cells.  Scattered  throughout  the  tissue  are  a  few, 
rather  atypical  tubercles  with  an  occasional  giant  cell. 

No  evidence  of  malignancy  found.  Chronic  inflamma- 
tion, probably  tuberculosis. 

Under  local  anesthesia,  September  12th,  1933,  ulcer  of 
the  tongue  was  removed.  The  patient  made  an  uneventful 
recovery.  Seven  days  after  the  operation  sutures  were  re- 
moved, healing  by  first  intention.  To  this  date  he  has  had 
no  further  trouble  and  nearly  four  years  since  operation  he 
is  enjoying  good  health. 
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tubercles  with  giant   cell. 


SUMMARY 

1 )  It  is  of  the  utmost  importance  to  have  a  dark- 
field  examination  made  of  all  long-standing  ulcers  of 
the  tongue  to  rule  out  syphilis. 

2)  Biopsy  should  be  done  on  all  cases  of  ulcers 
or  lesions  o  fthe  tongue  of  any  appreciable  duration 
or  size. 

3)  If  the  lesion  is  tuberculous  a  cure  can  be  ob- 
tained by  excision. 

4)  I  am  of  the  opinion  the  case  reported  is  that 
of  primary  tuberculosis  of  the  tongue  that  was  cured 
by  excision. 


The  Schilling  Count  in  Appendicitis 


Schilling  counts  are  reported  in  SO  consecutive  cases  of 
appendicitis. 

The  total  nonsegmented  neutrophil  count  taken  preoper- 
atively  was  found  to  be  a  reliable  index  of  the  extent  of 
appendiceal  involvement   found  at   operation. 

It  became  apparent  in  the  course  of  the  series  that  the 
condition  of  the  appendix  could  be  determined  preopera- 
tively  with  uncanny  accuracy. 

We  are  able  to  gauge  the  severity  of  an  appendiceal  at- 
tack, even  in  children,  where  this  is  usually  clinically  diffi- 
cult. 

Where  the  differential  diagnosis  is  uncertain  but  includes 
the  possibility  of  appendicitis,  we  believe  that  it  is  perfectly 
safe  to  watch  and  wait  as  long  as  the  nonsegment  count  re- 
mains below  20. 


The  information  which  the  Schilling  count  affords  is 
enough  greater  than  that  of  the  Ehrlich  count  to  warrant 
the  additional  time  in  making  the  count. 

The  only  essential  difference  between  the  Schilling  and 
the  Ehrlich  is  a  division  of  Ehrlich's  polymorphoneuclear 
neutrophils  into  juveniles,  stabs  and  segments,  and  the 
inclusion  of  myelocytes  in  the  routine  count.  In  a  general 
way  the  more  severe  an  infection,  the  larger  the  number  of 
relatively  immature  cells  which  will  appear  in  the  blood 
stream.  In  overwhelming  infections  the  numerical  order  is 
shifted  toward  the  myelocyte  and  away  from  the  segmented 
mature  leukocyte — a  shift  to  the  left. 

The  nucleus  of  the  youngest  neutrophil  or  myelocyte  is 
large  and  oval,  round  or  notched,  never  normally  present 
in  the  blood  stream.  The  juvenile  next  has  a  sausage- 
shaped  nucleus,  and  stains  slightly  darker  than  the  myelo- 
cyte. The  stab  cell  is  the  type  of  neutrophil  seen  just  be- 
fore the  nucleus  breaks  up  into  segments.  Schilling's  origi- 
nal technique  should  be  followed  in  exact  detail. 


Recent  Observations  on  Referred  Pain 

(G.    Phillips,    Univ.    of    Sydney,    in    Aust.    &    N.    Z.    Jl.    of 
Surg.,  April) 

"Referred"  pain  is  classically  described  by  those  who 
suffer  from  it  as  burning  in  character,  and  it  is  interesting 
to  note  that  Lewis  has  said  of  cutaneous  pain  of  the  burn- 
ing type:  It  is  described  as  burning  pain  not  primarily 
owing  to  its  peculiar  quality,  but  because  it  is  a  cutaneous 
pain  that  continues. 

Burnins;  is  thought  to  be  the  result  of  some  chemical 
pain  substance  in  the  skin,  the  nature  of  which  is  un- 
known; but  it  seems  reasonable  to  -peculate  on  the  possi- 
bility of  acetylcholine  or  some  closely  allied  substance  as 
the  chemical  transmitter. 

tt  is  believed  that  the  irrit  a  I  ill-  spinal  focus  theory  in 
visceral  disease  is  no  longer  tenable,  that  the  reference  of 
pain  to  dermatomes  is  a  reflex  mechanism  mediated  in  the 
peripheral  nervous  system,  and  that  the  transference  of 
impulses  to  the  somatic  afferenl  pain  endings  takes  place  in 
the  skin  by  the  liberation  of  some  chemical  transmitter. 
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DEPARTMENTS 


adults?     Yes,  we  can  move  teeth  at  almost  any  age. 
the  correction  of  adult  cases  usually  is  a  compromise. 


DENTISTRY 

W.  M.  Robey,  D.D.S.,  Editor,  Charlotte,  N.  C. 


Crooked  Teeth 

As  "Acceptable  Orthodontic  Information"  we 
present  the  following  quotation  from  Tanzey — 
Journal  A.  D.  A.  and  Dental  Cosmos,  May,  1937. 
*******  "no  one  has  been  able  to  teach  me  to 
distinguish  definitely  between  the  'easy'  and  the 
'difficult'  case.  In  some  of  the  easy  cases,  the  pa- 
tients are  still  hostile,  while  many  of  the  compli- 
cated cases  have  been  discharged  and  the  patients 
have  gone  happily  on  their  way." 

The  author  of  the  article  cited  believes  that  we 
are  all  overlooking  indications  which  would  permit 
us  to  devise  means  for  early  interception  in  the 
more  complicated  cases.  The  roentgenogram  may 
reveal  unexpected  variations — supernumerary  teeth 
or  congenital  absence  of  teeth,  impacted,  deformed 
or  carious  teeth.  Complete  intraoral  roentgeno- 
graphic  records  taken  at  intervals  during  the  period 
of  dentition  are  essential  to  proper  procedure. 

Dr.  Tanzey  asks  certain  questions: 

"Who  can  give  definite  or  approximate  information  con- 
cerning the  length  of  treatment  (including  postoperative 
maintenance)  necessary  to  correct  any  given  case  of  mal- 
occlusion?" 

"Who  can  explain  satisfactorily  just  why  some  of  our 
most  nearly  ideal  results  obtained  through  several  years  of 
continuous  treatment,  months  of  postoperative  maintenance 
and  more  months  of  anxious  observation  begin  to  relapse, 
and  occasionally  become  typical  cases  of  malocclusion  which 
many  orthodontists  would  agree  should  be  corrected?  But 
how?" 

"Are  we  justified  in  assuming  that  the  presence  of  im- 
pacted third  molars  can  be  the  cause?  Would  we  be  justi- 
fied in  recommending  the  elimination  of  the  third  molars 
when  the  roentgenogram  reveals  a  tendency  for  this  molar 
to  become  impacted?  What  about  these  so-called  abnormal 
frena?  Some  operators,  I  am  informed,  remove  all  of 
them.  I  have  many  times  closed  extensive  spaces  between 
central  incisors  which  I  assumed  were  caused  by  the  pres- 
ence of  a  large  frenum,  sometimes  attached  low  on  the 
alveolar  ridge  and  extending  through  to  the  palate.  I  have 
no  record  of  failures,  with  younger  children,  but  have  ex- 
perienced some  disappointment  in  several  adult  cases  after 
surgical  removal  of  frena,  supplemented  by  orthodontic 
treatment.  Will  tongue-tied  children  have  malocclusion? 
In  my  experience,  if  not  operated  on  they  will.  Does  ectopic 
eruption  of  permanent  teeth  interfere  with  the  subsequent 
ideal  arrangement  of  teeth  so  much  desired?  Yes,  and  this 
manifestation  is  sometimes  wrongly  ascribed  to  the  dentist." 
"Should  pulpless  teeth  or  parts  of  teeth  be  treated  and 
retained?  I  think  so,  in  many  cases  ....  conditions  being 
favorable.  Should  it  ever  be  permissible  to  extract  molars 
or   bicuspids   in   the   course   of   correction?      I    believe   so. 

Should  malocclusion  be  treated  early?     I  believe  so 

Should  we  wait  until  '12  years  of  age,  when  the  permanent 

teeth  are  well  advanced  in  the  process  of  eruption?'     No." 

"Should   we   attempt   the   correction   of   malocclusion    for 


The  ideal  is  prevention,  but  though  ideals  are  to 
be  aimed  at,  we  may  accept  it  as  true  that  only 
rarely  will  they  be  attained.  Much  slips  by  through 
neglect,  much  through  refusal  to  face  the  issue, 
much  through  lack  of  knowledge  on  the  part  of  the 
patient,  on  the  part  of  the  dentist,  on  the  part  of 
the  whole  of  Science  and  the  whole  of  Art. 


-s.  M.  ll  s.- 


A  Comparison  of  Crude  and  Refined  Sugar  and  Cereals 

in  Their  Ability  to  Produce  in  Yitro 

Decalcification  of  Teeth 


By  incubation  in  media  containing  sugar  or  cereals  mixed 
with  saliva  for  periods  of  from  2  to  8  weeks,  healthy  teeth 
were  induced  to  decalcify.  Refined  white  sugar  produced 
this  change  in  a  high  percentage  of  teeth,  crude  cane  juice 
caused  very  few  to  decalcify.  This  strengthens  the  proposi- 
tion that  refined  sugar  causes  caries  but  that  sugar,  eaten  as 
it  occurs  in  nature,  does  not.  The  suggestion  that  there  is 
a  protective  agent  in  crude  sugar-cane  juice,  which  is  re- 
moved in  the  course  of  refining,  is  advanced  with  the  added 
assurance.  This  agent  does  not  depend  on  an  ability  to 
prevent  or  reduce  acid  fermentation.  Whole  mealie1  meal 
caused  very  few  teeth  to  decalcify,  highly  refined  mealie 
meal  produced  this  change  in  a  high  percentage  of  teeth. 
Whereas  whole  wheat  caused  a  high  percentage  of  teeth  to 
decalcify,  highly  refined  white  flour  attacked  a  significantly 
greater  proportion  of  teeth.  Of  the  highly  refined  sub- 
stances dealt  with,  flour  and  mealie  meal  appear  to  be 
more  potent  in  producing  in  vitro  decalcification  than  su- 
gar. 

1.     So.  Africa  Maize  (Indian  corn). 


GENERAL  PRACTICE 


Editor  Pro  Tern.  Elbert  A.  MacMtllan,  M.D. 
Winston-Salem,  N.  C. 


Advertising  Doctors 

Widespread  interest  has  arisen  concerning  the 
recent  successful  suit  by  a  California  physician  for 
the  sum  of  $12,000  for  services  rendered  W.  C. 
Fields  during  a  serious  illness.  Someone  has  com- 
puted that  the  physician's  services  were  paid  for  at 
the  rate  of  some  $480  a  day,  a  tidy  sum,  even  in 
that  city  of  make-believe,  Hollywood. 

The  writer  has  just  returned  from  a  short  trip 
to  Los  Angeles  and  Hollywood,  and  among  the 
greatest  surprises  furnished  by  that  amazing  coun- 
try was  the  widespread  prevalence  of  advertising 
by  physicians  and  dentists.  It  may  be  said  that 
the  dentists  slightly  outdid  their  medical  colleagues 
in  this  respect,  but  there  was  little  to  choose  be- 
tween them.  In  driving  down  Sunset  Boulevard, 
Hollywood's  Main  Street,  one  sees  a  great  and  daz- 
zling variety  of  elaborate  electrical  signs  calculated 
to  entice  the  public  to  come  in  and  be  healed. 
Perhaps  the  most  striking  sign  observed  was  a  tre- 
mendous staff  of  Aesculapius,  lighted  at  night  with 
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flashing  red  neon,  and  entwined  about  with  a  green 
neon  serpent.  The  physician's  name  was  under- 
neath in  modest  six-inch  letters.  Many  physicians 
have  their  offices  in  brilliant  white  stucco  buildings 
in  the  modern  architectural  style.  Numerous  clin- 
ics were  seen  on  this  street  and  elsewhere  in  Holly- 
wood, each  affiliated  doctor's  name  and  branch  of 
the  profession  being  indicated  in  a  manner  that  left 
little  to  the  imagination.  It  was  not  learned  wheth- 
er or  not  these  members  of  the  profession  are  in 
good  standing  with  their  county  medical  society. 
From  the  widespread  prevalence  of  such  methods 
of  self-announcement  one  would  suspect  that  these 
tactics  must  be  condoned  to  some  extent  by  the 
ruling  powers. 

California  has  long  been  noted  as  a  land  ripe  for 
the  harvest  so  far  as  cults  are  concerned.  Fortune 
tellers,  chiropractors,  religious  healing  cults  and 
affiliated  groups  flourish.  On  little  Olvera  Street, 
a  remnant  of  old  Mexico  in  Los  Angeles,  every 
other  door  boasts  a  fortune  teller,  most  of  whom 
advertise  themselves  as  favorites  of  the  stars. 
Aimee  Semple  McPherson  and  her  white-robed  fol- 
lowers perform  before  packed  houses,  and  chiro- 
practors drive  Rolls  Royces.  It  is  a  land  in  which 
almost  anything  may  happen,  and  almost  every- 
thing does. 

Returning,  a  stop-over  was  taken  in  Albuquerque, 
New  Mexico,  another  medical  haven.  Here  liter- 
ally thousands  have  flocked  to  find  healing  for 
chronic  ailments  of  various  sorts,  principally  tuber- 
culosis. Many  have  stayed  there  to  recover  and 
have  never  had  the  inclination  to  return.  The 
keeper  of  a  trading  post  at  Iselata,  a  little  native 
Indian  village  twelve  miles  from  Albuquerque,  is 
Pennsylvania  Dutch,  and  hasn't  been  back  to  his 
native  State  in  fifteen  years.  He  brought  his  wife 
out  to  recuperate  from  tuberculosis  many  years  ago. 
She  found  her  health,  and  both  of  them  are  happy 
now  never  to  return. 

The  Indians  in  Iselata,  as  in  many  other  such 
villages,  live  very  much  as  their  ancestors  did  gen- 
erations ago.  Their  homes  are  adobe,  and  bril- 
liantly white  in  the  glaring  sunlight.  The  children 
wander  the  streets  and  accost  every  traveler,  asking 
for  pennies  and  nickels.  A  camera  has  to  be  used 
with  discretion.  Many  visitors  have  come  to  grief 
through  taking  pictures  without  permission.  Such 
permission  can  usually  be  obtained  at  the  price  of 
a  dime  or  a  quarter.  The  natives  don't  object  to 
being  photographed,  their  objection  comes  through 
not  being  remunerated.  There  is  a  government 
hospital  in  Albuquerque  to  which  the  Indians  are 
taken  when  hospitalization  is  indicated.  The  Med- 
icine Man  still  retains  his  prestige  in  the  tribe,  but 
he  is  no  longer  permitted  to  treat  appendicitis  with 
his  vegetable  concoctions. 


On  Being  Ourselves 

(Pies.  Address.  Illinois  Med.  Soc.  W.  D.  Chapman,  Silvis, 

III.    Med.   J  I.,  June,   1931) 

Loss  of  faith  in  our  profession  would  be  calamity  for  our 
public  because  there  is  no  adequate  substitute.  We  would 
do  well  to  know  that  never,  until  we  speak  as  a  unit,  will 
we  be  able  to  exert  maximum  influence  upon  social  foolish- 
ments  which  seem  at  a  given  moment  to  possess  an  economic 
use.  With  such  a  voice,  maintained  upon  orderly  discipline, 
we  would  see  fading  of  efforts  at  the  practice  of  medicine 
by  politicians,  mathematicians,  feminists,  pacifists,  commun- 
ists, biologists,  economists,  manufacturers  and  insurance 
companies. 

The  age  of  over-specialization  is  passed.  When  we  buy 
automobile  tires  at  gasoline  filling  stations  and  automobiles 
from  men  who  sell  radios  and  we  are  shaved  by  insurance 
salesmen  and  we  see  lawyers  doing  a  little  real  estate  broker- 
age; we  know  that  we  have  encountered  a  trend  and  that 
not  all  of  the  sixty  per  cent,  of  recent  medical  graduates 
who  have  claimed  specialties  will  continue  the  claim. 

That  is  wholesome  and  is  for  the  good  of  society  in  both 
an  economic  and  a  physiologic  way.  The  general  practi- 
tioner again  is  recommending  the  services  of  specialists  to 
his  patients  in  his  own  discretion.  The  self-diagnosis  which 
led  patients  to  choose  their  own  specialists  is  not  the  trend 
of  today  to  the  degree  that  it  was  ten  years  ago. 

Best  usefulness  lies  in  accurate  differentiation  between 
the  desirable  and  the  feasible;  the  ideal  and  the  practical. 
The  keener  our  realizations,  the  fewer  will  be  our  disap- 
pointments. 


RADIOLOGY 


Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


The  Acute  Abdominal  Conditions: 
Roentgenologic  Aspects 

Hardly  an  emergency  in  the  field  of  medicine 
is  more  alarming  to  the  patient,  to  the  family,  and 
to  the  physician  than  an  acute  abdominal  catas- 
trophe. It  is  almost  invariably  characterized  by  a 
sudden  and  violent  onset,  and  there  is  probably  no 
emergency  which  requires  more  skill  in  differential 
diagnosis. 

Good  judgment  in  the  care  of  these  patients  does 
not  permit  laborious  and  time-consuming  diagnos- 
tic procedures,  and  the  physician  who  here  prac- 
tices watchful  waiting  soon  learns  that  the  mortal- 
ity rate  increases  in  direct  proportion  to  his  con- 
servatism. 

In  an  effort  to  arrive  at  an  early,  correct  diagno- 
sis, the  attending  physician  frequently  requests  the 
help  of  his  radiological  consultant.  In  many  in- 
stances the  radiologist  is  able  to  make  a  positive 
diagnosis.  In  many  others,  though  a  positive  opin- 
ion cannot  be  given,  he  can  render  valuable  aid 
by  the  exclusion  of  certain  conditions,  thereby  per- 
mitting attention  to  be  focused  on  other  possibili- 
ties. 

In  any  acute  abdominal  condition  one  usually 
must,  in  about  the  following  order,  differentiate 
between:    acute    appendicitis,    acute    cholecystitis, 


SOUTHERN  MEDICINE  AND  SURGERY 


July,  1937 


perforated  peptic  ulcer,  acute  intestinal  obstruction 
from  any  cause,  ruptured  ectopic  pregnancy,  ova- 
rian cyst  with  twisted  pedicle,  acute  pancreatitis, 
mesenteric  thrombosis,  and  dissecting  aneurysm  of 
the  abdominal  aorta.  It  must  be  remembered  also 
that  pneumonia  and  pleurisy  may  produce  pain  re- 
ferred only  to  the  abdomen.  With  such  an  array 
of  pathological  entities  possible  it  is  not  surprising 
that  a  correct  differential  diagnosis  often  taxes  the 
ingenuity  of  the  most  skilled  diagnostician,  and 
compels  him  to  employ  every  procedure  that  may 
be  of  aid. 

It  is  unfortunate  that  the  usual  roentgen  proce- 
dures employed  for  the  diagnosis  of  gastrointestinal 
and  gallbladder  diseases  are  not  only  too  time-con- 
suming in  such  emergencies,  but  are  usually  contra- 
indicated.  However,  there  are  certain  roentgenolo- 
gic studies  which  have  a  very  definite  value  and 
these  should  be  a  part  of  the  examination  in  every 
obscure  abdominal  emergency.  These  examinations 
must  be  carefully  conducted  and  their  value  de- 
pends entirely  on  the  experience  of  the  examiner, 
but  to  omit  them  in  difficult  cases,  when  they  are 
obtainable,  is  comparable  to  neglecting  to  palpate 
the  abdomen. 

Roentgen  examination  in  these  cases  should  al- 
ways include  a  film  of  the  chest  and  diaphragm 
with  the  patient  in  the  erect  posture  if  possible. 
If  it  is  unwise  for  the  patient  to  assume  this  posi- 
tion the  film  may  be  made  while  the  patient  is 
lying  with  the  left  side  down.  In  these  positions 
any  gas  present  in  the  peritoneal  cavity  will  usually 
gravitate  beneath  the  dome  of  the  right  diaphragm 
and  be  clearly  visible  between  it  and  the  liver. 
Such  a  finding  immediately  establishes  a  positive 
diagnosis  of  a  perforated  hollow  viscus,  and  de- 
mands immediate  operation.  It  is  important,  how- 
ever, to  remember  that  the  absence  of  air  beneath 
the  diaphragm  does  not  exclude  such  a  perforation. 
Some  articles  on  the  subject  would  lead  one  to 
believe  that  the  absence  of  air  as  positively  ex- 
cludes, as  does  its  presence  establish,  such  a  diag- 
nosis— a  very  erroneous  teaching.  One's  clinical 
impression  of  a  perforation  in  the  gastrointestinal 
tract  must  never  be  set  aside  casually  because  no 
air  is  seen  beneath  the  diaphragm.  It  is  far  better 
to  omit  the  study  altogether  than  to  believe  a  neg- 
ative examination  infallible. 

By  a  roentgen  study  of  the  chest  one  should  be 
able  to  exclude  pneumonia  and  pleurisy  as  a  cause 
of  the  abdominal  symptoms,  and  the  level  of  the 
diaphragm  will  suggest  whether  or  not  there  is 
serious  disease  in  the  abdomen,  for  this  structure 
is  practically  always  elevated  as  a  protective  mech- 
anism when  an  abdominal  viscus  is  grossly  dis- 
eased. 

Subphrenic  abscess,  frequently  a  difficult  diagno- 


sis to  make  clinically,  is  often  easily  diagnosed  with 
the  aid  of  roentgenoscopic  and  roentgenographic 
procedures.  Limitation  of  motion  of  the  diaphragm 
on  one  side,  with  elevation  often  more  pronounced 
anteriorly  or  posteriorly  as  seen  in  the  lateral  view, 
with  inlfiltration  in  the  lung  immediately  above 
the  diaphragm  caused  by  lymphatic  extension  of 
the  infection,  and  a  corroborating  history — all  these 
constitute  almost  conclusive  evidence  of  sub- 
phrenic abscess.  The  additional  finding  of  an  air 
pocket  beneath  the  diaphragm  will  often  serve  to 
further  establish  the  diagnosis. 

Further  roentgenologic  studies  of  the  acutely 
affected  abdomen  should  include  anteroposterior 
and  posteroanterior  films  of  the  entire  cavity  and 
contents.  When  practicable,  pictures  should  also 
be  made  with  the  patient  in  the  upright  position. 
On  such  films  a  clinical  impression  of  acute  gall- 
bladder disease  is  confirmed  in  a  small  percentage 
of  cases  by  the  visualization  of  gallbladder  calculi. 
However,  since  these  stones  are  seen  on  plain  films 
in  only  a  small  percentage  of  cases,  cholecystograms 
following  the  administration  of  iodeikon  are  usually 
necessary  to  rule  out  disease  in  this  structure. 

The  large  majority  of  urinary  calculi  are  easily 
visualized  as  dense  shadows  on  plain  films  and  their 
presence  frequently  solves  an  otherwise  difficult 
problem,  though  further  urographic  studies  are 
practically  always  necessary  to  positively  prove 
such  shadows  to  be  in  the  urinary  tract.  However, 
the  presence  of  stones,  with  the  findings  on  urinaly- 
sis and  clinical  examination,  will  often  prevent  an 
unnecessary  laparotomy;  but  it  is  wise  to  bear  it 
in  mind  that  such  a  patient  may  have  an  abdominal 
emergency  superimposed  on  a  quiescent,  but  path- 
ological, urinary  tract. 

When  intestinal  obstruction  is  present,  one  or 
more  gas-filled,  dilated  loops  of  intestine  are  seen 
on  the  abdominal  films.  These  usually  traverse  the 
abdomen  horizontally  and  parallel  to  each  other 
assuming  a  ladder-like  arrangement,  and  fluid  levels 
are  frequently  observed  if  the  patient  has  been 
studied  in  the  erect  posture.  It  is  often  difficult 
to  differentiate  between  a  mechanical  obstruction 
and  a  paralytic  ileus,  but  the  presence  of  only  one 
or  a  few  dilated  loops  of  intestine  suggests  mechan- 
ical obstruction,  for  paralytic  ileus  usually  causes  a 
dilatation  of  the  entire  intestinal  tract. 

Although  space  does  not  permit  a  detailed  de- 
scription of  all  the  possible  roentgen  findings  in 
the  acute  abdominal  emergencies,  the  more  frequent 
observations  and  important  examinations  have  been 
described.  These  for  obvious  reasons  fail  to  supply 
the  information  lacking  in  the  clinical  study  of 
many  of  these  cases,  but  many  obscure  acute  ab- 
dominal conditions  could  be  more  accurately  diag- 
nosed were  roentgen  studies  employed  more  often. 
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X-Rays  in   1896 
'X-ray-proof  underclothing" 


Following  this  discovery  for  many  months  the  newspapers 
were  full  of  items  of  interest  in  which  x-rays  were  the 
prominent  feature.  The  amount  of  ignorance  amongst 
these  writers — to  say  nothing  of  the  general  public — was 
colossal;  and  apparently  no  one  ever  stopped  to  think  or 
inquire  before   rushing  into   print. 

As  an  instance  of  this,  one  journal  published  a  seashore 
picture  in  which  a  bathing  machine  with  a  lady  inside  was 
shown,  and  outside  on  the  sands  was  an  x-ray  operator 
manipulating  a  piece  of  apparatus  like  a  huge  camera. 
Shortly  after  this  had  been  published,  with  others  of  a 
similar  description,  a  London  firm  advertised  the  "sale  of 
x-ray  proof  underclothing  for  ladies."  This  is  not  a  joke, 
but  an  absolute  fact. 


CLINICAL  PSYCHIATRY 

Claude  A.  Boseman,  M.D.,  Editor,  Pinebluff,  N.  C. 


Therapy  for  Manic  Patients 
Therapeutic  Measures  used  in  the  manic  type 
of  psychoses  differ  from  those  used  in  the  treatment 
of  psychoses  in  general.  Due  to  the  marked  pressure 
of  activity,  the  accelerated  mentation  and  the  ela- 
tion, manic  patients  have  to  be  curbed  somewhat  in 
their  self-expression.  This  differs  rather  markedly 
from  the  treatment  of  the  schizophrenias,  because 
in  this  type  of  psychosis  it  is  necessary  to  encourage 
the  patient  to  engage  in  some  activity  and  often  it 
is  very  difficult  to  get  him  to  do  so.  The  manic 
patient  will  do  anything  and  everything,  keeping 
himself  busy  from  morning  until  night,  often  being 
reluctant  even  to  eat  and  sleep. 

One  of  the  most  beneficial  measures  used  for 
manic  patients  is  hydrotherapy.  Even  where  seda- 
tives fail,  hydrotherapy  often  induces  relaxation, 
quietness,  and  even  sleep.  Of  the  various  forms  of 
hydrotherapy,  certainly  the  most  used  is  the  cold, 
wet,  sedative  pack.  When  the  patient  once  learns 
that  this  is  not  a  form  of  punishment,  but  a  method 
of  treatment  that  will  enable  him  to  relax  and 
possibly  to  go  to  sleep,  he  generally  cooperates  well, 
and  the  pack  has  the  desired  effect.  Various  forms 
of  packs  are  used  with  various  elaborations  of  prepa- 
ration, but  a  simple  pack  made  of  a  wet  sheet 
wrapped  around  the  patient's  body  and  a  blanket 
wrapped  around  this  is  as  beneficial  as  any.  The 
patient  sweats  profusely  and  towards  the  end  of  the 
treatment  becomes  very  warm.  A  cold,  wet  towel 
should  be  placed  on  the  patient's  head  and  dipped 
in  cold  water  throughout  the  treatment. 

The  other  useful  form  of  hydrotherapy  is  the 
continuous  bath.  Patients  can  be  kept  in  this  for 
hours,  even  for  days  and  fed  by  the  nurse  in  the 
bath.  This  is  nothing  more  than  a  hammock 
suspended  in  a  large  bathtub,  which  is  kept  nearly 
full  of  flowing  water  at  about  body  temperature.  A 


strong  canvas  sheet  above  the  patient  prevents  him 
from  getting  out  of  the  tub  while  allowing  certain 
limited  movements.  Nearly  always,  patients  in  the 
continuous  tub  go  to  sleep  after  they  have  become 
accustomed  to  the  treatment. 

Activity,  of  course,  should  be  allowed  the  patient 
if  possible.  If  at  all  possible,  the  patient  should  have 
a  special  nurse  or  an  attendent,  sympathetic,  kind 
and  understanding,  who  devotes  his  attention  entire- 
ly to  the  patient.  With  a  nurse  or  an  attendant  of 
this  sort,  it  is  possible  for  the  patient  to  remain 
outdoors  most  of  the  day,  to  walk,  play  games,  or 
engage  in  any  form  of  activity  with  only  his  attend- 
ant. This  allows  patients  to  work  off  a  certain 
amount  of  energy  and  to  rest  better  at  night.  Prob- 
ably nothing  is  quite  so  beneficial  as  roaming  in  the 
woods,  where  the  patient  can  walk  as  rapidly  as  he 
likes  and  busy  himself  gathering  plants  or  trie"  "like 
and  where  he  feels  that  it  is  not  necessary  to  hold 
himself  in  check.  Patients  allowed  sufficient  activity 
outdoors  are  generally  much  more  agreeable  when 
inside  and  less  given  to  outbursts  of  anger.  One 
patient  with  whom  I  was  acquainted  spent  months 
gathering  wild  flowers  of  all  sorts,  and  when  he  had 
recovered  from  his  attack  had  quite  a  large  collec- 
tion of  all  the  wild  plant  life  found  in  the  Sandhills. 
Another  was  quite  fond  of  swimming  and  spent 
much  time  during  the  summer  months  swimming 
with  his  special  attendant.  This  patient  did  con- 
siderable walking,  tennis  playing  and  gardening  also. 

Any  kind  of  work  connected  with  the  soil  seems 
to  have  a  beneficial  effect,  and  gardening  is  one  of 
the  most  useful  forms  of  occupational  therapy. 
Digging  in  the  soil  allows  the  patient  .opportunity 
to  express  something  of  his  push  of  activity.  At  the 
same  time,  if  he  is  planting  a  garden,  working  a 
garden,  or  merely  assisting  someone  else,  he  feels 
that  he  is  doing  something  useful.  If  the  patient  is 
quite  excited,  he  can  be  allowed  merely  to  dig  holes 
in  the  ground  one  day  and  fill  them  up  the  next.  He 
probably  would  soon  advance  to  a  more  useful  form 
of  occupation. 

Often  sleeping  is  almost  impossible  for  the  patient 
and  large  doses  of  sedatives  must  be  given,  various 
and  sundry  ones  being  tried  before  one  is  found 
which  enables  that  particular  patient  to  sleep.  One 
drug  works  well  in  one  case,  and  another  in  another. 
If  sleep  is  not  induced  by  some  means,  exhaustion 
and  even  death  will  follow. 

The  main  thing  is  to  allow  the  patient  some  form 
of  expression  for  his  overactivity  and  pressure  of 
ideas  and  to  enable  him  to  relax  and  sleep  a  suffici- 
ent amount.  The  duration  of  an  attack,  however, 
seems  to  have  little  to  do  with  the  form  of  therapy 
used.  Some  patients  recover  without  any  therapy, 
others  do  not  recover  though  all  forms  of  therapy 
are  used.  The  duration  of  an  attack  is  a  very 
individual    thing,    depending    apparently    on    what 
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unconscious  factors  are  at  work  in  the  patient. 

After  the  acute  phase  is  over,  and  the  patient  has 
returned  to  normal,  it  is  important  that  he  be  given 
several  months  of  psychotherapy  in  order  to  enable 
him  to  arrive  at  some  understanding  of  his  mental 
and  emotional  difficulties  and  to  avoid,  if  possible, 
a  future  attack.  Manic  attacks  do  have  a  tendency 
to  recur,  even  with  prolonged  psychotherapy;  they 
are  almost  inevitable  unless  the  patient  is  able  to 
see  his  difficulties,  face  them  and  resolve  them  in 
one  way  or  another.  This  form  of  treatment  is  gen- 
erally the  most  difficult  for  the  relatives  to  under- 
stand. To  them  the  patient  appears  well,  hence  they 
are  unable  to  understand  why  he  should  continue  in 
a  hospital  longer  and  why  any  sort  of  treatment  is 
necessary.  The  manic-depressive  psychosis  is  the 
patient's  method  of  fleeing  from  painful  reality  and 
that  this  escape  is  unconscious  does  not  render  it 
any  less  real.  If  the  patient  can  once  understand 
from  what  he  is  trying  to  escape  he  is  much  more 
apt  to  cease  to  use  this  mental  mechanism.  Escape 
from  reality  by  means  of  drugs  or  alcohol,  or  a 
psychosis,  offers  a  solution  which  is  worse  than  the 
reality  from  which  the  patient  is  attempting  to 
escape.  If  this  is  understood  by  the  patient,  he  is 
often  enabled  to  deal  with  reality  as  it  is  or  to  find 
a  better  solution  than  an  escape  into  a  psychosis. 


HOSPITALS 

R.  B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


The  Hospital  Dressing  Cart 
The  expression  "shake,  rattle  and  roll"  was  used 
to  represent  the  old  T  model  Ford  but  it  should  have 
been  used  years  before  to  represent  that  piece  of 
equipment  in  the  hospital  known  as  the  dressing 
cart.  Xo  doubt  this  piece  of  equipment  is  used  more 
often  than  any  single  one  in  the  hospital  and  yet 
there  is  the  least  thought  about  it.  Everyone  from 
the  pupil  nurse  to  the  senior  surgeon  uses  and  abuses 
ihe  dressing  cart  and  its  contents,  and  still  it  is  next 
to  impossible  to  find  anyone  in  the  hospital  who  will 
assume  the  responsibility  of  keeping  it  in  proper 
condition. 

The  dressing  cart  should  be  carefully  inspected 
at  least  twice  every  day  by  the  supervisor  of  the 
floor.  Cotton  sponges,  small  and  large  pieces  of 
gauze  and  pads  should  be  kept  on  the  cart.  Forceps, 
scissors,  probes  and  syringes  should  be  wrapped  in 
a  sterile  towel  in  sets  so  that  the  opening  of  one 
set  will  provide  practically  all  of  the  things  needed 
to  do  nine-tenths  of  the  dressings. 

Roller  bandages  and  adhesive  are  as  necessary  as 
are  any  of  the  other  supplies.  Bandage  scissors 
should  be  chained  to  the  dressing  cart,  and  the  death 
penalty  imposed  upon  any  nurse  who  removes  the 


last  set  of  instruments  or  package  of  gauze  without 
making  up  the  deficit  when  she  returns  the  cart  to 
its  proper  location.  Even  a  Scotland  Yard  detective 
can  not  locate  the  last  nurse  who  used  the  dressing 
cart  if  the  supplies  are  out  and  the  instruments  are 
all  dirty.  I  can  now  understand  my  mother's  custom 
of  whipping  both  children  who  got  in  an  argument 
because  she  could  not  find  out  which  one  was  most 
at  fault. 

Dressing  cart  drugs  and  solutions  should  all  be 
kept  in  bottles  with  glass  stoppers  and  with  the 
names  printed  on  the  bottle  stoppers  in  large 
letters.  Many  times  any  red  solution  at  a  glance  will 
be  taken  to  be  mercurochrome,  although  it  may  bz 
merthiolate  or  some  other  reddish  medicine.  These 
bottles  should  be  arranged  in  a  rack  so  that  they 
can  not  touch  one  another  and  produce  a  noise  when 
the  cart  is  rolled  down  the  hall. 

The  hospital  management  comes  in  for  consider- 
able criticism  for  not  replacing  the  antique  dressing 
cart.  Almost  without  an  exception  this  will  be 
found  to  be  the  oldest,  the  noisiest  and  the  most 
dilapidated  piece  of  equipment  in  the  whole  hospital. 
The  rubber  tires  have  worn  out,  the  ball  bearings 
have  lost  out,  the  screws  have  shaken  out;  the 
darned  old  thing  has  worn  out.  Still  the  trustees  will 
talk  about  new  lights,  new  dishes,  new  wards,  new 
operating  room  tables  and  every  other  piece  of 
equipment  under  the  sun  and  never  think  about  the 
shake,  rattle  and  roll  cart. 

The  writer  wishes  to  urge  upon  salesmen  for  the 
hospital  supply  companies  that  when  visiting  the 
hospitals  of  the  country  they  will  insist  upon  selling 
the  hospitals  noiseless,  easily  operated,  durable  and 
anti-rattle  dressing  carts. 
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Acute  Abdominal  Disease 

(C.    F.   Dixon,  Rochester,   Minn.,   in  Jl.    Kansas   Med.   Soc, 
June) 

It  has  been  sairl  that  most  of  the  deaths  following 
removal  of  appendices  are  due  to  the  fact  that  so  many 
inexperienced  men  are  operating.  I  think  this  is  partly  the 
answer.  Another  reason  is  that  the  condition  present  often 
is  not  appendicitis.  The  symptoms  may  be  referable  to  a 
type  of  enteritis  which  is  frequently  erroneously  diagnosed 
as  appendicitis.  In  such  cases  the  mistake  is  discovered 
when  the  peritoneum  is  opened.  There  is  marked  reddening 
and  congestion  of  all  the  parietal  peritoneum,  the  small 
intestine  and  the  colon.  Since  the  surgeon  is  chagrined  at 
finding  only  a  shriveled  appendix  in  such  cases,  a  careful 
abdominal  exploration  may  be  carried  out,  which  will  pro- 
duce sufficient  trauma  to  cause  the  acute  infectious  process 
in  the  intestinal  tract  to  become  generalized  and  a  periton- 
itis may  be  precipitated. 

In  cases  in  which,  according  to  the  history  and  physical 
findings  the  appendix  perforated  only  a  few  hours  before 
admission  to  the  hospital,  rigidity  of  the  abdominal  muscles 
is  such  that  one  frequently  suspects  a  perforated  peptic 
ulcer,  and  the  diagnosis  of  perforated  appendix  is  made,  a 
right-rectus  or  a  McBurney  incision  is  in  order,  then  2 
cigarette  drains — one  upward  toward  Morrison's  pouch,  the 
other    into    the    pelvis — and    no    exploring   whatever.    Pain 
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ceases  soon  after  drainage  is  established,  and  with  drains 
properly  placed  there  is  free  discharge  of  pus  for  several 
days;  drains  may  be  gently  loosened  and  shortened  the 
?th  and  usually  removed  on  the  12th  postoperative  day. 

Another  type  of  perforated  appendix:  A  typical  attack 
has  occurred  and  the  pain  localized  in  the  right  lower 
quadrant.  A  few  hours  (6  to  S)  before  admission  the  pain 
ceased  suddenly,  muscle  spasm  is  confined  almost  entirely 
to  the  rt.  1.  quadrant.  All  nature's  efforts  are  being  mobil- 
ized to  make  the  process  a  local  one.  The  risk  is  much 
higher  if  operation  is  performed  immediately  than  it  is  if 
medical  management  is  instituted  and  the  operation  is 
carried  out  later.  I  usually  urge  such  a  patient  to  return  for 
appendectomy  in  2  or  3  months.  Sufficient  time  has  not 
elapsed  to  say  positively  that  an  anaerobic  serum  originally 
suggested  by  Weinberg,  of  the  Pasteur  Institute,  is  of  great 
value ;  but  Priestley  and  I  have  employed  it  in  a  large 
number  of  cases  and  we  feel  that  it  unquestionably  is  worth 
while. 

s.  M.  &  s. 

PEDIATRICS 

G.  W.  Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


Notes  on  Common  Skin  Diseases  in  Childhood 
From  Recent  Meeting  of  the  A.  A.  P. 

This  section  meeting  was  conducted  by  Dr.  A.  B. 
Cannon  and  his  associates.  In  the  treatment  of 
ringworm,  2-per  cent,  alcoholic  solution  of  gentian 
violet  works  best,  although  it  stings  and  stains. 
An  aqueous  solution  of  the  same  strength  will  not 
sting  but  the  alcohol  is  advantageous.  For  the  face. 
4-per  cent,  sulphur  in  Lassar's  paste  is  advised  for 
four  to  five  days  only.  Ringworm  of  the  scalp  is 
always  difficult  to  diagnose  early.  It  begins  as  a 
papule.  The  only  satisfactory  treatment  includes 
removal  of  the  hair.  X-ray  for  this  purpose  is  not 
necessary  if  the  parents  will  be  patient  and  persist- 
ent in  treatment.  Thoroughly  wash  the  scalp  with 
soap  and  water  for  several  days  and  then  apply  10- 
per  cent,  salicylic  acid  in  olive  oil  twice  a  day  for 
ten  days;  then  apply  2-per  cent,  in  10-per  cent, 
sulphur  ointment  twice  a  day  until  cured.  A  scalp 
cap  should  be  worn  to  avoid  spread  of  the  infec- 
tion by  scratching.  As  each  new  hair  appears  it 
should  be  pulled  out  promptly.  This  plan  of  treat- 
ment may  take  from  two  to  six  months,  but  even 
then  it  is  better  than  x-ray  epilation. 

Ringworm  of  the  feet,  hands  and  finger  nails  was 
fully  discussed.  Many  of  the  troublesome  infec- 
tions about  the  finger  and  toe  nails  is  actually  the 
so-called  athlete's  foot  infection.  Apply  tincture 
iodine  in  the  morning  and  Whitfield's  ointment  in 
the  evening.  Scrape  the  nails.  In  treating  such 
infections  of  the  feet,  have  the  patient  wear  white 
socks  under  the  regular  socks.  The  shoes  should 
be  put  out  in  the  sunshine  on  alternate  days.  Bathe 
the  feet  in  hot  water  and  apply  full  strength  Whit- 
field's ointment  each  evening.  If  only  the  vesicle 
stage  has  appeared,  use  3-per  cent,  gentian  violet 
solution  night  and  morning. 


Practically  all  the  failures  in  the  treatment  of 
impetigo  by  ammoniated  mercury  were  attributed 
to  the  use  of  too  weak  a  concentration  of  the  drug. 
In  all  cases  10-per  cent,  strength  should  be  used, 
the  crusts  being  first  be  removed.  A  solution  of  a 
tablespoonful  each  of  soda  and  of  boric  acid  to  a 
gallon  of  water  is  advised  for  this  purpose.  It  is 
applied  as  a  compress  and  when  loose  the  crusts 
are  removed.  Gentian  violet  was  also  advised  in 
2-per  cent,  solution  here.  Do  not  use  iodine  and 
mercury  together.  Do  not  bandage  mercury-treated 
areas.  Apply  the  ammoniated  mercury  ointment 
five  to  seven  times  daily.  In  the  treatment  of  the 
disease  in  the  newborn,  the  commercial  antiseptic 
oil  is  strongly  decried.  Autocalved  (daily)  olive 
oil  is  advised  instead,  following  a  daily  bath  with 
soap  and  water.  Prompt  and  strict  isolation  of  all 
suspected  cases  was  urged  to  avoid  epidemics. 

For  the  pustlar  form  of  acne,  x-ray  treatment 
as  well  as  erythematous  doses  of  alpine  light.  For 
the  ordinary  form  of  acne  the  following  prescrip- 
tions applied  on  alternate  nights:  Zinc,  sulph. — 
nz.  1 ;  Kalii  sulphuret — oz.  1 ;  Aq.  rosae — qs.  oz. 
8;  the  next  night  apply  Ung.  aq.  fort,  and  Ung. 
aq.  rosae,  equal  parts.  The  blackheads  may  be 
gently  squeezed  out.  In  children  many  cases  of 
Hcne  of  the  face  arise  from  an  infected  scalp,  the 
following  ointment  should  be  applied  nightly  to 
'he  scalp  if  the  case  is  seen  early:  Ac.  salic. — gr.  10, 
Sulph.  praecip. — gr.  30,  Petrolatum — oz.  1. 

Dandruff  requires  a  daily  shampoo  with  tar  soap 
and  water.  Six  hours  before  shampooing  apply  the 
preceding  ointment.  Following  the  shampoo  apply 
well  the  following  solution: 

Pilocarp  hydch.  0.25 

t,iq.  ammon.  4.00 

Spts.  aeth. 

Sots,  lavendulae  aa  26.00 

Alcohol  90%  qs  240.00 

An  urticarial  punctate  lesion  on  the  penis  or  on 
the  nipple  region  of  a  nursing  mother  is  practically 
always  scabies.  The  old  standard  treatment  of  4- 
per  cent,  sulphuric  ointment  nightly  for  four  nights 
and  then  a  hot  bath  and  a  complete  change  of 
clothing  still  seems  best.  The  24-  to  48-hour  treat- 
ments have  not  been  found  efficacious. 

Early  after  the  appearance  of  a  keloid,  the  use 
of  x-ray  is  almost  specific.  Port-wine  stains  may 
be  removed  by  the  persistent  use  of  blistering  doses 
of  alpine  light.  Many  treatments  may  be  required 
to  achieve  a  cure.  All  nevi  can  be  treated  success- 
fully by  a  single  application  of  C02  snow  for  one 
minute. 

s.  M   &  b. — 

Peoiatric  Fallacies 

(C.    C.    Rudolph,    St.    Petersburg-,    in    Jl.    Fla.    Med.    Assn., 

June) 

Worms  do  at  times  cause  damage.  One  time-honored 
symptom  is  of  some  value — anal  itching.     This  should   be 
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verified  by  stool  examination  or  seeing  the  parasite;  the 
patient  should  be  vigorously  treated  with  the  specific  drug, 
and  then  examine  after  an  interval  of  time. 

One  bowel  movement  produced  through  natural  effort  is 
worth  a  great  deal  more  than  any  number  otherwise, 
and  if  left  alone  the  majority  of  infants  will  regulate  this 
feature  for  themselves.  The  most  frequently  overlooked 
cause  is  tight  anal  sphincter.  Insertion  of  the  little  finger 
lubricated  daily  for  a  week,  then  the  next  finger  for  a  week 
and  so  on  up  to  the  index  finger,  will  usually  cure.  For 
"billy  goat"  stools  increase  the  fluid  intake. 

Colic:  Underfeeding,  over-feeding  or  poor  feeding  has 
little  to  do  with  it,  the  baby  with  colic  will  suck  on  any- 
thing, no  matter  how  full  he  may  be.  Change  from  moth- 
er's milk  or  from  cow's  milk  to  goat's  milk  will  often 
prove  beneficial.  The  2  drugs  of  most  value  are  phenobar- 
bital  and  atropine. 

Castor  oil  produces  griping  that  nearly  always  results  in 
2  or  3  hours  of  crying  and  then  leaves  him  more  consti- 
pated than  before. 

Throat  swabbing  is  a  bad  procedure  in  my  opinion. 
Throat  infection  is  never  a  mere  surface  manifestation  but 
extends  deep.  Swabbing  touches  nothing  but  the  surface, 
analogous  to  my  mind  to  wiping  mercurochrome  over  a 
furuncle. 

I  allow  these  patients  to  eat  anything  they  desire  and, 
when  the  appetite  is  very  poor,  as  it  usually  is,  insist  on 
lump  sugar,  stick  candy  or  lollipops  in  the  belief  that  these 
simple,  sugars  are  easily  assimilated  and  prevent  the  exhaus- 
tion of  glycogen  reserves.  I  have  seen  any  number  of 
children  under  1  year  of  age  fed  pie,  cake  and  other  of  the 
so-called  indigestibles,  who  not  only  survived  but  prospered. 
I  have  seen  babies  of  6  months  fed  satisfactorily  without 
the  aid  of  milk.  I  have  seen  them  refuse  vegetables  in 
every  form  and  grow  fat  without  either  avitaminosis  or 
constipation. 

Aside  from  vitamin  D,  about  which  incidentally  there  is 
a  great  deal  left  to  be  learned,  we  would  have  to  employ 
an  expert  to  avoid  them  in  the  average  American  diet. 

The  foremost  rule  to  be  observed  in  the  infant  dietary  is 
the  use  of  food  free  as  far  as  possible  from  bacterial  involve- 
ment and  where  this  production  is  uncertain,  the  steriliza- 
tion of  all  foods  amenable  to  this  process.  The  child's  own 
wants  should  be  regarded  and  the  stuffing  attempts  on  the 
part  of  the  mother  to  bring  his  weight  up  to  that  of  the 
neighbor's  baby  or  the  weight  charts  must  be  discounte- 
nanced. If  the  child  will  not  touch  vegetables,  will  like 
fruits,  skip  the  vegetables  entirely. 


PUBLIC  HEALTH 

N.  Thomas  Ennett,  M.D.,  Health  Officer,  Greenville,  N.  C, 
Editor 


The  Private  Physician  and  Public  School 

Health  Work 
As  one  long  interested  in  school  health  work  we 
read  the  following  report  with  more  than  ordinary 
interest.  Perhaps  you  will  also  be  interested. 

We  admit  that  we  are  somewhat  puzzled  as  to 
the  implications  in  this  report. 

"REPORT  OF  REFERENCE  COMMITTEE  OX 
HYGIENE  AND  PUBLIC  HEALTH* 
"Whereas,    The    family    physician    has    labored    for   these 
many    years   without    full    recognition    of   his   valuable   ser- 
vices; and 


Whereas,  The  various  school  sysems  of  the  United  States 
depend  on  the  family  doctor  for  the  prevention  and  diag- 
nosis of  disease  and  the  protection  of  the  public;  therefore 
be  it 

Resolved,  That  the  school  boards  and  authorities  in 
charge  of  the  school  systems  all  over  our  country  be  re- 
spectively requested  to  enter  and  file  on  the  index  card  of 
e\  ery  school  child  the  name  and  address  of  the  chosen 
family  doctor;  and  be  it  further 

Resolved,  That  the  designated  family  doctor,  together 
with  the  parents  or  guardians  of  the  child,  be  informed  by 
the  proper  school  authorities  of  any  accident  or  illness  that 
may  befall  the  child  in  the  schools  of  this  country ;  and  be 
it  further 

Resolved,  That  it  be  recommended  that  all  records  of 
health  examinations  accompany  the  scholastic  record  of  the 
child  as  he  passes  from  grade  to  grade;  and  be  it  further 

Resolved,  That  the  provisions  of  these  resolutions  be 
brought  to  the  attention  of  the  secretary  of  each  state 
medical  association  and  that  he,  in  turn,  inform  the  secre- 
tary of  each  county  medical  society. 

J.    Q.    Graves,    Chairman. 
L.  B.  Bates 
W.  F.  Draper 
Meredith  Mallory 
G.  Henry  Mundt." 
The  two  points  which  arrested  our  attention,  par- 
ticularly,   are:    first,    that    the    school    authorities 
"enter  and  file  on  the  index  card  of  every  school 
child  the  name  and  address  of  the  chosen  family 
doctor";  second,  "that  the  designated  family  doctor 
be  informed  by  the  proper  school  authorities  of  any 
accident  or  illness  that  may  befall  the  child  in  the 
schools  in  this  country." 

It  would  appear  to  the  writer  that  this  committee 
is  preparing  to  meet  certain  probable  changes, 
brought  about  by  the  Social  Security  Act,  in  the 
time  honored  patient-doctor  relationship.  In  our 
opinion,  just  what  these  changes  may  be,  only  time 
can  reveal.  Prophecy  can  be  discounted  before  it  is 
made.  But  organized  medicine  may  well  be  on  the 
alert. 

S.    M.    &   6. 

Lead  Poisoning 
(Symposium  in   International   Med.  Digest,  June) 

Probably  70%  of  cases  occur  between  the  ages  of  1  and 
3  years. 

Encephalitis  is  more  frequent  in  children  than  in  adults. 
Symptoms  may  be  absent  at  the  time  of  ingestion,  and 
appear  as  long  as  2  years  after  the  source  has  been  re- 
moved; in  adults  as  long  as  8  years. 

Some  of  the  sources:  leap  nipples,  lead  nipple-shields, 
water  containing  small  amounts  of  lead  from  the  plumbing 
system,  fruit  sprayed  with  lead-containing  insecticides,  fumes 
from  storage  battery  casings,  toys  coated  with  lead  paints, 
baby  furniture  and  other  furniture  which  has  been  painted, 
woodwork,  and  lead-containing  powders. 


-s.  M.  &  s.- 


M.  A.   M.   A..  June  26th,   W37,  pg.  2216. 


Impetigo  Contagiosa 
(H.  A.  Dunaway,  in  Jl.  Mo.  State  Med.  Assn.,  Feb.) 
Hollander  applied  metaphen  1:500  in  flexible  collodion 
to  the  decrusted  areas,  several  layers  thick,  the  readily 
removable  layers  being  removed  with  tissue  forceps  after 
24  hours,  the  application  repeated  and  the  whole  procedure 
repeated  on  the  3rd  day.  On  the  4th  day  the  collodion  is 
beginning    to    curl    on    the    edges   and    the   entire   mass   is 
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removed  with  the  crusts.  If  the  underlying  skin  is  dry  it  is 
lightly  anointed  with  2%  ammoniated  mercury;  if  still 
moist  the  metaphen-col.  mixture  is  again  applied  for  a 
3-day  period.  In  234  cases  reported  success  in  SS%  of  the 
cases  after  an  average  of  S  davs. 


SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


Tetanus  from  Puncture  Wounds 
Because  the  tetanus  bacillus  is  normally  found 
in  the  colon  of  the  horse  and  other  domestic  animals, 
soil  fertilized  with  stable  manure  and  dirt  about 
stables  are  highly  contaminated  with  tetanus  spores. 
The  replacement  of  the  horse  by  the  motor  car  on 
the  highway  has  reduced  the  incidence  of  tetanus 
in  the  human.  The  disease  would  be  more  common 
were  it  not  for  the  inability  of  the  organism  to  re- 
produce itself  except  under  anerobic  conditions. 
Tetanus  spores,  after  being  dormant  for  weeks  when 
implanted  deep  in  the  tissues  on  a  rusty  nail, 
develop  under  ideal  conditions,  for  the  air  is  exclud- 
ed as  the  tissues  fall  together  and  practically  seal 
the  wound  when  the  nail  is  removed.  An  incubation 
time  of  from  7  to  30  days  elapses  before  symptoms 
of  tetanus  appear. 

For  a  generation  the  treatment  of  puncture 
wounds  as  taught  by  medical  schools  and  practiced 
by  the  profession  has  been  wide  incision  and  de- 
bridement with  removal  of  devitalized  tissue  and 
the  exposure  of  the  entire  wound  to  the  air.  Strong 
antiseptics  have  but  little  effect  on  tetanus  spores 
and  should  not  be  used,  for  they  devitalize  tissue. 
A  prophylactic  dose  of  1500  units  of  tetanus  anti- 
toxin should  be  given  and  the  dose  repeated  in  a 
week  if  operative  work  about  the  wound  is  to  be 
done.  The  expense  is  small  and  danger  of  anaphy- 
laxis may  be  eliminated  by  desensitizing  the  patient. 
Urticaria  with  itching  may  appear  in  about  a  week. 
These,  however,  are  all  minor  objections  when 
human  life  is  at  stake.  The  efficacy  of  antitoxin  as 
a  prophylactic  was  definitely  proven  in  the  World 
War.  It  is  no  less  effective  in  civil  practice. 

Festerling  (Am.  J.  Surg.  April)  uses  drainage 
without  the  administration  of  antitoxin  in  the  treat- 
ment of  puncture  wounds.  He  has  not  had  tetanus 
develop  in  an  experience  of  25  years.  He  says,  "It 
has  been  the  accepted  teaching  of  bacteriology  for 
over  a  generation  that  it  is  impossible  to  produce 
tetanus  in  an  experimental  animal  by  the  injection 
of  a  pure  culture  of  Bacillus  tetani,  the  tetanus 
toxin  having  been  excluded.  The  tetanus  organism, 
being  an  anerobe,  will  not  flourish  in  pure  culture  in 
the  living  tissues  for  the  blood  stream  furnishes  a 
sufficient  supply  of  oxygen  to  inhibit  its  growth  and 
multiplication.  Some  factor  which  eliminates  this 
inimical  oxygen  supply  is  needed  if  clinical  tetanus 


is  to  ensue,  and  in  the  natural  state,  this  is  usually 
a  contaminating  common  pus  producer  " 

Although  the  facts  given  may  be  correct  in  lab- 
oratory work  they  do  not  apply  practically  in  the 
prevention  of  tetanus  in  man.  Most  puncture 
wounds  heal  without  infection  of  any  kind  if  un- 
treated ;  many  of  them  are  not  seen  by  a  physician ; 
so  it  is  quite  possible  for  a  physician  never  to  give 
antitoxin  and  never  to  have  a  case  of  tetanus.  The 
teaching  that  tetanus  will  not  develop  in  a  drained 
wound  is  fallacious.  The  practice  of  not  giving  a 
prophylactic  dose  of  antitoxin  in  cases  of  puncture 
wounds  is  dangerous  and  if  tetanus  should  develop 
in  a  case  in  which  prophylactic  antitoxin  had  not 
been  given  the  physician  might  be  sued  in  the 
courts  for  criminal  negligence. 

The  writer  was  once  consulted  by  a  veterinarian 
who  had  been  in  fresh  water  at  a  bathing  resort  for 
several  hours  before  lacerating  his  foot  on  a  snag 
8  or  10  feet  below  the  surface  when  he  leaped  off  a 
raft.  A  strip  of  gauze  saturted  in  tincture  of  iodine 
had  already  been  loosely  placed  deeply  into  the 
wound.  At  consultation  several  hours  later  the 
suggestion  of  a  prophylactic  dose  of  antitoxin  was 
refused  by  him.  In  7  days  he  developed  tetanus  and 
in  10  days  he  died.  Antitoxin  given  soon  after  the 
injury  would  have  prevented  tetanus  and  saved 
him. 

Owing  to  imperfect  preparation  of  the  patient's 
skin  through  which  the  incision  is  to  be  made  or  to 
inadequate  sterilization  of  suture  material,  instru- 
ments or  drapings  tetanus  may  follow  laparotomy. 
Every  needle  hole  is  a  puncture  wound.  The  writer 
has  recently  lost  a  colored  woman  from  tetanus 
after  laparotomy  for  bilateral  tuboovarian  abscess. 
No  history  of  preceding  trauma  was  obtainable. 

Although  tetanus  from  puncture  wounds  may  be 
easily  prevented  the  treatment  of  the  disease  after 
it  has  developed  is  not  so  satisfactory.  Wide  incision 
of  the  puncture  wound  with  massive  doses  of  anti- 
toxin given  intramuscularly  and  intravenously  is 
indicated  for  it  is  now  believed  by  many  that  the 
toxin  spreads  by  the  blood  stream  and  not  along 
the  nerve  trunks  as  heretofore  thought. 


Must  Study  the  Case  Before  Him 
(A  System  of  Surgery,  Holmes,   1S69) 

It  may  be  well  to  remind  the  student  that  general  prin- 
ciples will  be  valueless  to  him  for  practical  work  unless  thev 
be  applied  with  thorough  attention  to  detail.  Practically  <o 
recognize  what  distinctive  treatment  is  wanted  in  each 
individual  case,  and  practically  to  estimate  with  what 
quantity  of  such  treatment  the  want  can  sufficiently  be  met, 
these,  the  hourly-recurring  problems  of  practice,  can  only 
be  solved  by  the  man  who  minutely  studies  the  case  which 
is  before  him,  and  intelligently  compares  it  with  other 
like  and  unlike  cases  previously  also  studied  with  minuteness. 
s.  M.  &  s. 

Rupture  of  Stomach  or  Intestines  is  very  rare,  even  in 
cases  of  extreme  violence. 
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INTERNAL  MEDICINE 

Paul  H.  Ringer,  A.B.,  M.D.,  F.A.C.P.,  Editor 
Asheville,  N.  C. 


Is  the  Medical  Profession  in  Danger  of 
Regimentation  from  Within? 

In  the  Journal  oj  the  American  Medical  Associa- 
tion of  May  29th,  page  1907,  is  an  interesting 
letter  by  Dr.  Paul  C.  Bucy  of  the  University  of 
Chicago  with  regard  to  an  article  by  Dr.  Charles 
G.  Heyd,  ex-president  of  the  A.  M.  A.,  entitled: 
'Relation  of  American  Medical  Association  to  Cer- 
tification of  Specialists". 

Dr.  Bucy  takes  exception  to  the  statement,  "We 
must  be  on  our  guard  against  any  such  thing  as 
multiple  certification  or  certification  by  one  or  more 
of  the  boards  of  certification."  He  states  that  the 
purpose  of  these  boards  must  be  to  certify  that  an 
individual  is  a  competent  practitioner  in  a  special 
field,  but  that  it  cannot  and  should  not  be  their 
purpose  to  dictate  to  their  candidates  and  diplo- 
mates  how  they  should  practice  medicine  or  what 
particular  cases  they  should  see;  and  he  cites  as  an 
example  of  possibilities:  "The  development  of 
additional  boards,  say  in  gastroenterology,  would 
thus  prevent  a  certified  gastroenterologist  from 
taking  care  of  a  patient  with  coronary  disease  who 
came  to  him  as  a  sufferer  from  indigestion."  He  also 
points  out  the  fact  that  there  is  a  special  board  for 
otolaryngology  and  another  for  ophthalmology  and 
he  feels  that  if  certification  by  several  boards  is 
not  allowable,  a  man  who  wishes  to  do  eye,  ear, 
nose  and  throat  would  be  unable  to  be  certified. 

Dr  Bucy  further  quotes  from  the  pamphlet  issued 
by  the  American  Board  of  Obstetrics  and  Gyne- 
cology,  sixth   issue,   September,    1936,   as   follows: 

Page  6:  "Each  applicant,  before  he  shall  become  eligible 
to  receive  such  certificate  or  other  evidence  of  recognition 
.  .  .  (d)  must  assure  the  Board  that  he  is  limiting  his  prac- 
tice to  obstetrics  and  (or)  gynecology  and  that  he  intends 
to  continue  to  do  so;  .  .  ."  (italics  in  original). 

Page  7:  "The  Board  has  ruled  that  physicians  who  ac- 
cept male  patients  in  their  private  or  other  practice,  for 
operative  or  other  care,  cannot  be  regarded  as  specialists  in 
obstetrics  and  gynecology." 

To  the  editor  this  seems  almost  grotesque,  for  it 
means  that  an  obstetrician  or  gynecologist  would 
be  forbidden,  under  penalty  of  losing  his  certifi- 
cate, from  caring  for  a  man  friend  who  had  a  cold! 

Dr.  Heyd's  answer  to  Dr.  Bucy's  objections  says 
in  part: 

"I  can  see  no  reason  why  a  gastroenterologist,  either  cer- 
tified or  not  certified,  would  be  prevented  from  taking  care 
of  a  patient  with  coronary  disease,  whether  that  patient 
came  to  him  as  a  sufferer  from  indigestion  or  not.  Here 
the  question  involved  is  an  ethical  one  as  to  the  competence 
of  the  gastroenterologist  to  treat  coronary  thrombosis  and 
not  one  of  certification. 

I  realize  that  in  certain  communities  it  will  be  necessary 


for  certain  practitioners  to  practice  'eye,  ear,  nose  and 
throat'  and  I  can  see  no  particular  reason  why  a  practitioner 
could  not  be  certified  in  ophthalmology  and/or  otolaryn- 
gology if  he  could  pass  the  examinations." 

This  controversy  brings  up  the  whole  question 
of  certification  which,  admirable  in  its  primary  ob- 
jective, to  protect  the  public  from  unqualified  men 
setting  themselves  up  as  specialists  in  various 
branches,  has  in  it  germs  of  danger;  and  while  the 
principle  is  excellent,  abuse  thereof  can  easily  occur. 

We  hear  a  great  deal  nowadays  of  regimentation 
of  the  profession  from  the  outside  and  its  exploita- 
tion by  industrialists,  government  and  what-not. 
The  doctor  is,  and  always  has  been,  an  individualist 
and  such  he  must  ever  remain.  Ill-thought-out  plans 
tor  further  restrictions  of  range  of  practice  and  for 
certification  in  still  other  subjects  than  those  already 
in  existence  bid  fair  to  expose  the  medical  profession 
to  the  danger  of  regimentation  and  inelastic  sta- 
bility from  within  its  own  ranks. 

The  medical  profession  is  over-organized.  In 
addition  to  the  American  Medical  Association  and 
the  various  state  and  county  societies,  we  have  66 
more  or  less  special  societies  officially  recognized,  to 
say  nothing  of  the  vast  number  of  small  societies 
within  the  various  states  which  have  no  particular 
recognition  outside  the  borders  of  their  common- 
wealths. Two  years  ago  Dr.  Olin  West,  secretary 
of  the  A.  M.  A.,  made  a  survey  of  a  city  of  300.000 
and  found  that  there  were  held  therein  29  medical 
meetings  a  month  and  that  the  county  society  was 
having  a  hard  time  putting  on  two  satisfactory  meet- 
ings a  month.  In  another  city,  of  400,000,  he  found 
that  there  were  held  42  medical  meetings  a  month, 
these  of  course  including  hospital  staff  meetings. 
Were  one  so  disposed,  he  probably  could  attend  a 
medical  meeting  every  week-day  of  the  year  with 
the  possible  exception  of  Christmas  and  Fourth  of 
July. 

Constantly  new  organizations  are  being  formed, 
a  majority  of  which  have  but  little  excuse  for 
existence.  The  editor  does  not  object  to  medical 
meetings,  but  feels  that  the  profession  has  gone 
medical  meeting  wild  and  that  if  this  procedure  is 
continued,  the  whole  thing  is  going  to  run  to  seed. 
It  is  time  that  thinking  members  of  the  profession 
stopped  to  consider  the  tremendous  momentum  that 
has  been  obtained  in  the  form  of  medical  organiza- 
tion, a  momentum  that  is  apt  to  outride  its  use- 
fulness, and  attempt  to  slow  the  tempo  somewhat. 

It  is  also  time  that  the  thinking  members  of  the 
profession  give  further  study  to  this  question  of 
certification  of  all  specialists  and  to  the  rather  rock- 
ribbed  rules  that  seem  to  be  thrown  around  the 
members  of  the  profession,  rules  which  cannot  but 
have  a  repercussion  which  will  not  be  salutary  to 
the  advancement  of  the  individual  practitioner  or 
the  general  progress  of  medicine. 
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UROLOGY 

Robert  W.  McKay,  M.D.,  Editor,  Charlotte,  N.  C. 


Sulfanilamide 

The  lay  as  well  as  the  medical  press  recently  has 
been  carrying  articles  on  the  use  of  sultanilamide  in 
the  treatment  of  gonorrheal  urethritis.  Representa- 
tives of  the  several  drug  houses  are  now  knocking 
on  the  door  of  the  doctor  with  one  hand  and  bear- 
ing in  the  other  the  ignis  jatnus  of  every  urologist, 
a  specific  cure  for  gonorrhea.  When  we  were  first 
regaled  with  reports  of  the  working  of  these  latter- 
day  miracles  which  all  urologists  have  become 
exophthalmic  from  peering  after,  we  were  as 
sceptical  as  when  listening  to  patients  describing 
parthenogenic  infections. 

This  time  apparently,  however,  our  scepticism 
has  been  somewhat  diluted;  for  speaking  from  the 
depth  ,of  extremely  limited  experience,  we  have  now, 
we  think,  something  added  to  our  armamentarium 
which,  although  not  perfect,  is  distinctly  a  great 
stride  forward. 

Reports  have  been  appearing  in  foreign  journals 
regarding  the  use  of  the  drug  in  streptococcic  infec- 
tions. Last  year  in  this  country  it  has  been  used 
by  Colebrook  in  the  treatment  of  hemolytic  strepto- 
coccic infections.  Its  use  in  meningococci  infec- 
tions prompted  Dees  and  Colston  to  use  it  in  gon- 
orrheal urethritis.  The  results  of  their  experiments 
in  nineteen  cases  have  been  published  in  the 
Journal  of  the  A.  M.  A.  for  May  29th.  Since  that 
time  wherever  two  or  three  urologists  are  gathered 
together  it  has  become  the  one  topic  of  conversa- 
tion. We  heard  yesterday  from  a  urologist  who  said 
that  70  per  cent,  of  all  of  his  cases  were  cured.  We 
heard  last  week  from  another  that  he  had  used  it 
with  no  results,  and  so  the  old  story  of  the  new- 
being-tried  continues  on. 

The  depth  of  our  limited  experience  consists  of 
fourteen  cases — four  of  these  acute  infections  proven 
by  smear,  early  and  clinically  limited  to  the  an- 
terior urethra.  In  two  of  these  four  the  discharge 
stopped  after  the  fourth  day.  In  one  of  the  four 
it  recurred  on  the  seventh  day,  but  all  four  pro- 
ceeded to  what  we  considered  a  complete  cure  with 
no  shreds  in  the  urine  at  the  end  of  two  weeks  time. 
There  were  three  in  which  the  discharge  gradually 
cleared  up  within  two  weeks  time  and  are  still 
apparently  well.  In  three  there  was  involvement  of 
the  prostate,  marked — two  of  these  with  prostatic 
abscess,  in  which  we  would  say  the  drug  had  very 
little  effect  and  improvement  did  not  begin  until 
the  prostate  was  treated  by  the  usual  method 
These  cases  were  a  distinct  disappointment  to  us. 
One  of  epididymitis,  and  one  of  gonorrheal  arthritis 
(the  arthritis  occurring  during  the  time  in  which 
the  patient  was  taking  the  drug)  we  would  say  were 


unimproved  by  its  use.  In  two  cases  the  drug  had 
to  be  stopped  because  of  toxic  symptoms  and  these 
patients  apparently  were  unable  to  take  it  at  all. 
One  of  these  patients  unfortunately  left  our  bail- 
iwick and  continued  to  take  the  drug  after  he 
noticed  toxic  symptoms.  We  received  urgent  tele- 
grams from  a  far  distant  point  that  he  was  in  the 
hospital  with  a  very  severe  reaction  consisting  of 
.-.welling  of  the  face,  forearms  and  hands,  and  gener- 
alized toxemia.  We  do  not  think  that  the  doctor 
who  telegraphed  us  exaggerated  for  since  that  time 
we  have  seen  the  patient,  and  all  of  the  skin  of  the 
palm  of  his  hands  and  some  of  the  superficial  layers 
of  his  face  have  peeled  off  and  he  resembled  closely 
a  patient  who  has  had  an  arsenical  dermatitis.  We, 
however,  hasten  to  add  that  we  are  not  positive 
that  this  was  a  result  of  the  drug,  but  at  the  time  it 
occurred  he  v/as  taking  only  sulfanilamide  and  he 
bad  had  no  previous  attack  similar  to  this.  The 
other  patient  who  did  not  tolerate  the  drug  was 
given  it  under  our  direct  supervision  and  suffered 
greatly  from  gastric  symptoms,  general  malaise, 
swelling  of  the  skin  of  the  face  and  eyes,  and  short- 
ness of  breath.  In  the  second  patient  the  symptoms 
promptly  disappeared  with  the  withholding  of  the 
drug. 

Our  limited  experience  leads  us  to  believe  that  so 
far  it  has  proven  very  beneficial  in  early,  acute 
urethritis.  We  may,  however,  go  further  and  say 
that  in  some  of  the  cases  we  have  cited  in  which 
the  infection  was  early  and  limited  only  to  the  an- 
terior urethra,  it  was  apparently  an  absolute  spe- 
cific. In  any  discussion  concerning  the  failure  or 
success  of  any  method  of  treatment  of  gonorrhea 
one  should  never  forget  the  cardinal  truth  that  un- 
questionably there  is  either  a  great  difference  in  the 
natural  immunity  which  individuals  have  to  the 
infection  or  the  difference  lies  in  the  virulence  of 
the  strain  of  the  infecting  organism,  and  on  this  one 
principle  has  been  built  up  most  of  the  ridiculous 
and  absurd  literature  concerning  gonorrhea  which 
has  cluttered  the  medical  literature  since  the  days 
of  Hippocrates.  We  gave  the  drug  at  first  (being  a 
wee-bit  chary)  10  grains  four  times  a  day.  We  have 
stepped  up  the  dose  in  the  last  five  patients  to  15 
grains  (two  lyi  grain  tablets)  four  times  a  day. 

We  are  bewildered  that  unquestionably  a  few 
individuals  tolerate  it  very  poorly  while  others 
show  absolutely  no  untoward  effects  from  its  use. 


-S.    M.    it   6- 


I  (Wangensteen,  in  Jl.-Lancet,  June,  1937)  have  been 
told  of  a  surgeon  of  the  preanesthetic  era  who,  in  his  haste 
in  the  amputation  of  a  thigh,  removed  as  well  two  fingers 
of  his  assistant  and  both  testes  of  the  patient — all  in  the 
space  of  26  seconds. 

-s.   M    &  B.- 


Never  ask  a  patient  to  do  anything  that  is  impossible  to 
one  of  his  limitations. 


SOUTHERN  MEDICINE  AND  SURGERY 


T.ily,  1937 


THERAPEUTICS 

J.  F.  Nash,  M.D.,  Editor,  Saint  Pauls,  N.  C. 


Common  Summer  Skin  Affections 

The  season  is  at  hand  when  skin  affections  are 
rampant.  The  temperature  is  favorable  to  bacterial 
growth  and  proliferation,  and  the  climate  permits 
of  a  24-hour  outdoor  life.  Fishing  parties,  beach  and 
mountain  vacations,  summer  camps,  picnics,  berry 
picking  and  other  activities  conduce  to  infinitesimal 
or  large  breaks  in  the  continuity  of  the  skin  and 
invasion  by  bacteria;  and  contacts  with  poisonous 
plants  produce  their  specific  responses. 

A  distressing  and  often  refractory  condition  is 
infantile  eczema.  This  is  almost  invariably  allergic 
and  in  most  tiny  infants  it  is  manifestly  impossible 
to  withdraw  the  offending  protein — milk;  yet  with 
the  aid  of  a  tar  ointment  we  are  enabled  to  carry  on 
until  the  advent  of  cool  weather,  and  until  age  will 
permit  of  a  change  of  diet,  which  will  result  in  a 
speedy  and  permanent  cure.  In  some  instances  the 
substitution  of  goat's  milk  solves  the  problem. 

A  recent  report,  not  yet  given  wide  publicity, 
claims  that,  under  proper  conditions  of  temperature 
and  media,  metamorphosis  of  staphylococcus  to 
streptococcus  occurs!  This  statement  has  not  been 
substantiated,  but  if  this  'lead  to  gold'  theory  is 
tenable  it  will  easily  explain  insect  bites  and  minor 
injuries  are  followed  by  furuncles,  lymphangitis, 
adenitis,  cellulitis,  etc. 

Sportsmen,  vacationists,  and  others  in  the  out- 
doors should  be  cautioned  to  apply  an  antiseptic 
to  every  cut  and  abrasion  to  avoid  infection.  Those 
bitten  by  yellow  flies,  red  bugs,  mosquitos  and 
other  insects  should  use  an  alcohol  or  mild  cresol 
sponge  thereby  obviating  a  potential  danger. 

Every  case  of  inection  should  be  examined  thor- 
oughly for  evidence  of  constitutional  impairments, 
especially  for  diabetes,  nephritis  and  hookworm.  In 
a  vast  majority  of  infections  the  hemoglobin  will 
be  found  below  normal.  A  correction  of  diet,  and  a 
restoration  of  the  normal  color  index  as  adjuvants 
are  not  to  be  ignored  in  the  treatment.  Early 
prompt  and  thorough  incision  with  sulphanilamide 
orally  and  intramuscularly  will  give  surprising  re- 
sults in  most  cases  of  virulent  septicemia. 

Fortunately  there  are  but  three  poisonous  snakes 
in  the  South — moccasin,  rattler,  and  coral.  Usually 
the  bitten  ones  are  corded  (tourniquet),  but  in 
most  instances  the  pressure  is  either  not  sufficient 
to  be  of  material  benefit,  or  so  great  as  to  damage 
the  tissues.  The  chances  are  about  even  that  the 
cord  will  be  put  around  the  forearm  or  leg  where 
it  can  do  no  good.  Antivenin,  copiously  for  the 
smaller  children,  is  absolutely  effective  for  the  bite 
of  any  of  these  three  snakes.  For  the  bite  of  the 
black  widow  spider,  calcium  gluconate  is  much  more 


effective  for  the  severe  pain  and  sickness  than  is 
morphine. 

Rarely  are  brunettes  susceptible  to  vine  poison- 
ings. Many  blondes  will  have  a  skin  eruption  with- 
out direct  contact  with  sumac,  poison  oak  or  poison 
ivy,  the  toxin  being  in  the  air  adjacent  to  the 
plants.  The  burning  and  terrible  itching  precede 
and  continue  with  the  vesiculation.  A  12-month 
immunity  may  be  obtained  by  injection  of  the  plant 
extracts,  and  the  same  extracts  may  be  used  during 
the  course  o  fthe  disease,  but  the  results  are  too 
slow  for  the  average  patient.  A  soapy  bath  immedi- 
ately after  exposure  dissipates  the  toxin,  and  mini- 
mizes the  probability  of  incurring  the  diease.  A  10- 
per  cent,  solution  of  permanganate  will  control  the 
spread  of  the  eruption,  but  does  little  for  the  dis- 
comfort. A  satisfactory  lotion  to  relieve  the  intoler- 
able itching,  control  the  spread,  and  cure  in  three 
days  may  be  made  by  adding  a  half  drachm  each 
of  phenol  and  lead  acetate  to  four  ounces  of  rose 
water.  Apply  with  brush,  gauze  or  feather  whenever 
itching  or  burning  is  felt. 


s     M     &   B- 


Crisis  in  Addison's  Disease  Simulating  Coronary 

Thrombosis 

(H.  A.  Sacks,  Chicago,  in  III.  Med.  Jl.,  June) 

A  case  of  Addison's  disease,  which  clinically  and  ecg. 
simulated  coronary  thrombosis:  not  felt  well  for  week 
previous  to  admittance,  skin  clammy,  sweaty.  Coronary 
thrombosis  was  considered.  A  bedside  ecg.  and  cardiac 
consultation  were  asked  for. 

Absence  of  sternal  pain.  Epinephrine  per  hypo,  nearly 
%  oz.  in  all  of  1/1000  solution.  The  b.  p.  steadily  fell  and 
the  patient  quietly  expired  the  day  of  admittance. 

Complete  destruction  of  the  cortex,  of  both  adrenal 
glands,  by  caseation;  there  was  moderate  atherosclerosis  of 
the  coronary  arteries,  but  no  evidence  of  occlusion. 

Features:  total  duration  of  symptoms  being  one  week, 
the  confusing  ecg. 

The  cortex  of  the  adrenal  gland  is  vital  to  life  and  the 
failure  of  the  medullary  hormone  epinephrine  is  well  dem- 
onstrated. 

s.  M.  &  s. 

Carpe  Diem 
(Thomas  Jordan,   d.   1865) 
We'll  sport  and  be  free  with  Moll,  Susie  and  Dolly, 
Have  oysters  and  lobsters  to  cure  melancholy: 
Fish-dinners  will  make  a  man  spring  like  a  flea, 
Dame  Venus,  love's  lady, 
Was  born  of  the  sea: 
With  her  and  with  Bacchus  we'll  tickle  the  sense, 
For  we  shall  be  past  it  a  hundred  years  hence. 


-s.  if.  *  B.- 


Mercurial  Ointment,  10%,  is  an  excellent  application 
for  scraped  wounds,  first  washing  well  with  soap  and 
water. 

8.    U.    A   8. 

The  Roaring  Gap  Children's  Hospital,  Roaring  Gap, 
IV  C,  was  opened  June  14th  for  the  1°37  season  under 
c'irection  of  Dr.  Leroy  J.  Butler,  Winston-Salem,  N.  C, 
Dr.  William  P.  May,  resident  physician,  and  Mrs.  Etta 
Blakley  Bowen,  R.  N.,  Supt. 

Mothers  may  occupy  room  with  baby  and  may  obtain 
board  in  hospital  at  reasonable  rates. 
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HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


We  Are  Seven 
At  first  the  tip  of  the  big  cat's  tail  disappeared, 
and  that  was  a  strange  sight;  but  the  little  girl 
watched  in  amazement  as  the  entire  cat  slowly 
vanished,  from  tail-tip  forward,  leaving  at  the  last 
only  the  expansive  smile,  which  finally  went,  too. 
Until  midnight  of  June  30th,  just  passed,  the 
five  State  Hospitals  in  Virginia  were  relatively  free 
from  statutory  political  domination.  Upon  the  ad- 
vent of  July,  a  few  days  ago,  the  administration  of 
those  hospitals  passed  legally  into  the  hands  of  the 
Governor  of  Virginia.  And  that  is  bad,  for  no  mortal 
could  know  less  about  psychiatry  and  less  about 
hospital  administration  than  the  occupant  of  the 
gubernatorial  office  of  the  Commonwealth  of  Vir- 
ginia. 

Dr.  William  Francis  Drewry  is  dead.  He  was  for 
many  years  Superintendent  of  the  Central  State 
Hospital  for  Negroes  at  Petersburg.  He  made  of 
that  institution  one  of  the  best  mental  hospitals  in 
the  United  States.  It  has  steadily  grown  in  efficiency 
and  in  standing.  Dr.  Drewry's  successor  in  the 
Superintendency,  Dr.  H.  C.  Henry,  is  one  of  the 
best  psychiatrists  in  this  country,  and  as  an  admin- 
istrator he  is  equally  admirable.  Dr.  Drewry  was  a 
medical  statesman.  Out  of  almost  nothing  he  evolv- 
ed the  Central  State  Hospital  into  an  institution  of 
national  reputation.  Many  think  it  now  the  best 
state  hospital  by  far  in  Virginia. 

Dr.  Drewry  was  for  more  than  a  generation  the 
chief  guiding  hand  in  formulating  legislation  relat- 
ing to  the  care  of  the  mentally  sick  in  Virginia. 
Slowly  but  steadily  he  long  engaged  in  educating 
Lha  people  of  the  State  in  an  understanding  of 
mental  abnormality  as  manifested  through  be- 
haviour, and  through  general  incapacity  of  the 
individual  either  to  acquire  or  to  maintain  a  posi- 
tion as  a  member  of  the  social  organization.  Dr. 
Drewry  thought  of  mental  sickness,  regardless  of  its 
cause  or  type,  as  imposing  upon  the  individual 
social  failure.  For  that  reason  it  is  generally  neces- 
sary for  society  to  detach  the  person  sick  in  such 
fashion  from  the  civic  group.  Reference  to  a  hospital 
suitable  for  such  a  person  usually  follows.  The  so- 
eilled  state  hospitals,  organized  and  maintained  by 
government,  care  for  the  majority  of  such  sick  folks. 
It  is  a  stupendous  undertaking.  Here  in  Virginia 
almost  eleven  thousand  persons  are  patients  in  the 
five  state  hospitals.  In  North  Carolina,  a  somewhat 
more  populous  state,  the  number  of  patients  in  l In- 
state hospitals  is  smaller.  But  in  that  state  a  var- 
iable number  of  mentally  sick  folks  are  kept  in  the 
jails.  That  is,  of  course,  a  disgrace  to  the  state  of 
North  Carolina  and  to  civilization. 


Here  in  Virginia  the  directors  of  the  state  hos- 
pitals were  formerly  selected  and  nominated  to  the 
Senate  by  the   Governor.  The  appointments  were 
completed  by  confirmation  of  the  Senate.  A  special 
board  of  three  members  was  designated  to  oversee 
each  separate  hospital.  There  were  five  such  special 
boards.  The  fifteen  members  of  the  five  joint  special 
boards  constituted  the  general  hospital  board.  Each 
special   board   met  each   month   at   its   designated 
hospital.  The  general  board  met  once  each  year  at 
each  hospital.  The  superintendents  were  elected  by 
the  general  board.  Lesser  positions  were  filled  at 
each   hospital   by   its  special   board.  The   term   of 
office  of  a  member  of  the  board  was  six  years.  The 
terms  of  a  majority  of  the  members  of  the  general 
board  never  expired  during  the  term  of  office  of  the 
Governor.  The  Governor  could  not  remove  a  mem- 
ber of  the  board.  In  other  words,  the  members  of 
the  board  were  an  independent  body,  responsible 
to  their  consciences  and  to  the  laws  of  the  state, 
but    to    no    individual,    for   their   membership   be- 
haviour. They  did  their  work  without  remuneration. 
Only  their  actual  expenses  were  paid  by  the  state. 
Dr.    Drewry    helped    to    make    possible    the    law 
creating  the  five  special  boards  and  the  large  gen- 
eral board.    The  mechanism  lacked  in  coordinating 
perfection,  but  the  members  of  the  boards  were  not 
flunkies  of  the  Governor. 

Legislation  that  became  effective  on  July  1st 
abolished  all  the  special  boards  and  the  general 
board  of  fifteen  members  and  substituted  for  them 
one  board  of  seven  members.  The  board  of  seven 
will  exercise  managerial  control  over  all  the  five 
hospitals.  But  the  act  of  creating  the  board  lacks 
virtue  that  it  professes  to  possess.  The  members  of 
the  board,  all  seven  of  them,  will  be  appointed 
always  by  each  Governor.  And  the  act  gives  the 
Governor  the  power  to  suspend  or  to  remove  any 
member  of  the  board  without  cause  and  without 
stating  the  reason  for  such  removal.  The  purpose 
of  the  legislation,  the  sole  purpose  of  it,  is  to  place 
the  members  of  the  board  under  the  domination  of 
the  Governor.  It  is  a  shame  to  place  the  helpless, 
incarcerated,  so-called  insane  of  the  state  under 
the  care  of  a  subservient  politicalized  body,  whose 
chief  thought  must  be  to  remain  in  the  good  graces 
cf  the  Governor  to  avoid  suspension  or  removal. 
The  legislative  act  is  a  disgrace  to  the  Governor 
who  fathered  it,  to  the  legislative  body  that  adopted 
it,  to  the  people  of  the  state,  to  the  helpless  pa- 
tients, and  to  all  the  seven  members  of  the  new 
board  who  must  renounce  their  individualism  in 
taking  their  oaths  of  office.  The  President  of  the 
United  States  has  not  yet  asked  for  authority  to 
remove  directly  and  without  cause  a  member  of 
the  Federal  judiciary.  Six  members  of  the  defunct 
general  board  were  appointed  on  the  new  board,  one 
of  whom   is  a  physician.  The   new  appointee  is  a 
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physician.  I  am  distressed  to  know  that  two  phy- 
sicians of  Virginia  are  willing  to  serve  on  any  board 
from  which  they  can  be  removed  at  the  Governor's 
pleasure. 

The  new  board  is  a  lay  body.  Two  of  the  mem- 
bers of  it  who  were  moved  over  from  the  old  board 
are  neither  so  aged  nor  so  wise  as  ancient  Nestor  of 
sandy  Pylos,  but  they  know  nothing  of  psychiatry 
and  they  are  no  longer  in  school.  The  two  physician 
members  of  the  new  board  are  made  hopelessly 
impotent  by  the  large  lay  majority.  No  progress 
can  emerge  from  such  a  set-up. 

The  new  board  may  elect  one  of  its  members  as 
chairman.  It  can  neither  select  nor  elect  its  own 
secretary.  That  important  functionary  is  nominated 
to  the  board  by  the  state's  Commissioner  of  Public 
Welfare,  the  Honourable  Arthur  Wilson  James,  out 
of  his  office  personnel.  The  board  can  elect  the 
Welfareman's  nominee,  or  do  without  a  secretary! 

And  what  have  we,  Mr.  Bodkin?  It  is  well  for 
the  Honourable  A.  W.  James  to  exercise  some 
influence  in  the  new  set-up,  for  Castor  needs  his 
balancing  twin;  and  the  Commissioner  of  Public 
Welfare  knows  equally  as  much  about  psychiatry 
and  about  medicine  and  about  nursing  and  about 
managing  hospitals  as  the  Governor  of  the  Com- 
monwealth. It  is  highly  fitting,  therefore,  that  the 
divine  twins,  Castor  and  Pollux,  share  just  and 
equal  glory  for  the  legislative  handiwork. 

Both  the  Richmond  papers  have  long  been 
battling  for  better  treatment  by  the  state  of  its 
mentally  sick  folks.  The  Times-Dispatch  says  that 
"in  naming  the  seven-man  board  of  state  hospital 
control  Governor  Peery  has  performed  one  of  the 
most  important  acts  of  his  administration  and  one 
that  gives  it  a  large  credit  in  the  history  of  social 
government  in  Virginia".  But  I  mind  me  that  only 
a  few  years  ago  the  Times-Dispatch  spanked  and 
blistered  the  State's  glutei  maximi  in  a  lengthy 
editorial  because  the  old  Commonwealth  had  ap- 
parently gone  to  sleep,  and  had  probably  never 
even  dreamed  in  its  deep  somnolence  of  adopting 
any  sort  of  sterilization  law.  But,  for  a  good  many 
years  before  that  editorial  caused  the  intelligent 
people  of  the  state  to  wonder,  a  sterilization  law 
had  been  busily  at  work  in  Virginia.  Nodding?  Who 
doesn't,  occasionally?  But  I  take  my  psychiatric 
instruction  from  the  daily  press  always  cum  grano 
salis.  The  afternoon  daily,  The  News -Leader,  in 
speaking  in  commendation  of  His  Excellency  and 
of  the  new  board  (only  one-seventh  of  which  is 
new!)  types  its  psychiatric  thought  as  follows: 
"There  is  need  and  there  is  opportunity  of  doing 
something  more,  something  fundamental.  An  ap- 
praisal should  be  made,  here  and  now,  of  all  the 
methods  employed  at  different  institutions.  If  this 
calls  for  the  service  of  eminent  psychiatrists  and 
administrators,  who  have  no  connection  with  one 


or  another  of  the  different  schools  of  thought  repre- 
sented at  Virginia  state  hospitals,  why  not  ask  for 
funds  from  one  of  the  great  foundations  and  pro- 
cure detached,  expert  advice?  This  is  the  time  of 
all  times  to  make  the  new  start  a  wise  start."  In 
other  words,  the  afternoon  paper  suggests  that, 
since  we  in  Virginia  lack  knowledge  of  what's  the 
matter,  and  money  with  which  to  get  what  we  arc 
in  psychiatric  need  of,  we  go  begging  for  the 
money  with  which  to  get  it.  Where?  South  Caro- 
lina? Louisiana?  Hardly.  North  Carolina  begged 
it  of  the  Dukes  and  of  the  Rockefellers.  And  that 
state  got  its  psychiatric  surveyor  from  far  north  of 
the  famous  line.  Why?  Everybody  who  knew  any- 
thing knew  that  more  than  one  hundred  mentally 
sick  folks  were  being  kept  in  the  jails  in  North 
Carolina. 

Isn't  there  enough  available  intelligence  and 
medical  knowledge  in  Virginia  to  enable  the  people 
of  the  state  to  find  out  what  their  mental  sickness 
problem  is,  and  to  tell  them  how  to  deal  with  the 
problem?  Isn't  there  enough  money  to  be  had  for 
that  dual  purpose?  It  would  seem  that  a  people 
who  send  out  of  the  state  each  year  millions  and 
millions  of  dollars  for  alcoholic  beverages  could  and 
would  scrape  up  enough  money  with  which  to  pro- 
vide care  for  their  folks  who  are  sick  in  their  minds. 
I  do  not  believe  that  a  resourceful  people,  who  are 
moderately  prosperous,  and  whose  past  justifies 
their  pride,  should  send  their  officials  to  the  north 
to  beg  an  alms  of  the  great  philanthropies.  If  the 
begging  of  the  individual  be  reprehensible  (isn't  it 
unlawful  in  Richmond?)  why  shouldn't  it  be  even 
more  shameful  for  the  Mother  of  States  to  go 
a-begging?  And  yet  I  seem  to  have  heard  that  the 
Legislative  Council  called  into  being  by  His  Ex- 
cellency for  the  purpose  of  counselling  with  him 
was  maintained  by  philanthropic,  alien  money. 
And  that,  too,  if  true,  is  a  disgrace  to  all  the  people 
of  Virginia.  No  amount  of  jumping  through  the 
Foundation  Hoop  at  ancient  Williamsburg  every 
Biennium  by  the  Governor  and  by  all  the  other 
state  officials  can  serve  as  an  adequate  quid  pro  quo 
for  a  philanthropic  alms. 

For  a  good  many  years  I  have  found  myself 
from  time  to  time  almost  dizzily  humming  the  lines, 
now  probably  thousands  of  years  old: 

"From  morn  to  noon  he  fell, 
From  noon  to  dewy  eve, 

a  summer's  day, 
And  with  the  setting  sun 

struck  earth  in  Lemnos." 
The  original  reference  was  probably  to  the  black- 
smith of  the  gods,  but  what  a  fall  he  had!  All  the 
way  from  High  Heaven  to  a  speck  in  the  Aegean 
Sea!  But  here  in  Virginia  there  has  been  a  still 
greater  fall.  The  tumbling  body  is  not  that  of 
Hephaestus,  but  it  is  the  predicament  of  mental 
medicine  in  Virginia.  Psychiatric  administration  has 
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fallen,  it  has  been  gu'oernatorially  hurled,  from 
wherever  it  was,  all  the  way  to  the  bottom  of  the 
well — if  not  to  Hell. 


Surgical    Observations 

A  Column  Conducted  by 

The  Staff  of  the  Davis  Hospital 

Statesville,  N.  C. 


Treatment  of  Severe  Cases  of 
Hyperthyroidism 

Among  the  most  distressing  conditions  which  we 
see  are  the  cases  of  hyperthyroidism  in  which  there 
has  been  no  attempt  at  treatment  until  the  patient 
is  in  a  very  serious  condition.  The  usual  symptoms 
roted  are  an  extremely  rapid  pulse,  extreme  ner- 
vousness, delirium  in  various  degrees,  nausea  and 
vomiting,  and  often  exophthalmos.  Such  a  picture  is 
not  pleasant  to  think  of,  especially  when  we  realize 
that  early  treatment  could  have  prevented  its  devel- 
opment. Most  such  patients  have  not  consulted  a 
doctor  or  have  refused  to  take  any  treatment  until 
their  condition  became  very  serious;  and  come  into 
the  hospital  only  after  the  onset  of  a  thyroid  crisis, 
during  which  the  symptoms  become  worse  so  rapidly 
that  the  family  hurry  the  patient  in  in  the  acute 
emergency. 

It  is  this  type  of  case  that  presents  most  diffi- 
culties. Every  such  case  is  indeed  an  emergency, 
but  an  emergency  which  could  have  been  foreseen 
and  which  should  not  have  been  allowed  to  develop. 
Surgery,  of  course,  is  out  of  the  question  until  the 
patient's  condition  can  be  improved  up  to  the  point 
where  operation  can  be  done  with  reasonable  safety. 
If  the  patient  is  more  or  less  dehydrated,  intra- 
venous glucose  and  saline  is  demanded  immediately. 
To  this  may  be  added  sodium  iodide  solution,  or  to 
a  liter  of  glucose  and  saline  there  may  be  added  30 
minims  of  Lugol's  solution.  Given  slowly  this  will  do 
no  harm.  The  continued  administration  of  liquids, 
morphine  and  other  sedatives  is  of  help. 

Everything  possible  that  can  be  done  to  allay 
the  symptoms  and  relieve  the  strain  upon  the  heart 
and  nervous  system  should  be  instituted  at  once. 

As  soon  as  the  pulse  is  slowed  down  and  the 
maximum  improvement  has  been  obtained,  a  thy- 
roidectomy may  be  considered.  Occasionally,  how- 
ever, there  are  cases  even  now  when  a  ligation  of 
first  one  pole  and  then  the  other  may  be  advisable, 
meantime  continuing  the  medical  treatment. 

It  is  extremely  important  to  give  each  patient 
treatment  until  the  maximum  improvement  has  been 
obtained  before  attempting  any  surgical  procedure 
except  in  very  unusual  cases. 

An  electrocardiogram  is  of  great  help  in  deter- 
mining the  condition  of  the  heart  and  repeated  elec- 


trocardiograms may  be  needed.  A  patient  with  a 
badly  diseased  and  crippled  heart  is  of  course  not 
a  good  risk  for  surgery. 

Where  surgery  is  indicated  this  should  be  done 
before  the  disease  has  progressed  to  the  point 
where  irreparable  injury  has  been  done.  Early  thy- 
roid surgery  has  an  extremely  low  mortality.  Most 
deaths  are  in  the  cases  that  have  been  untreated 
for  a  long  time. 


X-Ray  Treatment  of  Gas  Gangrene 

It  has  been  shown  that  x-rays  are  almost  a  spe- 
cific treatment  for  gas  gangrene. 

The  varieties  of  perfringens  organisms  that  are 
associated  with  this  infection  apparently  yield  to 
x-ray  treatment.  A  total  of  80  to  100  R  units  is 
usually  sufficient  for  the  average  case.  Following 
suppurative  cases  of  appendicitis  and  generalized 
abdominal  operations  with  intestinal  obstruction 
are  associated  the  organisms  of  this  type. 

For  some  time  we  have  given  patients  with  sup- 
purative appendicitis  two  x-ray  treatments,  one 
immediately  after  operation  and  one  the  next  day. 
In  some  of  the  more  severe  cases  we  give  prophy- 
lactic doses  of  the  improved  perfringens  and  tetanus 
antitoxin  although  the  x-rays  are  supposed  to  exert 
a  more  powerful  preventive  influence. 

When  gas  gangrene  first  develops  the  prompt 
administration  of  x-ray  treatment  should  be  begun, 
the  more  extensive  the  involvement  the  more  ex- 
tensive the  x-ray  treatment.  Doubtless  this  will  be 
the  means  of  not  only  saving  many  limbs  which 
otherwise  would  require  amputation  but  also  will 
save  many  lives. 

Our  experience  here  so  far  has  been  gratifying. 

s.  m.  &  s. 

Picnic  at  Lake  Lure 
The  annual  picnic  for  the  doctors,  dentists  and  nurses  of 
the  alumnae  of  the  Rutherford  Hospital,  with  the  members 
of  their  families  and  friends,  will  be  held  at  Lake  Lure  July 
15th  at  2  p.  m.  A  large  attendance  is  expected,  and  a  good 
time  is  in  store  for  all  who  will  attend  this  picnic. 


Physicians    of   Four   Counties    Meet — Program 

At  a  joint  meeting  of  the  Cleveland,  Rutherford,  Mc- 
Dowell and  Polk  County  Medical  Societies  at  the  Cleveland 
Springs  Country  Club,  June  24th,  the  following  program 
was  presented: 

A  case  report  of  tumors  of  the  mouth,  Dr.  R.  H.  Craw- 
ford, Rutherfordton. 

Enuresis  in  Children,  Dr.  Ben  Gold,  Shelby. 

Case  report  of  Foreign  Body  in  the  Bladder,  Dr.  W.  M. 
Elliott,  Forest  City. 

Officers  for  the  ensuing  year:  Dr.  E.  B.  Lattimore,  presi- 
dent, Shelby ;  Dr.  H.  C.  Thompson,  secretary-treasurer, 
Shelby.  The  next  meeting  will  be  held  at  Marion  in  Sep- 
tember. 

s.  M.  &  s. 


The  Time  to  note  that  a  patient  is  disposed  to  magnify 
or  prolong  his  disability  is  early  in  the  case. 
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Medical  Society  of  the  State  of  North  Carolina 


The  very  kind  works  of  Dr.  Masters,  President 
of  the  Tri-State  Medical  Association,  in  the  June 
issue  of  Southern  Medicine  &  Surgery,  are  appre- 
ciated more  than  I  can  say.  I  am  reminded  of  an 
incident  of  my  college  days,  during  the  celebration 
of  the  anniversary  of  the  literary  societies,  which 
was  the  great  social  event  of  the  winter.  A  bashful 
freshman  was  overheard  to  say  to  his  girl,  when 
overwhelmed  with  complimentary  remarks  about 
the  wonderfully  good  time  she  had  had  and  the 
pleasure  she  had  derived  from  his  company.  "The 
same  back  at  you."  I  can  say  in  all  sincerity  to 
Dr.  Masters,  "the  same  back  at  you" — and  a  whole 
lot  more  besides. 

In  my  first  message  I  tried  to  give  my  chief  am- 
bitions as  your  leader  this  year.  This  month  I 
want  to  discuss  briefly  the  Atlantic  City  meeting 
of  the  House  of  Delegates,  which  was  a  momentous 
one  in  many  respects.  I  doubt  if  a  meeting  ever 
consumed  more  of  the  delegates'  time  than  did  this 
one.  We  held  sessions  twice  daily,  with  the  ex- 
ception of  Monday  afternoon  and  of  Wednesday 
morning,  from  Monday  through  Thursday;  and 
Monday  afternoon  those  of  us  who  had  committee 
assignments  were  busy  preparing  our  reports. 

The  atmosphere  became  somewhat  electrical  at 
the  beginning  when  a  telegram  from  Senator  J. 
Ham  Lewis  was  read,  asking  permission  to  address 
the  House  of  Delegates.  In  an  executive  session 
it  was  moved  to  extend  an  invitation,  preferably 
for  Tuesday  afternoon.  Still  more  electricity  was 
injected  when  the  resolutions  of  the  Xew  York  State 
Society  on  the  development  of  a  national  health 
program  were  presented  by  Dr.  S.  J.  Kopetzky. 
These  resolutions. were  widely  broadcast  by  the  lay 
press,  and  are  to  be  found  in  the  Journal  of  the 
A.  M.  A.  for  June  19th.  It  was  felt  that  they  came 
dangerously  close  to  the  brink  of  governmental  reg- 
imentation of  organized  medicine;  yet  some  of  the 
recommendations  had  merit.  It  must  have  given 
the  Committee  on  Executive  Sessions  more  than  one 
headache  to  dispose  of  it — but  their  solution  was 
adopted  without  a  dissenting  vote.  It,  too,  appears 
in  the  Journal  of  the  A  M.  A .,  and  need  not  be  re- 
peated. 

Senator  Lewis  informed  us  that  it  would  not  be 
convenient  for  him  to  visit  the  A.  M.  A.  before 
Thursday,  so  after  an  exchange  of  messages  by 
wire,  eleven  o'clock  Thursday  morning  was  set  as 
the  time  for  his  address.  Promptly  at  eleven  the 
entire  membership  of  the  House  was  seated  and 


ready  for  Executive  Session.  Twenty-five  minutes 
later  the  Senator  came  leisurely  strolling  in,  with 
never  a  word  of  apology  for  having  kept  163  dele- 
gates waiting  nearly  half  an  hour.  He  then  pro- 
ceeded to  paint  a  dark  picture  of  the  future  of  the: 
medical  profession  under  the  New  Deal.  He  as- 
sured us  that  it  pained  him  to  say  so,  but  that  ere 
long  we  would  all  have  to  secure  fresh  licenses  from 
the  Federal  government  in  order  to  be  permitted 
to  continue  in  practice;  that  we  could  no  longer 
look  upon  sick  people  as  our  patients,  for  the  Gov- 
ernment will  say,  "We  recognize  an  instrument 
called  'citizen,'  who  is  essential  to  the  welfare  of 
the  government.     He  takes  the  form  of  man  and 

woman We  are  compelled  to  tell  you 

that  we  have  got  to  treat  you  as  an  officer  of  the 
Federal  government and  ask  you  to  con- 
sider .  .  .  yourself  as  an  official  of  the  Federal  Gov- 
ernment taking  care  of  the  citizen." 

Then  he  said  that  he  wanted  us  to  advise  him  as 
to  how  best  to  meet  the  impending  issue.  At  the 
next  meeting  of  the  House  a  resolution  was  passed 
referring  Senator  Lewis's  request  to  the  Board  of 
Trustees,  to  formulate  an  answer  and  report  to  a 
later  meeting  of  the  House  of  Delegates — leaving 
the  assumption  that  there  would  be  a  called  meeting 
of  the  House  before  long. 

Upon  my  return  from  Atlantic  City  I  found  a 
letter  from  Dr.  McBrayer  in  which  he  said,  "I  am 
wondering  if  New  York  has  been  tipped  off  and  if 
the  thing  they  presented  is  what  the  President 
wants.'*  I  did  not  take  this  seriously  until  I  saw 
Time  for  June  21st,  and  read  in  it  that  on  April 
8th,  President  Roosevelt  had  been  discussing  a  plan 
to  federalize  the  medical  profession;  and  that  among 
those  present  in  the  first  conference  was  Dr.  Ko- 
petzky, of  New  York.  Then  my  admiration  of  Dr. 
McBrayer  s  perspicacity  rose  to  new  heights.  An- 
other member  of  the  group  was  Miss  Esther  Ever- 
ett Lape,  director  of  the  American  Foundation 
study.  According  to  Time,  the  resolutions  present- 
ed to  the  A.  M.  A.  by  Dr.  Kopetzky  were  based 
upon  Miss  Lape's  ideas. 

In  justice  to  Miss  Lape,  let  me  say  that  I  wrote 
her  immediately  after  reading  the  story  in  Time, 
telling  her  that  my  first  reaction  was  one  of  indig- 
nation over  the  apparent  betrayal  of  the  doctors 
of  America:  but  that  before  condemning  her  I  was 
asking  for  her  own  statement.  I  added  that  I  had 
been  greatly  interested  in  the  report  ,and  did  not 
want  to  believe  the  impression  left  by  Time  that  it 
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was  a  scheme  to  further  the  federalization  of  the 
medical  profession. 

She  replied  promptly,  in  part:  "The  article  in 
Time  is  insidious.  Perhaps  I  can  illustrate  briefly, 
the  essential  falsity  of  it:  It  publishes  with  the 
article  a  picture  of  Mrs.  Roosevelt,  Mrs.  Edward 
Bok  and  me,  that  was  taken  four  years  ago,  upon 
a  social  occasion,  and  the  picture  is  made  to  sub- 
stantiate an  impression  the  reader  is  intended  to 
get  that  Mrs.  Roosevelt,  Mrs.  Bok  and  I  are  now 
conspiring  to  bring  about  socialized  medicine. 
Neither  of  these  ladies  had  anything  to  do  with 
the  current  report,  either  directly  or  indirectly.  I 
do  not  know  in  detail  the  views  of  either  on  the 
question  of  public  health  and  the  organization  of 
medical  care." 

"I  neither  devised  nor  promoted  the  program 
which  Dr.  Kopetzky  put  up  to  the  New  York  State 
Medical  Society  and  which  that  organization  sent 
through  to  the  House  of  Delegates  of  the  A.  M. 
A." 

I  am  not  yet  ready  to  accept  the  defeatist  atti- 
tude that  the  regimentation  of  American  doctors 
under  the  Soviet  forces  of  America  is  inevitable. 
The  very  fact  that  Roosevelt  is  so  anxious  to  have 
the  cooperation  of  the  A.  M.  A.  that  he  sent  two 
personal  representatives — J.  Ham  Lewis,  semi-offi- 
cially,  and  S.  J.  Kopetzky  unofficially  and  secretly 
— argues  that  he  has  a  wholesome  respect  for  or- 


ganized medicine.  It  seems  quite  possible  that 
Lewis  was  instructed  to  scare  us  half  to  death  in 
order  to  force  us  to  make  the  best  terms  possible. 

Another  factor  that  militates  against  the  feder- 
alization of  medicine  is  the  economy  wave  that  is 
just  beginning  to  reach  the  feet  of  Congressmen, 
but  which  is  gathering  momentum  as  the  taxpayers 
are  becoming  more  and  more  articulate.  It  will 
take  some  tall  explaining  to  satisfy  the  folks  back 
home  if  three  or  four  billion  dollars  more  are  added 
to  our  annual  budget — and  deficit. 

At  any  rate,  let's  not  surrender  until  we  have  to. 
A  noted  political  correspondent  recently  said  that 
the  change  of  sentiment  in  the  Senate  toward  the 
proposed  Supreme  Court  change  had  been  brought 
about  by  a  flood  of  letters  from  intelligent  people 
of  the  United  States,  and  not  by  any  pressure 
groups.  By  writing  our  Senators  and  Representa- 
tives, and  by  constantly  reminding  our  friends  and 
patients  of  the  evils  in  socialized  medicine,  we  can 
do  much  to  counteract  the  efforts  of  the  paid  prop- 
agandists who  are  endeavoring  to  turn  public  sen- 
timent in  its  favor.  In  the  words  John  Charles 
McNeill  used  in  his  eulogy  of  John  Paul  Jones, 
let  us, 

"When  armored  wrong  makes  terms  to  right, 
Keep  on  our  lips  his  proud  reply, 
'Sir,  I  have  but  begun  to  fight.'  " 

-WING ATE  M.  JOHNSON. 


/  X 
I 


SOUTHERN  MEDICINE  AND  SURGERY 


July,  1937 


Southern  Medicine  and  Surgery 

Official  Organ  of 

Tri-State  Medical  Association  of  the 

Carolinas  and  Virginia 

Medical  Society  of  the  State  of 

North  Carolina 


James  M.  Northington,  M.D.,  Editor 


Department  Editors 

Human    Behavior 

James  K.  Hall,  M.D    .— .  Richmond,  Va. 

Dentistry 

W.  M.  Robey,  D.D.S — Charlotte,  N.  C 

Eye,    Ear,   Nose   and   Throat 
Eye,  Ear  and  Throat  Hospital  Group Charlotte,  N.  C 

Orthopedic    Surgery 

0.  L.  Miller,  M.D 1 „  .Charlotte,  N.  C. 

John  Stuart  Gaul,  M.D. J 

Urology 

Hamilton  W.  McKay,  M.D  I   ....  Charlotte,  N.  C. 

Robert  W.  McKay,  M.D. .. ...  I 

Internal    Medicine 

P.  H.  Ringer,  M.D ...Asheville,  N.  C. 

Surgery 

Geo.  H.  Bunch,  M.D  Columbia,  S.  C 

Obstetrics 

Henry  J.  Langston,  M.D..... Danville,  Va. 

Gynecology 

Chas.  R.  Robins,  M.D.    Richmond,  Va. 

Pediatrics 

G.  W.  Kutscher,  jr.,  M.D Asheville,  N.  C. 

General    Practice 

Wingate  M.   Johnson,  M.D.  Winston-Salem,  N.  C. 

Clinical  Chemistry  and   Microscopy 

C.  C.  Carpenter,  M.D Wake  Forest,  N.  C. 

Hospitals 

R.  B.  Davis,  M.D Greensboro,  N.  C. 

Pharmacy 

W.  Lee  Moose,  Ph.G.  ....  Asheville,  N.  C. 

Cardiology 

Clyde  M.  Gilmore,  A.B.,  M.D ....  Greensboro,  N.C. 

Public   Health 

N.  Thos.  Ennett,  M.D Greenville,  N.  C. 

Radiology 

Allen  Barker,  M.D j  Petersburg,  Va. 

Wright  Clarkson,  M.D.  ( 

Therapeutics 
J.  F.  Nash,  M.D.  Saint  Pauls,  N.  C 

Clinical    Psychiatry 
C.  A.  Boseman,  M.D Pinebluff,  N.  C. 


Offerings  for  the  pages  of  this  Journal  are  requested 
and  given  careful  consideration  in  each  case.  Manu- 
scripts not  found  suitable  for  our  use  will  not  be  returned 
unless   author  encloses   postage. 

This  Journal  having  no  Department  of  Engraving,  all 
costs  of  cuts,  etc.,  for  illustrating  an  article  must  be 
borne  by  the  author. 


Evidence  That  Country  Folks  Get  Better 
Medical  Care 

Apparently  nobody  but  me  questions  when 
"everybody"  writes  or  says  that  country  doctors 
are  of  little  good  and  the  family  doctor  is  about 
gone. 

Thinking  on  the  number  of  writings  that  come 
under  my  eye  deploring  the  poor  health  care  that 
country  folks  in  North  Carolina  and  elsewhere  in 
this  country  get,  particularly  on  the  recent  pro- 
nouncement of  a  member  of  the  faculty  (in  Soci- 
ology, it  seems)  of  the  University  of  North  Caro- 
lina.1 "It  appears  that  if  rural  people  are  to  have 
available  adequate  medical  services  they  will  have 
to  depend  upon  some  form  of  socialized  medicine," 
it  came  into  my  mind  to  look  into  the  records  for 
evidence  on  the  kind  of  medical  care  the  country 
folks  are  getting. 

A  card  to  the  Metropolitan  Life  Insurance  Com- 
pany brought  Statistical  Bulletin,  Vol.  16,  Number 
7,  July,  1935,  which  number,  in  large  part  devoted 
to  a  consideration  of  Rural  versus  Urban  Longevity, 
informs  us,  on  the  authority  of  the  1930  figures, 
that:  "At  birth,  a  white  male  has  an  expectation 
of  life  of  56.73  years  if  an  urban  resident,  and  of 
62.09  years  if  dwelling  in  a  rural  section.  The 
corresponding  figures  for  a  white  female  are  61.05 
and  65.09.  At  other  ages  corresponding  differences 
between  the  urban  and  rural  populations  are 
found." 

Admittedly,  the  quality  of  the  medical  care  re- 
ceived is  not  the  sole  factor  in  determining  how 
long  a  person  shall  live ;  but  it  has  a  lot  to  do  with 
whether  one  dies  of  disease  or  of  the  wearing-out 
processes  of  the  years.  So  the  figures  are  highly 
creditable  to  the  ability  of  the  country  doctors  to 
get  to  their  patients  and  to  do  the  right  things  for 
them;  and  we  all  may  rest  assured  that,  were  the 
figures  the  other  way  round,  they  would  be  blaz- 
oned on  banners  to  back  up  the  arguments  that 
the  country  folks  are  getting  poor  medical  care  as 
compared  with  that  had  by  the  city  folks  and 
something  must  be  done  about  it. 

We  have  every  reason  to  believe  that  conditions 
in  this  regard  are  practically  the  same  now  as  they 
were  in  1930;  certainly  there  has  been  no  pro- 
nounced change. 

Looking  into  the  medical  literature  discovers 
something  to  the  point  in  the  excellent  Illinois 
Medical  Journal's  issue  for  February  of  last  year. 
There  Dr.  F.  J.  Jirka,  Director  of  the  Illinois  De- 
partment of  Public  Health,  tells  us  that: 

"Contrary  to  opinions  frequently  expressed,  there  is  no 
significant  difference  in  the  quality  of  medical  service  which 
physicians  are  able  to  render  in  one  part  of  the  State  as 
compared  with  another.  The  medical  profession  in  the  big 
population   centers   is   no   better   than   that   in   the   smaller 
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communities  and  rural  districts,  so  far  as  the  general  needs 
of  the  people  are  concerned." 

This  Mid-Western  State  Health  Director  says, 
and  shows  the  figures  to  prove,  that,  although  hos- 
pital and  laboratory  facilities  are  better  in  the 
larger  cities,  the  ability  of  physicians  to  make  a 
diagnosis,  to  meet  emergencies  and  to  treat  prop- 
erly, "varies  within  remarkably  narrow  limits 
throughout  the  State." 

We  are  told  that  physicians  recognize  appen- 
dicitis and  prescribe  treatment  with  as  much  suc- 
cess in  the  sparsely  settled  southern  part  of  the 
States  as  in  the  metropolitan  area  along  the  shores 
of  Lake  Michigan. 

The  figures  as  to  other  diseases  show  the  same, 
and  the  Health  Officer  concludes  by  saying  it  is 
probable  that  patients  will  gain  little  or  nothing  by 
traveling  great  distances  in  search  of  superior  med- 
ical talent,  except  those  few  who  are  referred  by 
local  physicians  to  specialists;  and,  says  he,  most 
doctors  are  quick  to  refer  patients  "when  that  is 
necessary  for  the  best  interests  of  the  patient." 

There  is  every  reason  to  believe  that  doctors  in 
North  Carolina  grade  right  along  with  those  in  Illi- 
nois.    The  figures  on  life  expectancy  at  birth  of 
the  Metropolitan  Life  Insurance  Company  are: 
Illinois  White  males — 59.02;  w.  females  62.82 

North  Car.  "        "     — S8.9S;  "         "        61.51 

I  am  glad  for  having  been  stimulated  to  look  into 
this  matter.  It  is  hoped  that  the  spreading  of  this 
and  like  information  will  effectively  answer  those 
who,  in  their  haste  to  socialize  medicine,  on  any 
pretext,  are  as  neglectful  of  getting  the  facts  as  of 
applying  to  them  the  ordinary  rules  of  reasoning. 

1.     S.   M.  &  S.,  June,  p.  316. 


Disproving  Another  Thing  That  "Everybody 
Knows" 

The  combined  urging  of  physicians  and  dentists, 
plus  the  ballyhooing  of  the  toothbrush  and  tooth- 
paste and  mouthwash  folks,  has,  to  a  great  extent, 
caused  most  children  and  a  good  many  adults  to 
have  fairly  clean  teeth  and  mouths.  It  has  also 
shown  the  falsity  of  the  statement  "A  clean  tooth 
will  not  decay,"  and  the  necessity  for  the  family 
doctor  and  the  family  dentist  continuing  their  joint 
labors,  and  for  the  periodic  visits  to  the  dentist. 

The  medical  literature  of  today  contains  much 
valuable  information  on  tooth  preservation  as  a 
part  of  maintenance  of  good  general  nutrition. 
There  is  really  little  to  be  said  beyond  this  that  is 
reliable,  as  concerns  experiences  round  about  us. 

We  can  learn  something  of  interest  and  perhaps 
of  profit  from  a  consideration  of  reports  on  condi- 
tions among  those  less  sophisticated. 

The  explorer,  Stefansson,  who  has  spent  many 
years  in  the  Arctics  and  has  exploded  many  myths, 
writes  in  The  Diplomatc,  for  January: 


The  fine  teeth  of  primitive  peoples  are  due  to  their  meat 
diet  and  not  to  excessive  chewing  of  food.  The  point  over- 
looked is  that  primitive  people  have  had  tools  since  Stone 
Age  days,  and  carnivorous  primities  have  one  single  method 
of  handling  meat  practically  everywhere  in  the  world. 

'You  take  a  good-sized  piece  of  meat  in  your  left  hand 
and  a  knife  in  the  right,'  he  explained.  'With  your  front 
teeth  you  nip  lightly  into  the  edge  of  the  piece,  just  so  you 
get  a  good  hold,  and  then  you  cut  in  front  of  your  lips. 
This  piece  of  meat  is  not  likely  to  be  larger  than  the  one 
you  cut  with  knife  and  fork  when  you  dine  politely  on  a 
sirloin.' 

'In  actual  fact,  Eskimos  chew  their  food  less  than  almost 
any  other  people,'  said  Mr.  Stefansson,  'and  their  native 
diet  does  not  massage  their  gums  with  coarse  food.  Yet 
not  one  cavity  has  been  found  in  any  tooth  of  any  Eskimo 
who  died  before  his  food  was  Europeanized.  The  Eskimos 
are  the  only  people  known,  past  or  present,  who  have  a 
perfect  record  of  no  decayed  teeth.' 

Popular  belief  that  Eskimos  chew  skins  a  great  deal  in 
preparing  them  for  clothing,  thus  getting  dental  exercise, 
was  declared  'greatly  exaggerated.' 

'All  defiiciency  diseases  seem  always  absent  from  people 
living  wholly  on  meat.  In  view  of  much  discussed  theories, 
it  is  well  to  specify  that  certainly  there  is  never  a  case  of 
scurvy  and  almost  certainly  never  one  of  rickets.  Tooth 
decay  is  absent,  pyorrhea  is  rare  or  absent.' 

'Cancer  has  probably  never  been  reported  from  Eskimos 
still   living   on  their  native   food,'   the   explorer   commented. 


-e.  it.  *  ■.- 


Looks  Right  Plain 

The  Department  of  Public  Health  of  this  month's 
issue  has  a  report  which,  as  the  Department  Editor 
suggests,  is  of  considerable  interest;  but  I  do  not 
go  along  with  Dr.  Ennett  in  being  puzzled  by  it. 
Nor  does  it  seem  to  me  that  the  committee's  action 
has  any  reference  to  anything  anticipated,  except 
as  it  is  anticipated  that  there  will  be  repetitions  of 
acts  in  flagrant  disregard  of  the  plain  rights  and 
responsibilities  of  the  family  doctor. 

However  much  care  may  be  exercised  in  choosing 
school  nurses  and  school  physicians,  inevitably 
some  school  nurses  and  school  physicians  will,  at 
every  opportunity,  steer  school  children  and  other 
patients  to  certain  physicians  and  surgeons  of  their 
own  choosing. 

Within  the  past  ten  days,  on  a  social  occasion, 
a  lady  remarked  how  much  disturbed  she  was  "be- 
cause the  school  nurse  keeps  after  me  to  have  Joe's 
tonsils  taken  out,  and  I  have  taken  him  to  our 
doctor  and  he  says  they  don't  need  to  come  out." 
"Our  doctor"  is  one  second  to  none  in  our  city  in 
native  intelligence,  in  training  and  in  honesty.  I 
suggested  that  she  ask  the  nurse  at  what  hours  she 
(the  nurse)  took  out  tonsils  and  at  what  price. 

Frequently  there  comes  under  observation  some- 
thing to  remind  of  how  well  it  would  be  for  train- 
ing schools  for  nurses  to  make  many  changes  in 
their  courses  of  instruction,  with  a  view  to  gradu- 
ating good  nurses  rather  than  poor  doctors;  and  it 
would  be  well  for  employers  of  school  nurses  and 
teachers  and  not  a  few  doctors  on  the  public  pay- 
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roll,   to   instruct  them  in   the  limitations  of  their 

duties  and  privileges,  and  to  see  that  those  who 

manifest  delusions  of  grandeur  as  to  what  they  are 

for  ar.d  how  much  they  know  are  promptly  retired 

to  private  life. 

s.  m.  &  b. 

The  Easy  Vicarious  Sacrifice 
About  ten  years  ago  an  Oklahoma  man  who  re- 
fused medical  treatment  for  his  little  daughter,  with 
the  result  that  the  child  died  of  diphtheria,  came 
into  court  accompanied  by  a  lawyer  when  he  was 
arraigned  to  answer  to  the  law  for  the  child's  death. 
The  prosecuting  attorney  wanted  to  know  why  he 
denied  his  child  medical  treatment  when  he  knew 
her  life  was  at  stake  and  then  provided  himself  with 
a  lawyer  when  only  his  liberty  was  at  stake. 

We  heartily  wish  we  had  a  solicitor  with  that 
much  sense  of  relative  values  and  of  the  fitness  of 
things — sense  generally,  you  might  say. 

Adults  write  for  the  papers  against  vaccination, 
inoculation  and  animal  experimentation,  and  the 
application  at  the  bedside  of  the  lessons  learned  by 
these  measures;  but  when  we  come  to  the  place  of 
sacrifice,  now  as  in  times  agone,  it  is  the  firstlings 
of  the  flock  without  spot  or  blemish  that  are  offered 
up. 

S.    M.    &    E. 

Hospital  Guests-for-a-Day 
In  a  copy  of  an  old  Elizabeth  City  Independent, 
I  find  an  excellent  article  from  the  pen  of  Dr. 
John  Saliba.  Dr.  Saliba  had  been  noting  the  great 
increase  in  the  use  of  hospitals  and  he  knew  that  in 
a  large  proportion  of  the  cases  the  cost  burden  was 
heavy.  He  also  noted  that  relatives,  friends,  fellow- 
worshippers  and  lodge  brothers  had  a  way  of  send- 
ing a  great  profusion  of  flowers  to  those  confined  to 
hospitals.  From  this  point  it  was  easy  for  him  to 
think  of  how  the  situation  which  so  often  badly 
reeds  to  be  relieved  could  be  relieved  by  putting  out 
in  a  different  way  the  greater  part  of  the  money 
spent  for  flowers. 

I  have  noticed,  wrote  the  good  doctor,  during  my  fifteen 
years  connection  with  the  hospital  of  our  town  that  when  a 
patient  gets  sick  and  is  in  the  hospital  he  has  many  friends 
who  want  to  show  him  sympathy.  This  sympathy  is  gen- 
erally expressed  in  flowers.  I  have  seen  rooms  in  our  hospital 
actually  littered  up  with  flowers.  Members  of  churches,  of 
fraternities,  of  clubs,  friends  vie  with  one  another  in  send- 
ing bouquets  of  flowers  to  the  sick  person. 

May  I  make  the  suggestion,  to  which  I  claim  no  original- 
ity, that  members  of  churches,  of  fraternities,  of  clubs, 
friends  instead  of  sending  flowers  go  to  the  superintendent 
of  the  hospital  and  say:  My  friend  S is  in  the  hos- 
pital. He  is  a  member  of  my  church,  my  fraternity,  my 
club  and  I  should  like  to  do  something  for  him.  I  will 
partly  defray  his  expenses.  I  would  like  to  pay  the  cost  of 
the   room   for  the   day.   Here  is  a  little  card   which  says: 

My   dear  S ,   I   wish   to  extend  to   you   my   greatest 

Sympathy,  and  I  want  you  to  be  my  guest  for  the  day  in 
the  hospital.  I  wish  you  may  have  a  speedy  recovery.  Your 
fellow  worshipper,  your  fraternal  brother,  or  your  friend 
M . 


When  the  card  is  delivered  by  the  nurse  to  the  patient, 
he  opens  it.  He  reads  it  and  says:  This  card  is  from  a 
member  of  my  church,  of  my  Sunday  School,  of  my  fra- 
ternity, of  my  club  or  from  my  dear  friend.  That  is  fine;  I 
am  not  forgotten ;  I  am  grateful ;  I  feel  better. 

The  patient  is  not  resentful.  He  dees  not  think  himself 
an  object  of  charity.  The  patient  is  a  guest. 

What  does  one  do  if  he  has  no  room  for  friends  in  his 
home?  He  sends  them  to  a  hotel  and  pays  the  bill,  of 
course. 

Have  we  not  done  this  to  wealthy,  healthy  delegates  and 
friends? 

Here  is  a  friend,  a  fellow  member  of  one's  church,  fra- 
ternity, club,  in  trouble,  sick,  helpless,  suffering  and  one 
expresses  his  sympathy  by  helping  him  in  a  practical  way. 

This  journal  is  not  unmindful  of  the  esthetic 
values;  nor  is  it  hostile  to  the  florists.  It  would 
love  to  see  two  flower  shops  thriving  for  every  one 
that  is  now  making  out  to  get  along.  However,  it 
agrees  with  the  idea  that  a  few  flowers  in  a  sick- 
room are  better  than  many;  that  the  privilege  of 
being  a  guest  of  friends  and  well-wishers  while  we 
are  ill  would  be  a  real  boon  to  most  and  an  impor- 
tant contributing  factor  toward  the  recovery  of 
many;  and  that  such  arrangement  is  feasible,  in 
good  taste  and  would  meet  with  grateful  apprecia- 
tion by  those  most  in  need  of  comfort  and  cheer. 


-s.  m.  &  s.- 


NEWS  ITEMS 


Buncombe  County  Medical  Society  meeting  at  the 
Mission  Hospital,  Asheville,  June  21st,  46  members  pres- 
ent. 

Clinical  case  histories: 

Dr.  Crow:  Case  of  Hodgkin's  disease  of  the  mesenteric 
lymph  nodes.  Diarrhea  was  a  prominent  symptom.  His  first 
hospitalization  showed  an  essentially  normal  blood  picture 
— feces  were  positive  for  occult  blood.  This  case  was  very 
thoroughly  studied,  including  proctoscopic  and  G.  I.  exam- 
inations. At  exploratory  laparotomy  tissue  was  obtained 
which  revealed  the  diagnosis.  The  patient  is  now  on  x-ray 
treatment  and  in  a  rapid  decline. 

Dr.  Saunders:  Foot  stabilization  operation  was  presented 
by  means  of  x-ray  and  skeletal  demonstrations.  The  out- 
come in  this  particular  case  is  expected  to  be  quite  satis- 
factory. 

Dr.  Parker:  An  unusual  abdominal  emergency  in  a  young 
man  with  an  undescended  left  testicle.  Four  days  prior  to 
hospitalization  this  man  experienced  a  severe  pain  in  the 
left  inguinal  region  while  lifting  a  heavy  weight.  On  exam- 
ination, a  tumor  mass  was  felt  in  the  region  of  the  bladder. 
On  operation  this  tumor  mass  was  found  to  involve  the 
left  vas  and  seminal  vesicle.  The  patient  recovered. 

Dr.  Pendleton:  An  unusual  chest  case — Dr.  Murphy 
showed  x-ray  plates  of  this  patient,  who  was  a  known 
dextro  cardia — had  had  six  attacks  of  pneumonia ;  was 
admitted  to  the  hospital  with  asthmatic  bronchitis  and  a 
four  plus  Wassermann.  The  feature  of  this  case  was  the 
total  absence  of  heart  shadow  on  two  x-ray  plates.  Dr.  M. 
L.  Stevens  supplied  x-ray  films  of  another  such  case,  which 
was  likewise  presented  by  Dr.  Murphy. 

Dr.  Weizenblatt:  An  undiagnosed  eye  case;  headache  the 
chief  symptom.  A  white  girl,  21  years,  weight  275  lbs; 
abnormal  hair  growth  over  the  body  requiring  daily  facial 
shaving.  The  fundus  of  the  eye  showed  papilledema  and 
choked  veins  with  hemorrhages  about  the  disc.   X-ray   of 
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the  skull  showed  a  tumor  in  the  region  of  the  sella.  The 
patient  had  normal  vision  and  a  normal  visual  field.  Was 
sent  to  Johns  Hopkins  Hospital  where  a  tumor  of  the  post- 
rolandic  area  was  removed.  The  patient  recovered. 

Dr.  Lott:  Urinary  extravasation  in  a  male  of  54  years. 
There  was  considerable  swelling  of  the  entire  genital  region ; 
a  suprapublic  operation  was  done,  on  the  fourth  day 
thereafter  the  skin  of  the  involved  area  sloughed  off.  A 
fistulous  tract  was  demonstrated  by  urethrogram.  The  pa- 
tient was  further  treated  and  recovery  followed. 

Dr.  Ringer  reported  for  the  Tuberculosis  Seminar  and 
outlined  the  proposed  program;  stating  that  the  suggested 
program  was  by  no  means  complete  or  final.  Dr.  Cocke  and 
Dr.  Huffines  further  discussed  the  matter. 

Dr.  Murphy  and  Dr.  Kutscher  reported  for  the  Ways 
and  Means  Comm.  regarding  the  Bulletin.  Dr.  Ringer  moved 
that  the  bulletin  be  published ;  the  motion  was  seconded  and 
duly  passed. 

Dr.  Clark  announced  that  the  next  meeting  of  the  Society 
would  be  addressed  by  a  guest  speaker,  most  likely  on  the 
subject  of  Tuberculosis  of  the  Skin. 

(Signed)  G.  W.  Kutscher,  jr.,  M.D.,  Secy. 


The  Sixth  District  (N.  C.)  Medical  Society  held  a 
meeting  at  Roxboro  June  23rd.  Program:  The  Nature  of 
Conversion,  Invited  Guest  Dr.  E.  H.  Williams,  Richmond, 
Va.;  Physical  Defects  and  their  relation  to  Grade  Repeaters 
in  the  Public  Schools,  Dr.  S.  V.  Lewis.  Roxboro;  Mental 
Problems,  Dr.  J.  W.  Ashby,  Raleigh;  The  Physiology  and 
Pathology  of  the  Appendix,  Dr.  H.  A.  Royster,  Raleigh; 
Conditions  Causing  a  Bloody  Diarrhea,  Dr.  J.  M.  Ruffin, 
Durham. 


The  First  District  (N.  C.)  Medical  Society  met  at  the 
David  Stone  Inn,  Windsor,  the  evening  of  June  22nd.  A 
banquet  was  served  with  the  Windsor  members  as  hosts. 
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Burwell  &  Dunn  Company 
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Dr.  H.  W.  Lyon  extended  a  welcome  to  the  visitors  and 
then  turned  the  meeting  over  to  Dr.  J.  G.  Mathison,  of 
Ahoskie,  who  was  master  of  ceremonies.  Dr.  T.  M.  Wat- 
son, of  Greenville,  and  Dr.  C.  T.  Smith,  of  Rocky  Mount, 
were  the  chief  speakers. 


The  Twenty-second  Annual  Session  of  the  American  Col- 
lege of  Physicians  will  be  held  in  New  York  City,  with 
headquarters  at  the  Waldorf-Astoria  Hotel,  April  4-S,  1938. 

Attention  is  called  to  the  dates  thus  early  as  a  means  of 
avoiding  conflicts. 

Dr.  James  H.  Means,  of  Boston,  president,  will  have 
charge  of  the  program  of  general  scientific  sessions.  Dr. 
James  Alex.  Miller,  of  New  York  City,  has  been  appointed 
General  Chairman  of  the  Session,  and  will  be  in  charge  of 
the  program  of  clinics  and  demonstrations  in  the  hospitals 
and  medical  schools  and  of  the  program  of  round  table 
discussions  to  be  conducted  at  headquarters. 


Directors  of  Memorial  General  Hospital,  Kinston,  have 
announced  that  the  institution  will  be  enlarged  for  the 
second  time  within  a  period  of  two  or  three  years.  When 
the  additions  are  completed  the  Kinston  Clinic,  located  in 
the  business  district  a  mile  from  the  hospital,  will  have 
quarters  in  the  hospital. 


Sternbercer  Children's  Hospital,  Greensboro,  is  to  be 
known  as  Sternberger  Hospital  for  Women  and  Children, 
according  to  anouncement  from  Eli  M.  Oettinger,  secretary- 
treasurer  of  the  executive  committee  of  the  hospital.  The, 
hospital,  organized  in  1930  as  a  memorial  to  Mr.  and  Mrs. 
E.  Sternberger  and  Miss  Amelia  Sternberger,  was  exclusive- 
ly for  children  until  four  years  ago,  when  women  patients 
were  admitted  for  the  first  time.  Because  the  demand  for 
admittance  has  grown,  the  committee  decided  the  name 
should  be  changed. 


The  Moore  County  Health  Department  received  noti- 
fication from  the  State  Board  of  Health  in  Raleigh  that  the 
local  department  had  been  placed  on  the  honor  list,  recently 
created,  with  11  other  counties  in  the  State.  Dr.  J.  Syming- 
ton, County  Health  Officer,  also  announced  that  informa- 
tion had  been  received  from  the  U.  S.  P.  H.  S.  that  in  a 
recently  held  rural  health  conservation  contest,  the  Moore 
department  had  been  placed  among  the  first  10  of  the  health 
departments  of  the  eastern  division  of  the   United   States. 


Dr.  Wesley  Taylor,  of  Greensboro,  bird  chairman  of 
the  North  Carolina  Garden  club,  spoke  on  the  evening  of 
June  17th  before  the  garden  club  of  the  North  Carolina 
sanatorium  on  How  to  Attract  Birds. 


Dr.  Warren  Dallas  Carter,  of  Wilmington,  has  been 
elected  to  direct  the  full-time  health  program  of  Caldwell 
and  Burke  counties. 


Dr.  R.  L.  Herring,  new  Health  Officer  for  High  Point, 
spoke  on  Cancer  before  the  Randolph  County  Medical  So- 
ciety June  14th. 


Dr.  M.  B.  Bethel,  of  Louisville,  Kentucky,  a  graduate 
of  Vanderbilt,  and  of  the  College  of  Medicine  of  the  Uni- 
versity of  Tennessee  at  Memphis  in  1936,  is  a  recent  addi- 
tion to  the  staff  of  the  H.  F.  Long  Hospital,  Statesville, 
N.  C. 


Dr.  E.  R.  Hardin,  Robeson  County  Health  Officer,  has 
returned  from  Ann  Arbor,  Mich.,  where  he  had  been  since 
February  11th  on  leave  for  study  in  the  Public  Health 
school  of  the  University  of  Michigan. 
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Dr.  J.  W.  Vernon,  of  Morganton,  has  been  chosen  presi- 
dent of  the  State  Board  of  Medical  Examiners. 


Dr.  G.  W.  Lawson,  formerly  of  Chapel  Hill,  is  the  new 
house  physician  at  Thompson  Memorial  Hospital,  Lum- 
berton,  succeeding  Dr.  Frank  McGrath  of  Texas,  who  had 
been  there  six  months.  Dr.  McGrath,  who  has  made  a 
large  number  of  friends  during  his  stay  here,  has  entered 
the  private  practice  of  medicine  in  partnership  with  Dr. 
Geo.  C.  Allen,  with  offices  over  the  Lumberton  drug  store. 


Dr.  Charles  L.  Cabell,  of  Richmond,  has  been  awarded 
a  fellowship  in  surgery  by  the  Mayo  Foundation,  and  has 
entered  upon  service  at  Rochester.  Dr.  Cabell  has  been  a 
member  of  the  teaching  staff  of  the  Medical  College  of 
Virginia. 


Dr.  M.  K.  Olcar,  of  Ankara,  the  capital  of  Turkey,  is 
spending  a  month  in  study  in  the  work  of  the  State  Board 
of  Health  in  Raleigh.  He  is  preparing  to  teach  vital  statis- 
tics and  epidemiology  in  the  new  school  of  Hygiene  in 
Ankara.  He  reports  that  under  the  reign  of  Dictator  Kemal 
Ataturk  stray  dogs  are  no  longer  allowed  to  run  at  large, 
that  syphilis  and  malaria  have  almost  disappeared,  and  that 
the  sale  of  alcohol  is  under  state  control. 


Dr.  Fred  G.  Patterson,  of  Chapel  Hill,  a  recent  grad- 
uate- "hr  -medicine  of  the  University  of  Pennsylvania,  is 
serving  an  interneship  in  a  hospital  at  Danville,  Pennsylva- 


Dr.  S.  P  Sebastian,  prominent  Negro  physician  and 
surgeon  of  Greensboro,  was  fatally  injured  when  his  car 
was  struck  by  a  truck  June  23rd. 


u.  &  s.- 


Our  Medical  Schools 


Duie 


On  May  17th,  Dr.  W.  H.  Stoner,  of  the  Burroughs  Well- 
come and  Company  Experimental  Research  Laboratories 
lectured  to  the  staff  and  students  on  Sulfanilamide  Therapy, 
and  on  May  31st  Dr.  Jonas  S.  Friedenwald,  of  the  Wilmer 
Institute  of  Ophthalmology,  The  Johns  Hopkins  Hospital, 
lectured  on  Interpretation  of  Retinal  Changes. 

At  the  graduating  exercises  of  Duke  University,  held  June 
7th,  forty-eight  students  received  the  degree  of  Doctor  of 
Medicine,  and  six  the  degree  of  Bachelor  of  Science  in 
Medicine.  Nineteen  nurses  received  the  diploma  in  Nursing 
and  six  the  degree  of  Bachelor  of  Science  in  Nursing. 

During  the  year  1936-37,  the  following  senior  medical 
students  were  elected  to  Alpha  Omega  Alpha  fraternity:— 
K.  D.  Adams,  H.  I.  Harvey,  H.  M.  Horack  and  S  Rum- 
panos. 

University  of  Virginia 


Dr.  Dudley  C.  Smith  spoke  on  Modern  Methods  in  the 
Control  of  Syphilis  at  the  scientific  session  of  the  Ohio 
County  Medical  Society  in  Wheeling,  West  Virginia  on 
April  30th. 

On  May  11th,  Dr.  H.  B.  Mulholland  addressed  the  Med- 
ical Society  of  Northern  Virginia,  meeting  at  Woodstock, 
on  the  subject  of  New  Advances  in  Therapy. 

The  Virginia  State  Section  of  the  American  College  of 
Physicians  met  at  the  University  Hospital  on  May  21st. 
The  program  included  the  following  speakers:  Dr.  A.  D. 
Hart,  Dr.  H.  B.  Mulholland,  Dr.  J.  Edwin  Wood,  Dr.  W. 
W.  Waddell  and  Dr.  D.  C.  Wilson. 


Dr.  H.  B.  Mulholland  addressed  the  New  Vork  City 
group  of  University  of  Virginia  Medical  Alumni  at  theii 
meeting  on  May  28th. 

On  May  24th,  Dr.  J.  C.  Flippin  spoke  before  the  Staff 
of  St.  Elizabeth's  Hospital  in  Richmond  on  Acute  Aseptic 
Meningitis. 

On  June  3rd,  Dr.  Robert  V.  Funsten  addressed  the 
American  Orthopedic  Association,  meeting  at  Lincoln, 
Nebraska,  on  Sideswipe  Dislocations  of  the  Hip. 

On  June  4th,  Dr.  Fletcher  D.  Woodward  read  a  paper  on 
Nasopharyngeal  Abscesses  and  Cysts  before  the  American 
Laryngological,  Rhinological  and  Otological  Society  at  the 
meeting  in  Atlantic  City. 

Dr.  J.  Edwin  Wood  and  Dr.  Harold  Nix  read  a  joint 
paper  on  Hypertension  and  Pregnancy  before  the  Section  on 
Medicine  of  the  American  Medical  Association  at  the  meet- 
ing in  Atlantic  City  on  June  °th. 

At  the  Final  Exercises  on  June  15th  sixty-one  students 
from  the  Department  of  Medicine  were  graduated  with  the 
degree  of  Doctor  of  Medicine. 


Medical  College  of  Virginia 


The  college  has  under  construction  its  first  dormitory  for 
men  at  a  cost  of  $315,000.00.  This  building  will  house  the 
house  staff  of  the  college  hospitals,  approximately  50  and 
the  senior  medical  class,  its  total  capacity  being  147.  The 
building  will  be  located  in  the  hospital  center  and  will 
contain  in  addition  to  the  typical  dormitory  rooms  a% 
cafeteria,  private  dining  rooms,  an  assembly  room  seating 
150,  barber  shop,  and  other  facilities.  The  building  will  be 
dedicated  next  spring,  probably  during  the  Centennial 
Celebration  of  the  college. 

3.    M.    &   6. 

Inqltiry:  What  is  the  longest  period  you  ever  knew  a 
person  to  live  with  a  diostolic  pressure  above  150? 
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Dr.  Elijah  Eugene  Menefee,  of  Durham,  and  Miss 
Eleanor  Chittenden,  of  Weldon,  were  married  on  June  5th. 
Mrs.  Menefee  is  a  graduate  of  the  School  of  Nursing  of 
Duke  University,  and  Dr.  Menefee  is  a  graduate  and  a 
member  of  the  staff  of  the  Medical  School. 


Dr.  Robert  D.  Croom,  of  Maxton.  North  Carolina,  and 
Miss  Rosa  Currie,  of  Clio,  South  Carolina,  were  married 
on  June  8th. 


Dr.  R.  0.  Jones,  house  physician  at  Baker  Sanatorium, 
Lumberton,  and  Miss  Margaret  C.  Moore  of  Norfolk,  Va., 
were  married  June  2nd  in  the  Duke  Chapel,  Duke  Uni- 
versity, Durham.  After  a  wedding  trip  to  Florida,  the 
couple  will  be  at  home  in  Lumberton. 


Miss  Mary  Irvine  Carter,  of  Danville,  Virginia,  and  Dr. 
Charles  Houston  Gay,  Martinsburg,  W.  Virginia,  June  20th. 


Dr.  John  William  DeVine,  jr.,  and  Miss  Clara   Cunning- 
ham Roberson,  of  Durham,  were  married  on  June  30th. 


Dr.  Roscoe  Bennett  Gray  Cowper  and  Miss  Mary  Joy 
Odom,  of  Denton,  Texas,  were  married  on  June  21st.  Dr. 
Cowper  is  a  native  of  Raleigh.  He  will  practice  at  Big 
Springs,  Texas. 


Dr.  Howard  Thompson  Holden,  of  Chattanooga,  and 
Miss  Dorothy  Helen  Rodes,  of  Greenwood,  Virginia,  were 
married  on  June  23rd. 


Dr.  Jacob  Harrison  Shuford,  of  Hickory  and  Winston- 
Salem,  and  Miss  Robin  Fraley,  of  Statesville,  were  married 
on  June  18th.  Dr.  Shuford  is  a  resident  surgeon  of  City 
Memorial  Hospital  in  Winston-Salem. 


Dr.  James  Eugene  Hemphill,  of  Petersburg,  and  Miss 
Mary  Nancy  Ray,  of  Richmond,  were  married  on  June 
21st.  Dr.  Hemphill  is  a  member  of  the  staff  of  the  Marine 
Hospital  in   Baltimore. 


Miss  Kathleen  Cogdell,  of  Goldsboro,  and  Dr.  Wyman 
Plate  Starling,  of  Roseboro,  were  married  at  the  home  of 
the  bride  on  June  18th. 


Dr.  Frederick  Ralph  Person,  of  Williamsburg,  and  Miss 
Dorothy  Italena  Speese,  of  Roanoke,  were  married  June 
5th. 


Miss  Leiotte  Rose  Hall  and  Dr.  Robert  Erwin  Long,  of 
Roxboro,  were  married  June  26th. 


Dr.  Everett  Irving  Bugg  and  Miss  Annie  Laurie  New- 
som,  of  Durham,  were  married  on  June  10th.  Dr.  Bugg 
is  a  member  of  the  staff  of  Duke  Hospital. 


Dr.  Phares  Yates  Greene,  of  Apex,  and  Miss  Melba  Hunt, 
of  Raleigh,  were  married  on  June  19th.  Dr.  Greene  is 
associated  in  practice  at  Apex  with  Dr.  O.  S.  Goodwin. 


Dr.  Kenneth  Costich,  of  Rochester,  New  York,  and  Miss 
Margaret  Camila  Kirkland,  of  Durham,  were  married  on 
June  14. 


Dr.  Albert  Hazel  Zealy,  jr.,  and  Miss  Susan  Moore  Col- 
lier, of  Goldsboro,  were  married  June  19th. 


Dr.  Frank  Edmondson,  jr.,  of  Tarboro,  and  Miss  Sara 
Narcissus  Wariner,  of  Ruffin,  were  married  June  15th.  Dr. 
Edmondson  is  resident  physician  at  Bryn  Mawr  Hospital. 


Dr.  James  S.  Wilson,  Soon  Chun,  Korea,  and  Miss  Edna 
Mae  Newton,  of  Kenansville,  North  Carolina,  were  mar- 
ried in  Richmond,  June  10th.  Dr.  Wilson  will  serve  an 
interneship  in  the  Henry  Ford  Hospital  before  going  to 
Korea  for  service  as  a  medical  missionary.  His  bride  is  a 
graduate  of  the  Training  School  of  Stuart  Circle  Hospital 
in  Richmond. 


B.  M.  Sc  6. 

Deaths 

Dr.  Hugh  Hatch  Hill.  Penn.  '95,  79,  died  at  his  home  at 
Locust  Dale,  Madison  County,  Virginia,  June  15th.  Inter- 
ment took  place  in  the  family  burying  ground  at  Glenda- 
lough.  Dr.  Hill  was  for  a  number  of  years  resident  physi- 
cian at  Mountain  Lake. 


Dr.  J.  W.  Dickie,  of  Southern  Pines,  died  at  Moore 
County  Hospital,  July  5th,  after  an  illness  of  a  few  days  of 
heart  disease  complicated  by  pneumonia. 


Dr.  Samuel  Downing.  44,  Medical  College  of  Va.,  1914, 
Newport  News  physician  and  former  city  health  officer, 
died  June  14th,  after  a  long  illness. 


Dr.  Coite  L.  Sherrill,  49,  died  unexpectedly  at  his  home 
at  Statesville,  June  24th.  Dr.  Sherrill,  widely  known  in 
American  Legion  circles  throughout  the  State,  was  in  ap-; 
parently  good  health  until  he  suffered  a  heart  attack,  a^iew; 
minutes  before  his  death. 
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Saint   Albans  Sanatorium,  Radford,  Virginia 


'Why  Don't   You  Advertise?' 


•  This  question  is  put  to  us  too  frequently.  Physicians  and  patients,  who  are  not  acquainted  with  the 
work  at   Saint  Albans,   feel  that  we  should  be   better  known. 

•  Our  invariable  answer  is:  "We  do  advertise  but  only  to  physicians."  Ethical  managements  of 
patients  extends  from  this  point  throughout  our  relation  with  them  .  .  .  diagnosis  and  treatment,  and 
advice  to  their  family  physicians. 

•  We  make  no  extravagant  therapeutic  claims.  .  .  have  no  fads  or  secret  remedies.  Saint  Albans  is 
owned  and  operated  by  members  of  the  medical  profession.  The  work  is  limited  to  the  care  and  treat- 
ment of  Nervous  and  Mental  Disease  and  Alcoholism. 

For  Catalogue  and  Further  Information,  Address — 
JAMES    KINO,    M.D.  RADFORD.    VIRGINIA 


Dr.  Hugh  Allison  Greenwood,  58,  an  authority  on  trop- 
ical diseases,  died  at  Chapel  Hill,  June  20th,  of  cerebral 
hemorrhage.  A  native  of  New  Orleans  and  a  graduate  of 
the  Tulane  University  Medical  School,  Dr.  Greenwood  was 
stationed  in  South  America  for  twenty-one  years.  For  four 
years  he  was  associated  with  Gen.  W.  C.  Gorgas  in  sanita- 
tion projects  in  the  Panama  Canal  Zone.  He  later  went  to 
Equator,  Brazil,  as  the  medical  consultant  of  an  oil  com- 
pany. 


Dr.  Ronald  Corbin  Gyles,  43,  died  suddenly  the  night  of 
June  19th,  at  his  summer  camp  five  miles  east  of  Siler  City. 
Death  was  the  result  of  heart  attack  suffered  a  few  hours 
before  his  death.  He  had  practiced  medicine  at  Siler  City 
since  1924. 


-s.  M.   &  B- 


BOOK  REVIEWS 


PERSONAL  HYGIENE,  By  C.  E.  Turner,  M.A..  Dr. 
P.  H.,  Professor  of  Biology  and  Public  Health  in  the  Massa- 
chusetts Institute  of  Technology ;  Formerly  Associate  Pro- 
fessor of  Hygiene  in  the  Tufts  College  Medical  and  Dental 
Schools;  Sometime  Member  of  the  Administrative  Board  in 
the  School  of  Public  Health  of  Harvard  University  and  the 
Massachusetts  Institute  of  Technology.  With  84  text  illustra- 
tions and  3  color  plates.  The  C.  V.  Mosby  Co.,  St.  Louis, 
1937.  $2.25. 

The  author  says  one  can  not  rely  on  his  taste  to 
select  proper  diet,  and  that  we  must  understand 
the  nutritional  needs  of  the  body.  He  emphasizes 
variety  in  diet,  dark  breads,  whole  grains,  milk, 
hard  foods,  fruit  and  vegetables  and  eating  gener- 
ously.  He  calls  the  no-breakfast  hobby  a   foolish 


fad.  A  slight  surplus  in  weight  under  thirty  ears  of 
age  is  said  to  be  a  distinct  advantage.  We  are  told 
of  the  advantage  of  serving  foods  temptingly,  that 
often  a  small  serving  will  lead  to  the  taking  of  a 
second  portion,  when  a  large  serving  would  be  re- 
fused entirely. 

Oral  hygiene  is  thoroughly  discussed.  Respiration, 
circulation  and  excretion  are  given  in  a  way  to  well 
serve  the  purposes  of  the  book.  Probably  too  much 
faith  is  shown  in  the  efficacy  of  methods  of  prevent- 
ing acne.  Valid  information  is  given  on  the  ductless 
glands.  The  chapter  on  mental  hygiene  appeals  as 
sound.  Other  chapters  are  on  bodily  activity,  repro- 
duction, heredity  and  health,  narcotics  and  stimu- 
lants and  communicable  diseases.  Wry  dogmatically 
we  are  told:  "Until  growth  is  completed,  that  is, 
until  after  twenty-five  years  of  age,  tobacco  should 
not  be  indulged  in." 

Some  of  us  would  prefer  a  more  comfortable  and 
a  shorter  life  than  the  one  the  author  sets  up  as 
ideal. 


PHYSICAL  DIAGNOSIS:  The  Art  and  Technique  of 
History  Taking  and  Physical  Examination  of  the  Patient  in 
Health  and  in  Disease,  by  Don  C.  Sutton,  M.S.,  M.D., 
Associate  Professor  of  Medicine,  Northwestern  University 
School  of  Medicine;  Attending  Physcian  and  Chairman  of 
the  Medical  Division  of  the  Cook  County  Hospital ;  Chief 
of  the  Cardiac  Clinic,  Cook  County  Hospital,  Chicago; 
Attending  Physician,  The  Evanston  Hospital.  With  293 
illustrations,  and  S  color  plates.  The  C.  V.  Mosby  Company, 
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St.  Louis.  1937.  $5.00. 

The  author  is  dominated  by  the  conviction  that 
the  taking  of  a  good  history  and  the  making  of  a 
good  physical  examination  are  at  once  the  most 
difficult  and  the  most  valuable  of  the  means  we  have 
of  learning  what  is  wrong  with  patients,  and  he  has 
written  a  great  book  to  help  those  who  have  the 
care  of  sick  folks  to  learn  what  is  wrong  with  them. 
It  is  worth  while  to  note  that  the  book  takes  due 
cognizance  of  the  fact  that  the  interpretation  of  the 
patient's  psychology  is  an  important  part  of  phys- 
ical diagnosis. 

Frequently  the  reader's  attention  is  directed  to 
the  fact  that  most  errors  in  diagnosis  come  from 
lack  of  examination.  The  whole  book  is  wholesome, 
stimulating  and  helpful 


THE  TECHNIC  OF  LOCAL  ANESTHESIA,  by  Arthur 
E.  Hertzler,  A.M.,  M.D.,  Ph.D.,  LL.D.,  F.A.C.S.,  Professor 
of  Surgery  in  the  University  of  Kansas;  Surgeon  to  The 
Halstead  Hospital,  Halstead,  Kansas;  to  St.  Luke's  Hospital 
and  St.  Mary's  Hospital,  Kansas  City,  Mo.;  and  to  the 
Providence  Hospital,  Kansas  City,  Kansas.  Sixth  edition. 
The  C.  V.  Mosby  Company,  St.  Louis.  1937.  $5.00. 

With  the  author  spinal  anesthesia  has  largely 
replaced  local  anesthesia  for  surgery  below  the 
diaphragm.  Novocaine  is  the  agent  of  greatest  use- 
fulness in  the  local  anesthesia  field.  Cocaine  still 
has  its  uses.  Diathane  has  certain  advantages.  The 


author  prefers  to  make  his  own  solutions,  fresh  for 
each  operation.  Nupercaine  is  said  to  be  20  times  as 
toxic  as  cocaine.  Local  anesthesia  for  opening 
abscesses,  removing  tumors  and  foreign  bodies,  skin 
grafting  and  wound  suturing  is  described  ade- 
quately. 

We  are  told  that  in  injuries  of  the  skull  and  brain, 
whether  they  require  the  elevator  or  the  trephine 
or  not,  local  anesthesia  is  by  all  odds  to  be  chosen. 
Anesthesia  for  tooth  extraction  and  for  mastoid 
operations  are  covered.  In  adults  and  older  children 
"the  use  of  a  general  anesthetic  for  doing  tonsillec- 
tomies is  an  unnecessary  affliction  on  the  patient." 
Local  anesthesia  is  often  a  boon  in  chest  surgery. 
Operations  upon  the  abdominal  wall,  including  all 
hernias,  are  regarded  as  belonging  to  the  domain  of 
local  anesthesia. 

The  author  evidently  makes  use  of  local  anes- 
thesia extensively  and  successfully,  and  he  tells  how 
to  do  it  in  a  way  entirely  convincing. 


CLINICAL  ALLERGY,  by  Louis  Tuft,  M.D.,  Chief  of 
Clinic  of  Allergy  and  Applied  Immunology,  Temple  Univer- 
sity Hospital;  Associate  in  Immunology,  Temple  University 
School  of  Medicine ;  Director  of  Laboratories,  Pennsylvania 
Department  of  Health,  Philadelphia.  Introduction  by  John 
A  Kolmer,  M.D.,  Dr.P.H.,  D.Sc,  LL.D.,  L.H.D.,  Professor 
of  Medicine,  Temple  University;  Director  of  Research  In- 
stitute   of    Cutaneous    Medicine,    Philadelphia.      711    pages 
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with  82  illustrations.  W.  B.  Saunders  Company,  Philadel- 
phia and  London.    193  7.    Cloth  $8.00  net. 

It  is  said  of  this  book  that  the  author  recognized 
that  allergy  is  responsible  for  so  many  diseases 
that  it  is  to  be  expected  in  every  specialty  of  medi- 
cine and  surgery  and  that  no  general  practitioner 
or  specialist  but  is  concerned  in  the  diagnosis  and 
treatment,  and  that  it  is  written  primarily  for  the 
general  practitioner  and  doctors  other  than  the 
erpert  allergist. 

Chapter  heads  are:  Terminology,  Anaphylaxis, 
Allergy  in  Man,  Methods  of  Diagnosis,  Methods 
and  Principles  of  Treatment,  Serum  Allergy,  Drug 
Allergy,  Food  Allergy,  Pollen  Allergy,  Bacterial 
Allergy,  Physical  Allergy,  Asthma — Etiology  and 
Pathology,  Symptomatology  and  Diagnosis  of  Al- 
lergy, Treatment  of  x\sthma,  Allergic  Rhinitis,  Hay 
Fever,  Gastro-intestinal  Allergy,  Migraine,  Allergic 
Dermatoses — General  Principles  and  Methods  of 
Diagnosis,  Urticarial  Dermatoses  (Urticaria,  An- 
gioneurotic Edema,  Erythema  Multiforme,  Pur- 
pura, Etc.),  Atopic  Dermatitis  (Atopic  Eczema  or 
Neurodermatitis),  Contact  Dermatitis  (Allergic 
Dermatitis  of  the  Contact  Type,  Dermatitis  Vene- 
nata), Allergy  in  Children,  Allergy  in  Relation  to 
the  Other  Specialties. 

These  heads  give  some  idea  of  the  scope  of  the 
work  and  the  bent  of  the  author. 

Terms  are  defined — a  very  necessary  thing,  but 
one  disregarded  by  many  writers.  Drug  therapy  is 
not  despised. 

Of  desensitization  in  cases  of  food  allergy  it  is 
said  that  the  hypodermic  method  is  employed  only 
occasionally  in  cases  of  allergy  to  egg,  milk  or 
wheat ;  and  that  oral  desensitization  is  more  success- 
ful and  much  easier  to  carry  out. 

The  summary  of  the  matter  in  each  chapter  is  a 
valuable  clarifying  feature. 
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Although  it  can  not  be  said  of  this  text  that  the 
evidence  presented  justifies  one  in  attacking  the 
allergy  problems  of  his  patients  with  a  light  heart, 
it  can  be  said  with  truth  that  it  affords  more  en- 
couragement than  do  mds-f  books  on  this  subject. 


HEALTH  EDUCATION  OF  THE'PUBLIC:  A  Practical 
Manual  of  Techrrie,  by  W.  W.  Bauer,  B.S.,  M.D.,  Director, 
.Bureau  .of  Health  and  Public  Instruction,  American  Medical 
Association ;  Associate  Editor  of  Hygeia,  The  Health  Maga- 
zine; and  Thomas  G.  Hull,  Ph.D.,  Director.  Scientific 'Ex- 
hibit, American  Medical  Association;  Associate  Professor  of 
Bacteriology,  University  of  Illinois,  College  of  Medicine. 
227  pages  with  39  illustrations-..  {J*.  B.  Saundefs  Company, 
Philadelphia  and  London.     1937..  .Cloth  $2.50.  net.     ■ 

A  good  deal  of  space  .is  taken  up.  in  defining 
health,  and  with  the  difficulty  or  impossibility  of 
teaching  things  medical  to  the  public.  The  au- 
thors believe  that  there-  is  a  difference  between 
teaching  medicine- and  teaching  health.  Then  they 
go  on  to  tell  us  where  we  may  obtain  materials 
and  how  they  may  be  taken  to  the  public  with  the 
end  in  view  of  interesting  and  .instructing  everybody 
in  how  to  remain  in  health,  -.^.v        -.-    » 


What  the  Practitioner  Should  Know  About  Urology 

(J.   H.  Sanford,  St.  L,ouis,  in  J\'.  Ark.   Med.  Soc,  July) 

A  complete  blood  examination  including  Wassermann, 
study  df  pupillary,  patellas  and  other  reflexes.  Examination 
of  the  fluid  may  be  indicated.  Examine  the  external  genitalia 
for  size,  consistency  and  position  of  both  cordsy.  testes  and 
epididymi.  Pinpoint  urethral  meatus  may  account  for  per- 
sistent urinary  symptoms,  also  stricture  of  the  urethra. 

Examination  of  the  prostate,  rectal  sphincter  tone  and  the 
size,  consistency  and  tenderness  of  the  prostate  noted.  The 
expressed  secretion  from  the.  gland  must  be  microscopically 
studied.  A  general  physical  examination  of  a  patient  should 
always  include  the  prostate.  Sometimes  the  first  secretion 
may  be  negative  and  a  second  prove  positive.  Backache  is 
frequent  from  an  infected  prostate. 

Do  not  forget  that,  negative  urine  does  not  rule  out  the 
urinary  tract.  I«'  the  female'  insist  upon  a  catheter  speci- 
men. Cystoscopic  study  while  bleeding  is  present  will  in 
the  majority  of  cases  establish  its  origin.  Some  of  the  most 
serious  renal  and  bladder  lesions  may  bleed  for  a  few  days 
and  stop  for  months  igr  years. 

Ptosis,  ureteral  angulation,  stricture  of  the  ureter,  inter- 
mittent hydronephrosis  and  aberrant  vessels  will  cause 
pain  and  the  urine  may  be  perfectly  normal. 

In  an  acute  fulminating  kidney  infection  the  retention 
ureler  catheter  insures  prompt  drainage,  releases  back 
pressure  and  oftentimes  prevents  abscessed  areas  and  rup- 
ture. 

A  great  majority  of  cases  of  cystitis  are  secondary  to 
kidney  infection.  When  the  condition  fails  to  respond 
promptly  the  cystitis  is  secondary. 

Of  urinary  antiseptics,  urotropin  and  acid  sodium  phos- 
phate and  the  new  preparation  mandelic  acid  are  superior. 

With  frequent  urination  with  or  without  pain  and  normal 
urine  not  responding  promptly  to  internal  medication  or 
local  instillations,  suspect  early  carcinoma,  caruncle  or  con- 
tracture, stricture  of  the.  urethra,  involvement  of  the  glands 
of  the  urethra,  or  Huririer  ulcer  of  the  bladder. 

Any  patient  seen  hr  the  prostatic  age  with  symptoms 
pointing  to  obstruction  should  have  cystoscopic  study 
immediately  as  medication  is  worthless. 
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Back  Disorders  of  Psychic  Origin 
(J.  L.  Fetterman,  Cleveland,  in  Ohio  State  Med.  J  I.,  July) 

An  important  explanation  for  the  apparent  neglect  of 
back  neuroses  may  be  that  such  patients  present  evidence 
which,  at  first  glance,  appears  to  be  structural. 

The  back  pains  of  the  neurotic  are  frequently  described 
with  adjectives  of  vivid  intensity:  burning,  freezing,  tear- 
ing, pressing  and  torturing.  They  may  arise  from  vasospasm 
in  the  arteries  of  the  muscles,  or  they  may  occur  secondary 
to  muscle  spasm. 

More  important  than  the  sensory  symptoms  are  the  motor 
difficulties.  There  may  be  muscle  spasm,  limiting  motion  to 
the  stiffness  of  a  poker  spine.  In  some  instances  severe 
scoliosis  may  cause  the  patient  to  turn  far  over  to  one  side. 
This  weakness  or  peculiar  posture  represents  a  disorder  in 
the  tone  of  the  large,  important  paravertebral  muscles. 

Appropriate  to  our  problem  are  such  terms  as:  "I  can't 
stand  it;  I  can't  carry  on;  I  can't  carry  my  burden."  Such 
ideas  are  best  dramatized  by  a  weak,  painful  and  deformed 
back.  I  believe  that  the  symbolic  value  of  the  symptoms  is 
perhaps  the  most  important  factor  in  the  localization  in  the 
vertebral  column.  A  clerk  might  develop  headache,  visual 
disturbance  or  tremor  of  the  hand:  the  laborer  is  more  apt 
to  develop  back  symptoms. 


Allergic  Resistance:  (C.  S.  Kibler,  Tucson,  Ariz.,  in 
Southwestern  Med.,  June)  A  certain  something  enabling  the 
subject  to  fail  to  respond  with  clinical  allergy  to  offending 
substances  even  though  he  shows  positive  reactions.  This 
resistance  can  be  built  up  by  desensitization  but  as  well  it 
can  be  raised  by  any  measure  increasing  bodily  vitality  or 
general  health.  It  is  common  knowledge  to  instructors  in 
boys  schools  in  the  Southwest  and  elsewhere  that  after  a 
time  of  simple  out-of-door  living,  pupils  lose  their  clinical 
sensitization  to  foods  and  inhalants  until  they  no  longer 
need  to  avoid  these  offending  substances.  It  is  advisable 
unless  there  are  contraindications,  to  have  a  patient  on  a 
nourishing,  well  balanced  diet,  high  in  vitamins  for  too 
much  dieting  may  diminish  resistance  to  other  allergens 
aside  from  food. 


Definition  of  Word  Clinic 
(Editorial  in  Southwestern  Med.,  June) 
The  Judicial  Council  of  a  State  (Arizona)  Medical  Asso- 
ciation was  asked  to  give  a  definition  of  the  word  clinic  as 
used  by  those  doing  so-called  group  practice.  Their  report 
is  as  follows:  "Originally  the  word  ...  in  its  normal  form 
signified  a  bed  .  .  .  The  term  "clinique"  was  introduced  in 
France  to  designate  an  institution  or  school  where  students 
were  taught  by  the  examination  and  treatment  of  patients 
in  their  presence.  Clinique  was  Anglicized  into  clinic,  but 
its  application  to  a  teaching  institution  has  always  been 
retained  up  to  very  recent  times.  The  term  "Clinic"  was 
adopted  comparatively  recently  by  a  few  physicians  to 
designate  their  offices  or  workshops,  perhaps  for  the  want 
of  a  better  term,  perhaps  for  the  idea  of  greater  importance 
or  of  institutional  dignity.  Whether  or  not  the  use  of  the 
term  in  this  connection  has  come  to  stay  cannot  be  pre- 
dicted; but  that  its  use  in  this  way  does  not  find  justifica- 
tion in  the  original  significance  of  the  word  is  evident." 


Rabelais  As  A  Physician  (The  Honor  of  Beinc 

Dissected  by   Him) 

(F.  T.  vanBeuren,  Jr.,  in   Bui.   N.  Y.  Acad,  of  Med.,  June) 

Dissection  by  Rabelais  was  celebrated  in  excellent  Latin 

verse  by  his  printer-poet  friend  and  admirer  Etienne  Dolet. 


His  verse  makes  the  very  corpse  gloat  over  the  honor  of 
being  dismembered  by  the  illustrious  Maitre  Francois  Ra- 
belais, in  these  words: 

"Strangled  by  the  fatal  noose,  I  hung  miserably  impotent. 
Then  unhoped  for  good  luck  arrived  such  as  I  would 
scarcely  have  dared  beg  the  mighty  Jupiter  for.  Behold  me 
now,  being  dissected  by  the  most  learned  of  physicians,  who 
is  about  to'  admire,  in  the  machine  of  my  body,  the  in- 
comparable order,  the  sublime  beauty  of  the  human  body, 
the  greatest  work  of  the  Creator.  The  crowd  looks  on  atten- 
tively— what  signal  honor  and  what  excess  of  glory  for 
me!  And  to  think  that  I  was  to  have  been  the  plaything  of 
winds,  the  prey  of  rapacious  crows!  Ah!  Destiny  can  hardly 
harm  me  now.  I  bathe  in  glory!" 


-s.  M.  &  s  - 


CHUCKLES 


Mr.  Younghusband:  "I  tell  you,  matrimony  produces  a 

lot  of  changes." 
Neighbor:  "What's  that  got  to  do  with  the  case?" 
Mr.   Younghusband:    "Why,   for  instance,  in   one  short 

year  I  have  been  changed  from  a  sighing  lover  to  a  loving 

sire." 


Golfer:  "Notice  any  improvement  since  last  year?" 
Caddy:   "Had  your  clubs  shined  up,  haven't  you,  sir?" 


"If  you're  such  a  good  psychologist,  tell  me  why  a  red- 
headed woman  always  marries  a  quiet  man?" 

"She  doesn't.  He  just  gets  that  way  after  they  are  mar- 
ried." 


Landlord   (to  prospective  tenant):   "You  know  we  keep 
it  very  quiet  here.  Do  you  have  any  children?" 

"No." 

"A  piano,  radio,  or  victrola?" 

"No." 

"Do  you  play  any  musical  instruments?  Do  you  have  a 
dog,  cat,  or  parrot?" 

"No,  but  my  fountain  pen  scratches  a  bit  sometimes." 


"Hullo;  haven't  seen  you  for  some  time.' 
"Been  in  bed  seven  weeks." 
"Oh,  that's  too  bad!   'Flu,  I  suppose?" 
"Yes — and  crashed!" 


"Why  in  the  world  did  you  write  a  policy  on  a  man  98 
years  old?"  asked  the  indignant  insurance  inspector. 

"Well,"  explained  the  new  agent,  "I  looked  in  the  census 
report  and  found  that  there  were  only  a  few  people  of  that 
age  who  die  each  year." 


Traffic  Cop:  "Don't  you  know  what  I  mean  when  I  hold 
up  my  hand?" 

Lady-driver:  "I  should.  I've  been  a  school  teacher  for 
twentv-five  years." 


"Oh,   John,"   screamed    the   excited   woman  driver,   "the 
car  is  running  away." 
"Can't  vou  stop  it?"  asked  the  worried  husband. 
"No." 
"Well,  then,  try  to  hit  something  cheap." 


"How  do  you  do,  Dr.  McGregor?"  said  Jones,  address- 
ing a  tall  Scot  in  the  local  bar. 
"Ye've  made  a  mistake.  I  am  not  Dr.  McGregor." 
"No?  Well,  then,  you  must  have  a  double." 
"I  will  that  and  thank  ye." 
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Sickle-Cell  Anemia 

A  Report  of  30  Cases*  ** 

Francis  B.  Johnson,  M.D.,  and  Eleanor  W.  Townsend,  A.B.,  M.D., 
Charleston,  South  Carolina 


WE  ARE  indebted  to  J.  B.  Herrick,1  who 
in  1910  reported  in  a  Negro,  first  ob- 
served in  1906,  the  association  of  sickle- 
shaped  erythrocytes  with  a  severe  anemia  and  cer- 
tain clinical  symptoms.  This  condition  is  now 
recognized  as  a  clinical  entity,  called  sickle-cell 
anemia.  In  1904  Dresbach2  had  described  a  simi- 
lar type  of  red  cell  occurring  in  a  healthy  Negro 
medical  student.  Only  3  cases  similar  to  that  of 
Herrick  were  reported  in  the  next  13  years — that 
of  Washburn3  in  1911,  that  of  Cook  and  Meyer4 
in  1915,  and  that  of  Mason5  in  1922.  It  was, 
however,  the  publication  of  Sydenstricker,';,7  and 
his  associates  in  1923  and  1924,  and  that  of  Huck8 
in  1923  which  brought  to  our  attention  the  fact 
that  sickle-cell  anemia  is  relatively  common  in  the 
Negro  race. 

Our  knowledge  of  its  occurrence,  its  diagnosis, 
its  hereditary  transmission  and  its  pathology  has 
been  greatly  added  to  within  the  past  10  years. 
Its  exact  etiology  is  still  uncertain  and  no  satisfac- 
tory treatment  has  been  evolved. 

Symptoms 

The  term  sickle  cells  is  used  to  designate  red 
blood  cells  which  have  assumed  many  bizarre 
forms,  chiefly  characteristic  being  a  narrow  elong- 
ated form  sometimes  curved  and  tapering  out  to  a 
point  at  one  end  like  a  sickle.  In  conditions  asso- 
ciated with  an  active  hemolytic  type  of  anemia 
these  forms  are  found  in  the  stained  blood  smear. 

Emmel'J  (1917)  in  a  study  of  the  case  described 
by  Cook  and  Meyer  showed  that  when  the  blood 
is  sealed  beneath  a  cover-glass  these  changes  be- 
come more  marked.  In  addition  to  an  increase 
in  the  number  of  peculiar  elongated  red  cells  many 
assume  stellate  fragmented  forms  having  fine 
thread-like  processes.  Frequently,  practically  all 
cells  assume  these  irregular  shapes  if  the  smear  is 
allowed  to  stand  some  hours  or  days.     After  three 


days  to  six  weeks  they  may  resume  their  original 
shape.  Sometimes  if  very  carefully  sealed  they 
will  retain  their  peculiar  shapes.  We  have  ob- 
served sealed  preparations  that  were  kept  for  three 
months  without  the  cells  returning  to  normal 
shape.  When  the  cover-glass  is  raised  and  re- 
placed it  will  be  noted  that  the  cells  will  have 
assumed  the  shape  as  seen  immediately  the  cover 
was  first  applied.  The  oxygen  tension  apparently 
becomes  lowered  in  the  standing  sealed  wet  smear 
and  is  restored  on  raising  the  cover  glass. 

Schriver  and  Waugh10  have  demonstrated  that 
the  number  of  sickle  cells  in  the  peripheral  blood 
may  be  altered  by  a  change  in  the  partial  O2  pres- 
sure and  that  sickling  occurs  when  the  partial  pres- 
sure falls  below  45  mm.  Hg.  This  finding  was 
confirmed  by  the  work  of  Hahn  and  Gillespie11 
on  changes  in  C02  tension  in  such  sealed  prepara- 
tions. That  the  factor  of  sickling  lies  potentially 
within  the  cells  and  not  the  plasma  has  also  been 
clearly  shown  by  Hahn,  because  sickling  will  occur 
if  the  cells  are  suspended  in  isotonic  saline  solution 
and  C02  introduced.  The  plasma  has  no  effect  on 
cells  from  a  normal  individual. 

Other  blood  changes  which  have  been  described 
are  those  of  a  hemolytic  anemia  of  the  microcytic 
normochromatic  type,  showing  active  regeneration 
of  erythrocytes  by  reticulocytosis,  polychromasia 
and  nucleated  red  cells  and  with  a  high  icterus 
index  and  a  delayed  or  indirect  van  den  Bergh  re- 
action. A  neutrophilic  leucocytosis  is  usually  pres- 
ent. The  number  of  sickle  cells  and  other  changes 
in  the  blood  vary  with  periods  of  remission  and 
exacerbation  of  the  anemia  and  other  symptoms. 

Symptoms  such  as  abdominal  pain,  particularly 
in  the  epigastric  and  left  hypochrondriac  areas, 
occur  in  intermittent  attacks,  associated  with  nau- 
sea and  vomiting,  called  the  abdominal  crises. 
There  may  be  fever  and  pains  in  the  joints  and 


•From  the  Department  of  Clinical  Pathology  ol    the    Eloper    Hospital  and   the  Medical  College  of   the   State   of   South 
I  Carolina,  <  lharleston. 
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muscles.  Undernourishment,  fatigue,  dyspnea  and 
palpitation  are  found  especially  when  the  anemia 
is  severe.  The  heart  is  frequently  enlarged  and 
murmurs,  chiefly  hemic,  may  be  heard.  Ulcera- 
tions occur  especially  around  the  ankles  and  on 
the  legs.  The  mucous  membranes  are  pale  and 
the  sclerae  show  a  greenish  yellow  discoloration, 
particularly  marked  during  abdominal  crises.  The 
liver  is  frequently  enlarged.  The  spleen  is  usually 
not  palpable,  though  in  some  cases  it  may  be  felt. 
There  is  a  lymphoid  hyperplasia,  especially_jio±erl_ 
in  the  neckband  axillae. 

Various  complicating  diseases  frequently  occur. 
In  fact  it  is  usually  the  symptoms  of  some  other 
condition  that  bring  the  patient  to  our  attention, 
unless  we  are  on  the  outlook  for  such  cases  and 
viote  the  presence  of  the  characteristic  sickle  cell. 
Classification 

There  is  still  considerable  confusion  in  regard  to 
the  classification  of  active  and  latent  sickle-cell 
anemia  and  sicklemia.  Latent  sickle-cell  anemia 
is  considered  to  represent  a  period  of  remission  in 
a  case  of  active  sickle-cell  anemia,  or  a  period  in 
which  the  symptoms  and  signs  have  not  become  as 
marked  as  in  the  active  type. 

Sicklemia  is  the  ability  of  the  red  blood  cells  to 
sickle  only  in  a  sealed  wet  preparation,  the  sickle 
trait.  This  occurs  in  individuals  whose  health  is 
apparently  normal,  with  no  abnormalities  in  the 
stained  blood  smear  and  with  no  previous  history 
of  the  signs  and  symptoms  of  sickle-cell  anemia. 
We  may  thus  at  times  find  patients  ill  from  some 
other  disease  associated  with  anemia,  which,  on 
account  of  having  the  sickle-cell  trait  in  sealed  wet 
blood  smears,  are  mistakenly  called  active  sickle- 
cell  anemia.  Sicklemia  cases  in  which  autopsies 
have  been  performed  after  death  from  some  other 
cause,  show  no  pathological  evidence  of  sickle-cell 
anemia  (Cooley  and  Lee12).  Some  cases  of  sickle- 
mia may  develop  into  latent  or  active  cases  of 
sickle-cell  anemia. 

In  719  routine  examinations,  made  usually  of 
oxalated  blood  of  Negro  patients,  mostly  adults, 
at  Roper  Hospital,  57  (7.9  per  cent.)  were  found 
to  show  sickling  in  the  sealed  wet  preparation. 
Anderson  and  Ware13  state  that  from  collected 
data  from  all  parts  of  the  country  of  3,113  cases 
of  blood  examined,  7  per  cent,  showed  sickling 
without  any  evidence  of  sickle-cell  anemia.  We 
were  unable  to  follow  up  all  of  our  cases  and  so 
cannot  say  whether  some  of  those  not  followed 
might  have  possibly  been  active  or  latent  cases. 
We  have  found,  however,  6  active  cases  among 
the  57,  which  showed  sickling  in  the  sealed  wet 
preparation  of  blood.  This  would  give  an  incidence 
of  O.S  of  1  per  cent,  of  active  sickle-cell  anemia 
among  unselected  cases  examined. 


Condensed  Report  of  Cases 

We  here  report  a  series  of  30  cases  of  sickle-cell 
anemia  which  have  been  found  in  Charleston. 
Most  of  our  cases  were  found  because  of  special 
examinations  to  determine  the  cause  of  an  anemia. 
With  a  more  complete  study  of  all  the  patients 
coming  to  us,  through  the  laboratories  of  Roper 
Hospital,  we  could  undoubtedly  add  considerably 
to  this  number.  With  the  exception  of  one,  which 
was  found  in  a  Greek  child,  all  of  these  cases  oc- 
curred in  Negroes. 

There  were  18  males  and  12  females.  Steinberg14 
states  that  males  are  attacked  in  the  proportion 
of  3  to  1 ;  Anderson  and  Ware13  that  63  per  cent, 
are  males.  In  our  series  60  per  cent,  were  males. 
The  ages  in  our  cases  varied  from  5  weeks  to  41 
years.  Sixteen  cases  were  under  6  years  and  21 
were  observed  in  the  first  decade  of  life.  While 
the  disease  occurs  most  frequently  in  children  it 
has  been  found  at  all  ages.  The  average  age  fre- 
quently reported  is  13  years. 

The  hemoglobin  is  usually  considerably  decreas- 
ed. In  our  series  the  two  lowest  were  10  per  cent. 
In  15,  or  one-half,  of  the  cases  it  was  between  20 
and  40  per  cent.;  in  22,  below  50  per  cent.  The 
highest  was  80  per  cent.  The  total  number  of  red 
cells  per  cu.  mm.  in  our  series  varied  from  370,000 
to  4  million.  In  17  cases  it  was  less  than  3  mil- 
lion. It  will  be  noted  the  number  of  red  cells 
and  amount  of  hemoglobin  vary  considerably  but 
usually  are  moderately  or  greatly  decreased. 

The  number  of  sickle  cells  found  in  the  stained 
blood  smears  was  from  only  V/2.  per  cent,  to  as 
high  as  47  per  cent.  In  the  majority  of  smears 
they  were  frequent.  In  the  sealed  wet  prepara- 
tions sickling  was  increased,  in  many  to  90  per 
cent.  It  is  a  peculiar  fact  that,  when  multiple 
sealed  smears  are  made  at  the  same  time,  as  espe- 
cially observed  by  Diggs,15  not  only  is  there  varia- 
tion in  the  extent  of  sickling  in  different  sealed 
smears,  but  also  different  portions  of  the  same 
sealed  smear  will  show  a  variation  in  the  amount 
of  sickling  in  different  fields  under  the  same  cover- 
glass. 

Nucleated  red  cells  are  usually  present  but  the 
number  varies  considerably.  They  were  found 
present  in  22  cases  and  varied  from  a  few  to  as 
many  as  132  per  100  leucocytes  counted.  In  most 
cases  they  were  normoblasts,  but  at  times  megalo- 
blasts  were  found. 

The  reticulocytes  are  practically  always  found 
increased;  10  to  40  per  cent,  is  usually  stated.  In 
our  series  they  varied  from  a  slight  increase  to  as 
high  as  30  per  cent.  The  number  also  varies  con- 
siderably at  different  times  in  the  same  patient. 
In  one  case  there  was  a  variation  of  from  8  to  25 
per  cent,  on  different  examinations. 
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SICKLE-CELL  ANEMIA  CASES 

Charlestor 

i.S.C. 

Hbg. 

R.B.C. 

Sickling 

Nuc. 

Dare 

mil. 

Stain. 

Sealed. 

R.B.C.  Retic 

,  W.B.C.  I 

Remarks 

Familial 

Case 

5ex 

Age 

% 

% 

% 

per  100 

% 

thou. 

lnd. 

Chief  Complaint 

Trait 

1. 

M. 

2  vr. 

37 

2.08 

10 

90 

+ 

8 

16.0 

high 

Swelling  &  pain  in  feet. 

Mother 

2. 

F. 

4  yr. 

32 

1.25 

10 

90 

++ 

7 

18.0 

Pain  abdom,  weakness. 
Ulcers. 

Mother  &  2 

Sisters. 

3. 

M. 

3  yr. 

30 

3.70 

5 

S5 

45.0 

9 

Hemogloburia  Abdom. 
pain,  convulsions. 

4. 

M. 

3  mo. 

35 

2.00 

17 

90 

3 

14 

1S.0 

13 

Abdom.  tenderness.  Swell- 
ing &  pain  in  knee. 

Mother,  Pater- 
nal Gr.  Mother 

5. 

F. 

9  yr. 

35 

2.29 

13 

95 

3 

20 

16.0 

high 

Pain  in  abdom.  &  legs. 
6  years  history 
Plat.  15.2,  Frag.  deer. 

Grandmother 
2  Sisters. 

0. 

F. 

25  yr. 

52 

3.95 

5 

90 

0 

11.0 

B.M.R.  +  30%  Pain  in 
joints  &  extremities. 

7- 

F. 

lo  yr. 

30 

2.06 

20 

90 

0 

13.9 

Abdom.  pain. 
Heart  enlarged. 

8. 

M. 

Syr. 

37 

1.51 

10 

90 

132 

17 

26.2 

Bronchopneumonia. 

Mother. 

9. 

M. 

7  vr. 

47 

2.39 

20 

90 

0 

11.4 

Gen. adenopathy 

10. 

M. 

15  yr. 

3S 

2.68 

20 

90 

6 

26 

22.0 

11.5 

Ascities.  Died.  Aut. 
Edema,  dyspnea. 

11. 

M. 

5  wk. 

60 

3. OS 

5 

90 

+  + 

7 

S.35 

67 

Died.  Autopsied. 
Congen.  syph.  Icterus. 
Enl.  liver  &  "spleen.. 

12. 

M. 

13  yr. 

22 

1.92 

20 

95 

15 

30 

19.6 

lo 

Liver  very  large. 

Ulcer  on  ankle.  Ab.  crisis. 

13. 

M. 

26  vr. 

SO 

4.53 

5 

90 

6.00 

Ulcer  on  leg. 

14. 

M. 

8  yr. 

56 

5 

95 

3 

15.4 

Abdom.  pain,  nausea, 
fever. 

15. 

F. 

25  yr. 

41 

1.9 

25 

90 

5 

19 

2S.0 

16 

Pain,  Abortion.  Died. 
Autopsied.  Fever  &  chills. 

lb. 

F. 

14  mo. 

10 

5 

95 

+  +  +  + 

36.3 

Cold  &  cough, 

Father. 

fever. 

Mother 

17. 

F. 

IS  mo. 

25 

1.39 

4.5 

95 

+++ 

7.5 

18.4 

Lymphadenitis. 
Fever ;  enlarged  liver. 

IS. 

F. 

2yr. 

21 

0.82 

5 

95 

++ 

Mother. 

19. 

M. 

9yr. 

4S 

5 

90 

+ 

12.9 

Abdom.  pain,  liver  & 
spleen  enlarged,  phago- 
cytized  red  cells. 

20. 

M. 

4yr. 

n 

3.1 

10 

90 

19.6 

Cough  &  fever. 
Bronchopneumonia. 

Father. 

21. 

M. 

2yr. 

75 

5 

70 

+ 

15.6 

Convulsions,  coma. 
Syphilis  congenital. 

22. 

M. 

2lAyr. 

3S 

2.73 

5 

00 

21.0 

9.S 

Liver  &  spleen  palpable. 

Mother 

2i. 

F. 

3yr. 

45 

2.73 

5 

95 

+ 

21 

16.4 

Fever,  weakness 
Liver  palpable. 

24. 

M. 

41  yr. 

70 

3.38 

5 

80 

0.1 

7.20 

4.5 

Swelling  &  pain  lower 
extrem.  Lymphangitis. 

2  Sons 
Wife. 

25. 

F. 

24  yr. 

10 

0.37 

2 

95 

++ 

11.6 

10 

Delivery  4  mo.  ago.  Adm. 
semi-comatose  'shock'. 
Died.  Autopsied. 

Daughter 
Case  26. 

26. 

F. 

4  mo. 

5 

70 

0 

Mother 
Case  25. 

27. 

F. 

13  mo. 

60 

30 

90 

35 

15.5 

8.05 

Bronchopn.  Liv.  &  spleen 
enlarged.  Died.  No  autop. 

28. 

M. 

4yr. 

25 

1.57 

15 

70 

27 

21 

36.6 

Pain  in  rt.  side,  fever. 
Liver  enlarged. 

29. 

F. 

2yr. 

48 

2.85 

5 

30 

+  + 

24.1 

Pneumonia. 

30. 

M. 

5  yr. 

30 

2.19 

3 

95 

0 

4 

7.55 

Joint  pains.  Severe 
anemia.  Greek. 

In  addition  to  the  above  findings  the  red  cells 
in  cases  with  severe  anemia  showed  a  marked  aniso- 
cytosis,  basophilic  granulation  and  polychromato- 
philia.  "TrTThe  few  cases  in  which  we  have  deter- 
mined the  mean  corpuscular  volume  it  has  been 
high,  indicating  that  the  anemia  in  our  cases  is 
of  macrocytic  type,  not  microcytic  as  usually  re- 
ported. Red  cells  phagocytized  by  mononuclears 
were  not  constantly  found  in  our  series. 

The  leucocytes  are  usually  increased  in  sickle- 
cell  anemia,  varying  considerably  in  each  case  and 


at  different  times  in  the  same  case.  The  total 
counts  in  27  cases  varied  from  6,000  to  45,000  per 
cu.  mm.  The  frequent  presence  of  intercurrent 
diseases  may  in  part  account  for  this.  Many  re- 
peated counts  were  made  in  some  individual  cases. 
In  our  series  the  highest  count  was  45,000;  in  5 
cases  the  count  was  less  than  10,000;  in  7  cases 
between  10,000  and  15,000  and  in  11  cases  be- 
tween 15,000  and  20,000.  An  increased  percentage 
of  neutrophils  was  usually  found. 

The  icterus  index  in  the  majority  of  cases  exam- 
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ined  was  over  9,  in  one  case  as  high  as  67.  The 
van  den_Bergh  test  showed  a  negative  direct  and 
two-plus  delayed  direct  reaction.  A  few  tests  to 
determine  the  reaction  of  red  cells  to  hypotonic 
saline  solution  showed  the  resistance  to  be  normal 
or  slightly  increased. 

In  regard  to  the  chief  symptoms  and  signs  found 
in  relation  to  sickle-cell  anemia  in  this  series  of 
cases,  the  chief  complaint  was  abdominal  pain  sit- 
uated in  the  upper  abdomen,  this  often  occurring 
in  the  form  of  abdominal  crises.  Next  most  fre- 
quent was  pain  in  the  lower  extremities  and  joints. 
Other  symptoms  occurred  inconstantly  and  prob- 
ably were  dependent  in  most  cases  upon  the  fre- 
quently associated  intercurrent  disease.  Greenish 
yellow  discoloration  of  the  sclerae  was  evident  in 
most  cases.  The  liver  was  enlarged  in  many  and 
the  spleen  in  a  few.  Ulcerations  on  the  extremities 
particularly  near  the  ankle  were  found  in  only  a 
few  cases. 

Hereditary  Trait 

The  hereditary  trait  was  found  in  all  of  eleven 
families  that  we  had  the  opportunity  of  examining. 
It  was  difficult  to  examine  many  of  the  relatives 
in  this  series  of  cases  due  to  lack  of  ability  to  fol- 
low them  up.  The  positive  sickle  trait  was  found 
in  9  mothers,  3  fathers,  1  brother,  4  sisters  and  2 
grandmothers.  In  one  case  both  father  and  mother 
showed  sickling  and  in  another  case  the  mother 
and  paternal  grandmother.  Where  both  maternal 
and  paternal  sides  of  the  family  showed  the  sickling 
trait,  the  offspring  showed  marked  evidence  of 
sickling. 

One  case  of  active  sickle-cell  anemia,  as  pre- 
viously mentioned,  was  found  in  a  Greek  child. 
We  were  unable  to  trace  any  history  of  possible 
Negro  descent.  The  history  of  this  case  is  as  fol- 
lows: 

A  Case  in  a  White  Boy 

A  Greek  boy  aged  S  years,  was  first  admitted  to  the 
Roper  Hospital  on  February  22nd,  1929,  having  been  ill 
for  one  week,  with  anorexia,  vomiting  and  abdominal 
swelling.  Twice  before,  his  abdomen  had  become  swollen 
for  several  days,  first  three  years  previously  and  again  8 
months  before  admission.  His  past  history  revealed  no 
other  illness  except  pertussis.  No  significant  family  history- 
was  elicited  but  that  one  sister  had  been  anemic  and  had 
died  at  the  age  of  five. 

Examination  showed  a  poorly  nourished  boy,  anemic 
and  slightly  jaundiced.  The  temperature  (rectal)  was  102 
F.,  the  tonsils  were  large  and  red,  and  the  tongue,  lower 
lip.  and  margin  of  the  gums  showed  superficial  ulcers.  Other 
positive  findings  were  generalized  lymphadenopathy,  palp- 
able liver  (just  below  costal  border),  and  palpable  spleen 
which  was  hard  and  not  tender. 

Laboratory  findings:  Urinalyses  were  negative  but  for 
a  trace  of  albumin  and  few  granular  casts  on  one  exam- 
ination. Hgb.  was  30  per  cent.  (4.8  grams),  erythrocytes 
2,190,000,  leucocyte  counts  12,600  and  19,350.  The  red 
cells  showed  hypochromia,  anisocytosis,  poikilocytosis  and 
polychromatophilia.  Kolmer,  Kahn  and  Kline  tests  were 
repeatedly  negative.    Smears  from  the  mouth  showed  fusi- 


form bacilli  and  spirochetes.    Ova  of  A.  lumbricoides  were 
found  in  the  feces. 

Following  treatment  he  was  discharged  with  hemoglobin 
75  per  cent.  Two  months  later  he  was  readmitted  with 
fecal  impaction;  two  years  later  for  bilateral  mastoidectomy. 
Uneventful  recovery  followed  both.  Hemoglobin  readings 
were  38  to  55  per  cent,  and  leucocytes  9,340  to  11,970. 
Serological  tests  for  syphilis  were  again  negative  and  ex- 
amination of  the  feces  was  negative. 

His  fourth  admission  was  on  November  4th,  1933,  with 
history  of  tonsillitis,  joint  pains,  and  some  shortness  of 
breath  on  exertion.  Positive  physical  findings  were  enlarged 
tonsils,  slight  enlargement  of  the  heart,  palpable  spleen, 
and  pain  on  motion  of  the  right  knee.  He  was  discharged 
improved  after  tonsillectomy.  The  hemoglobin  was  68 
per  cent.,  leucocyte  count  7,550.  A  few  spindle-shaped  cells 
were  found  in  the  stained  smear,  and  a  sealed  preparation 
showed  numerous  sickle  cells  within  24  hours.  The  reticulo- 
cyte count  was  4  per  cent.  On  May  8th,  1934,  a  stained 
smear  showed  about  1.5  per  cent,  of  the  erythrocytes  to 
be  spindle-  or  sickle-shaped,  and  reticulocytes  2  per  cent. 
His  mother's  blood  examined  on  this  date  failed  to  show 
sickling  in  sealed  or  stained  preparations.  His  father  is 
not  living  and  his  brother  and  two  sisters  have  not  been 
available  for  study. 

Hereditary  Human  Elliptical  Erythrocytes 

There  is  a  rare  condition  in  which  the  erythro- 
cytes assume  an  elongated  elliptical  or  oval  shape 
somewhat  similar  to  that  seen  in  sickle-cell  anemia. 
It  occurs  in  the  blood  of  otherwise  healthy  persons 
of  both  the  white  and  colored  races  (Huck  &  Bige- 
low16).  There  is  no  further  alteration  in  the  shape 
of  the  red  cells  produced  in  the  sealed  wet  prep- 
arations. Hereditary  transmission  is  generally  ac- 
cepted. This  is  in  no  way  related  to  sickle-cell 
anemia,  but  may  possibly  be  confused  with  it  if  an 
anemia  from  some  other  cause  occurs.  We  have 
had  two  such  cases: 

Case  I. — A  white  single  woman  who  had  a  nutritional 
type  of  anemia  when  first  seen,  in  the  stained  blood  smear 
30  per  cent,  of  her  red  cells  were  of  an  elongated  or  oval 
shape.  Her  blood  was  again  examined  three  years  later  at 
which  time  there  was  no  anemia  and  she  was  perfectly 
healthy.  Her  red  cells  had  the  same  proportion  of  elliptical 
cells  as  when  first  seen.  Sealed  wet  preparations  of  her 
blood  showed  no  further  changes  in  the  appearance  of  her 
red  cells. 

Case  II. — -A  healthy  colored  man,  nearly  all  of  whose 
red  cells  were  elliptical  in  stained  smears,  while  sealed  wet 
preparations  of  his  blood  showed  no  further  changes  in 
their  appearance.  His  hemoglobin  was  S5  per  cent.,  red 
cells  4.81  millions,  white  cells  7,200 — differential  normal, 
and  reticulocytes  0.6  per  cent. 

We  can  record  only  five  deaths  in  this  series. 
Probably  other  cases  have  terminated  in  death  of 
which  we  have  no  record.  Of  the  five  fatal  cases 
occurring  in  the  hospital  autopsies  were  performed 
in  three.  We  will  report  briefly  the  history  of  one 
of  these  cases  and  the  post  mortem  findings. 

A  colored  woman  aged  25  years,  was  first  admitted  Dec. 
29th,  1934,  having  an  early,  incomplete,  infected  abortion. 
Past  history  was  irrelevant  but  for  known  syphilitic  infec- 
tion since  1932.  The  liver  was  enlarged  and  epitrochlears 
were  palpable.  X-ray  examination  revealed  enlarged  heart 
and  pulmonary  congestion.  Urinalysis  was  negative.  Was- 
sermann  and  Kline  reactions  were  four-plus. 
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Hemoglobin  readings  were  41  and  42  per  cent.;  erythro- 
cytes 1,900,000  and  2,140,000;  leucocytes  28,000  and  18,000; 
the  strained  slide  showed  anisocytosis  and  poikilocytosis, 
polychromatophilia,  numerous  spindle-  and  sickle-shaped 
cells,  and  normoblasts.  Reticulocytes  were  19  and  11  per 
cent. 

She  was  discharged  improved  Jan.  29th,  1935. 

On  Nov.  11th,  1935,  she  was  readmitted,  complaining  of 
increasing  dyspnea  for  past  3  months,  orthopnea  and  pre- 
cordial pain.  Enlargement  of  heart  and  liver  had  pro- 
gressed; the  sclerae  were  moderately  jaundiced;  leg  ulcers 
were  found  just  above  ankles  of  both  legs.  Death  ensued 
within  7  hours. 

Autopsy  showed:  enlargement  of  right  side  of  heart, 
rheumatic  endocarditis,  myocarditis  and  pericarditis ;  in- 
farcts and  multiple  abscesses  of  lungs  (tuberculosis?)  ;  the 
liver  twice  the  normal  size,  with  microscopic  picture  of 
chronic  passive  congestion;  congestion  of  kidneys,  with 
scarring  ( tuberculosis  ? ) .  The  spleen  was  represented  only 
by  a  small  pyramidal  structure  whose  base  was  one  inch 
and  height  three  inches.  Sections  of  spleen  showed  the 
histological  picture  of  sickle-cell  anemia,  with  fibrosis  and 
arteriosclerosis.  The  bone  marrow  showed  hyperplasia  and 
sickling  of  erythrocytes,  the  lymph  glands,  hyperplasia, 
tuberculosis  and  sickling  of  erythrocytes. 

Summary 

Thirty  cases  of  sickle-cell  anemia  are  reported 
with  a  comparative  study  of  the  usual  symptoms 
and  laboratory  findings.  One  of  these  cases  was 
found  in  a  Greek  boy. 

A  discussion  is  given  of  the  classification  into  the 
sickle  trait,  called  sicklemia,  and  sickle-cell  anemia 
of  the  active  and  latent  type.  An  examination  of 
sealed  wet  blood  preparations,  routinely  made  on 
Negroes,  showed  sickling  of  erythrocytes  in  7.9  per 
cent. 

Two  cases  are  reported  of  the  hereditary  ellipti- 
cal cell  trait  as  distinguished  from  sicklemia  and 
sickle-cell  anemia,  one  occurring  in  a  white  woman 
and  one  in  a  Negro  man. 

A  report  is  given  of  the  history  of  one  case  of 
sickle-cell  anemia  with  characteristic  findings  at 
autopsy. 
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Chronic  Drug  Cyanosis 

(W.  E.  Storey,  Columbus,  in  Jl.  Med.  Assn.  Ga.,  July) 

A  60-year-old  male  admitted  to  the  hospital  for  pain  in 
the  left  shoulder  for  a  year,  lately  increased;  no  other 
complaints  except  progressive  weakness  and  weight  loss. 
Said  he  had  taken  6  to  10  "Stanback"  or  "B-C"  powders 
daily  for  5  to  6  months  for  the  relief  of  pain.  There  was 
a  bluish-gray  discoloration  of  all  the  skin  and  mucous 
membranes. 

Nothing  pertinent  to  the  case  in  past  history.  Not 
dyspneic  and  no  edema  or  ascites.  All  his  joints  showed 
free  mobility,  no  crepitus;  disuse  atrophy  of  the  left  deltoid 
muscle,  generalized  arteriosclerosis.  The  lungs  were  clear 
except  at  the  left  upper  third  where  there  was  dullness 
front  and  back,  diminished  to  absent  breath-  and 
voice-sounds  and  tactile  fremitus.  There  were  no  rales; 
moderate  enlargement  of  the  right  prostatic  lobe  without 
tenderness,  and  a  hard  nodule  2  to  3  cm.  in  diameter  on 
same  side.  The  presence  and  probable  significance  of  this 
nodule  was  confirmed  by  several  consultants. 

Urinalyses  were  negative,  red  count  2,SOO,000. 

Roentgenogram:  "In  upper  portion  of  left  lung  there 
is  a  globular  mass  3  in.  in  diameter,  more  suggestive  of 
malignancy  than  tuberculosis."  This  mass  was  near  the 
periphery,  and  there  appeared  to  be  pleural  thickening  lat- 
erally and  above. 

At  the  end  of  4  weeks  during  which  time  he  was  given  2 
transfusions  and  other  analgesics  were  used,,  the  cyanosis 
cleared  but  not  entirely.  He  left  the  hospital  and  died  at 
home  7  months  later  of  "lung  trouble."  Diagnoses:  1) 
Drug  cyanosis  due  to  acetanilid  (methmoglobinemia?). 
2)  Secondary  anemia.  3)  Pleuritis  over  left  upper  lobe 
with  pain  referred  to  left  shoulder  area.  4)  Prostatic  car- 
cinoma with  metastasis  to  upper  lobe  of  left  lung. 

No  physical  examination  of  an  adult  is  complete  without 
a  rectal  palpation. 


Therapy  of  Neurosis 

(W.  F.   Daniels,  Huntington,  in  W.  Va  .Med.  Jl.,  Aug.) 

First  rule  out  any  organic  lesion.  To  treat  these  patients 
at  home  I  have  to  make  up  my  mind  to  spend  a  lot  of 
time  with  them.  I  put  them  to  bed  for  an  extended  time. 
Regularity  is  insisted  on,  certain  times  are  set  for  their  3 
meals  a  day,  the  tray  is  brought,  left  20  to  30  min.  and  no 
mention  is  made  of  their  eating  or  not.  No  visitors  are 
allowed.  Only  one  person  is  allowed  in  the  room  at  any 
time  and  then  only  for  definite  nursing  duties.  The  room 
is  darkened  for  an  excitable  patient  and  brightened  for  a 
despondent  one.  Proper  elimination  is  maintained  and  a 
bitter  tonic  or  other  medication  is  added  as  needed. 

The  family  must  be  convinced  of  the  need  for  this  regi- 
men. They  are  told  that  professional  visits  will  be  made 
at  infrequent  intervals,  not  often  enough  to  worry  them. 

After  2  weeks'  time,  or  as  improvement  is  seen,  mild 
diversions,  reading,  playing  solitaire,  etc.  Then  a  gradu- 
ated schedule,  an  hour  up  in  a  chair  today,  2  hours  tomor- 
row, and  a  few  steps  the  next  day.  Regular  calisthenics 
are  useful.  On  an  average  6  months'  time  is  consumed 
before  the  patient  is  allowed  to  resume  the  normal  routine 
of  life  and  then  much  rest  and  quiet  is  insisted  upon. 

This  plan  varies  from  a  simple  reassurance  of  the  patients 
that  they  are  organically  sound  to  a  detailed  following  of 
the  regimen  as  outlined,  depending  on  the  severity  of  their 
neurosis  and  at  the  discretion  of  the  physician. 


Valerian  is  valuable  for  mild  sedation. 
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The  Treatment  of   Prolonged   Paroxysmal   Auricular 
Tachycardia* 

Wm.  H.  Higgins,  M.D.,  Richmond,  Virginia 


EVERY  practicing  physician  is  aware  of  the 
widespread  occurrence  of  paroxysmal  tachy- 
cardia. Rarely  alarming,  it  not  infrequently 
tries  the  patience  of  doctor  and  sufferer  alike  as 
one  remedy  after  another  fails  to  stop  the  persist- 
ing tap-tap  of  the  heart. 

The  purpose  of  this  paper  is  to  discuss  one  of 
the  less  frequently  used  methods  of  treatment  for 
these  persistent  types  and  to  report  a  case  of  un- 
usual severity  in  which  this  procedure  was  em- 
ployed with  satisfactory  results.  In  the  gjreat 
majority  of  instances  the  attacks  of  paroxysmal 
tachycardia  cease  spontaneously,  or  after  one  of 
the  well  known  therapeutic  measures  has  been  un- 
dertaken. I  refer  especially  to  pressure  on  the 
carotid  sinus  or  the  eyeball,  administration  of 
ipecac  to  the  point  of  vomiting,  stimulation  of  the 
pharynx,  etc.  Occasionally  an  attack  may  continue 
without  interruption  for  a  few  hours  or  for  a  week 
or  more  when  definite  signs  of  cardiac  failure  de- 
velop and  a  fatal  outcome  appears  imminent. 

Although  the  exact  cause  of  paroxysmal  tachy- 
cardia is  not  clearly  understood,  its  mode  of  onset 
and  disappearance,  the  influence  of  certain  envir- 
onmental factors,  the  neuropathic  pattern  of  the 
individual  and  the  fact  that  it  may  occur  with  or 
without  demonstrable  cardiac  pathology  are  strong 
presumptive  evidences  of  a  functional  background. 
Electrocardiographic  evidence  indicates  that  the 
affection  is  due  to  a  form  of  ectopic  stimulus-produc- 
tion in  which  the  new  ectopic  foci  of  increased 
irritability  give  rise  to  a  series  of  rapidly  recurring 
premature  systoles.  Therefore  any  therapeutic 
measure  which  would  stimulate  the  impulses  pass- 
ing down  the  parasympathetic  fibres  to  the  heart 
muscle  would  logically  tend  to  terminate  the  attack. 

Several  years  ago  mecholyl,  chemically  known 
as  acetyl-beta-mechylcholine-chloride,  was  develop- 
ed, and  its  pharmacologic  action  shown  to  be  a 
pure  parasympathetic  stimulation.  It  was  found 
that  it  slows  the  heart,  lowers  blood  pressure,  con- 
stricts the  bronchioles,  stimulates  the  activity  of 
the  sweat  glands  and  of  the  secretory  glands  of 
the  gastrointestinal  tract,  increases  intestinal  tone 
and  dilates  the  peripheral  vascular  system.  It  may 
be  described  as  an  antagonist  to  epinephrine.  On 
account  of  the  selective  action  of  this  drug  it  has 
been  used  in  a  wide  variety  of  diseases  in  which 


parasympathetic  stimulation  is  indicated,  such  as 
Raynaud's  disease,  thromboangiitis  obliterans, 
gastrointestinal  atony  and  paroxysmal  tachycardia. 

We  are  indebted  particularly  to  Isaac  Starr  for 
an  intensive  study  on  the  use  of  this  drug  in  pa- 
roxysmal tachycardia.  Because  of  its  selective  ac- 
tion on  the  vagal  fibres,  its  beneficial  results  in 
this  disease  have  been  more  striking  than  in  any 
of  the  other  syndromes.  Its  use  is  indicated  only 
in  those  cases  in  which  other  methods  have  failed 
or  when  circumstances  make  this  procedure  desir- 
able. The  average  dose  is  about  20  mg.  given 
subcutaneously.  It  is  never  used  intravenously. 
Within  a  minute  or  two  after  injection  the  effects 
are  manifest  as  described  in  another  paragraph.  If 
there  is  not  sufficient  response  to  stop  the  attack, 
the  dose  is  repeated  in  IS  or  20  minutes.  Pressure 
on  the  carotid  sinus  simultaneously  with  the  ad- 
ministration of  the  drug  seems  to  enhance  its  action 
when  a  satisfactory  reaction  does  not  appear. 
Larger  doses  up  to  40  or  SO  mg.  have  been  given 
without  undesirable  manifestations.  Clinical  and 
experimental  evidence  has  shown  that  the  previous 
administration  of  quinidine  makes  the  patient  more 
resistant  to  mecholyl,  and  that  under  such  circum- 
stances higher  dosage  is  required.  So  far  as  is 
known,  the  only  contraindication  to  the  use  of  this 
choline  derivative  is  a  history  of  asthma.  On  ac- 
count of  its  bronchoconstrictor  effect  a  severe  at- 
tack of  asthma  may  be  precipitated.  Another  point 
of  importance  is  the  position  of  the  patient  at  the 
time  of  the  injection.  Because  of  the  rapid  drop 
in  blood  pressure  the  subject  should  always  be  in 
bed  when  the  drug  is  given.  Atropine  sulphate  is  a 
direct  antagonist  and  counteracts  the  effect  should 
it  become  necessary  to  do  so. 

The  following  case  is  reported  not  only  to  ills- 
trate  the  beneficial  results  following  the  use  of 
mecholyl  in  an  intractable  attack  of  paroxysmal 
tachycardia  but  also  to  record  certain  unusual  com- 
plications developing  during  the  course  of  this  ill- 
ness. 

Case  Report 

Patient  is  a  man  of  52  years  of  age,  whose  previous 
health  history  is  essentially  unimportant.  He  is  single,  a 
rather  intensive  sedentary  worker,  who  says  he  has  not 
been  under  any  more  stress  or  emotional  strain  than  is  the 
average  human  being's  share.  There  is  no  history  of  any 
known  heart  disease  prior  to  his  present  illness. 
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For  the  past  three  years  he  has  been  having  characteris- 
tic attacks  of  paroxysmal  tachycardia.  These  episodes 
have  varied  in  length  from  a  few  hours  to  a  day  or  more 
but  apparently  never  responded  to  any  therapeutic  meas- 
ure. He  has  been  seen  between  and  during  these  attacks 
and  at  no  time  has  he  shown  any  clinical  or  electrocardio- 
graphic evidence  of  myocardial  disease. 

Eighteen  months  ago  his  most  severe  attack  began  in 
the  usual  abrupt  manner  and  continued  without  abate- 
ment for  10  days,  4  hours  and  15  minutes.  During  this 
period  his  pulse  was  consistently  regular  at  approximately 
180  per  minute.  His  blood  pressure  at  the  onset  was  140/ 
90  but  toward  the  end  it  was  around  90/70.  About  the 
7th  day  he  began  to  show  such  evidences  of  cardial  failure 
as  generalized  edema,  an  enlarged  and  painful  liver,  fluid  at 
the  base  of  the  right  pleura,  and  dyspnea.  The  attack  ter- 
minated suddenly  without  any  known  relation  to  any  form 
of  therapy.  In  fact  all  of  the  usual  modes  of  treatment 
were  repeatedly  tried — pressure  over  the  carotid  sinuses 
and  eyeballs,  pharyngeal  irritation,  use  of  ipecac,  quinidine, 
digitalis,  etc. 

Within  12  hours  after  the  attack  ceased,  all  signs  of  car- 
diac decompensation  had  disappeared.  Three  days  later, 
however,  he  had  a  sudden  severe  pain  in  the  lower  left 
axilla  at  which  point  he  developed  a  friction  rub  with 
physical  signs  of  fluid,  and  associated  with  fever  and  hem- 
optysis. About  300  c.c.  of  blood-stained  fluid  was  removed 
for  diagnostic  purposes.  With  this  attack  of  pain  which 
was  thought  to  be  due  to  a  pulmonary  infarction  following 
a  prolonged  auricular  spasm  there  was  no  disturbance  in 
heart  function  or  electrocardiographic  evidence  such  as 
one  might  expect  had  the  pain  been  due  to  a  coronary 
episode.  X-ray  examination  of  the  chest  showed  some 
infiltration  of  the  left  lung  and  fluid  at  the  base.  His 
symptoms  promptly  subsided  and  he  was  afebrile  for  seven 
days  when  there  was  a  recurrence  of  his  tachycardia  similar 
in  every  detail  to  his  previous  ones,  in  spite  of  the  fact 
that  he  had  been  taking  full  doses  of  quinidine.  His  pulse 
suddenly  returned  to  approximately  170  per  minute  and 
after  several  days  evidences  of  cardiac  failure  began  to 
present  themselves  as  in  his  previous  attack.  A  series  of 
electrocardiographic  tracings  were  taken  which  showed  a 
progressive  exhaustion  of  the  cardiac  musculature.  Follow- 
ing the  onset  of  the  tachycardia  the  tracings  showed  no 
clear-cut  P-waves  indicating  that  the  ectopic  focus  was 
within  the  auricle  or  the  auriculo-ventricular  node.  A  later 
graph  suggested  the  presence  of  a  bundle-branch  block 
identified  by  an  increased  intraventricular  conduction  time 
and  notching  of  the  Q  R  S  complexes  with  T  waves  opposite 
the  main  ventricular  deflections  in  leads  I  and  III.  The 
final  tracing  taken  immediately  after  cessation  of  the  attack 
showed  a  normal  sinus  rhythm,  first-degree  heart  block, 
left-axis  deviation,  and  Q  R  S  complexes  of  small  ampli- 
tude. The  bundle-branch  block  had  disappeared.  Subse- 
quent tracings  were  entirely  normal.  These  electrocardio- 
graphic studies  demonstrate  the  extreme  degree  of  cardiac 
dysfunction  after  prolonged  periods  of  tachycardia.  Several 
10  mg.  doses  of  mecholyl  were  given  subcutaneously  which 
were  followed  by  only  a  transient  fall  of  20  to  30  heart 
beats  per  minute.  On  the  7th  day  20  mg.  were  given  and 
at  the  same  time  pressure  was  exerted  on  his  carotid  sinus. 
Within  a  minute  or  two  his  face  became  flushed  and  there 
was  marked  salivation  and  perspiration.  The  heart-beat 
immediately  became  inaudible  for  a  few  seconds  but  started 
regularly  at  a  rate  of  100  per  minute.  The  blood  pressure 
before  the  drug  was  administered  was  90/70  but  in  10 
minutes  after  the  attack  had  ceased  it  was  114/80.  Quini- 
dine in  full  doses  was  given  for  several  weeks  but  was  later 
reduced  to  5  grains  daily  which  he  is  now  taking.  Eighteen 
months  have  passed  without  a  recurrence.  He  is  actively 
al  work  and  shows  no  evidence  of  any  cardiac  abnormality. 


Conclusion 
This  case  is  reported  in  order  to  bring  out  the 
following  points  of  interest: 

1.  An  attack  of  paroxysmal  tachycardia  lasting 
for  10  days,  4  hours  and  IS  minutes  and  a  second 
attack  beginning  one  week  later  of  7  days'  dura- 
tion. 

2.  Clinical  evidence  of  a  pulmonary  infarction 
following  a  prolonged  auricular  tachycardia. 

3.  Clinical  and  electrocardiographic  evidence  of 
an  extreme  degree  of  exhaustion  of  the  cardiac 
musculature. 

4.  The  apparently  beneficial  effect  of  a  para- 
sympathetic stimulant  in  terminating  the  attack. 
— Medical  Arts  Building. 

Discussion 
Dr.  James  T.  Wolfe,  Washington: 

It  certainly  has  given  me  thrills  to  listen  to  Dr.  Adams' 
paper  yesterday  and  Dr.  Higgins'  paper  today.  For  years, 
in  fact  since  1920  when  I  read  my  first  paper  on  bronchial 
asthma,  emphasizing  and  stressing  the  neuro-physiology 
involved  in  bronchospasm,  I  have  been  concentrating  my 
efforts  to  get  before  the  profession  the  fundamental  prin- 
ciples acting  to  bring  about  this  symptom-complex.  The 
vagus  acts  as  a  constrictor  for  the  circular  muscles  in  the 
small  bronchial  tubes  and  the  sympathetic  acts  as  the  dila- 
tor. In  health  normal  balance  is  maintained  between  the 
vagus  and  sympathetic  largely  by  the  normal  amount  of 
suprarenal  hormone  circulating  throughout  the  body,  which 
hormone  serves  as  stimulus  to  the  sympathetic,  thereby 
preventing  the  constrictor  function  of  the  vagus  from  gain- 
ing the  ascendency.  Through  exhaustion  or  illness  or  other 
causes  the  suprarenal  output  is  lowered  and  this  normal 
balance  between  the  vagus  and  sympathetic  is  lost  and  the 
constrictor  factor  gains  dominance,  thus  bringing  about 
the  phenomenon  commonly  called  asthma. 

Had  not  Dr.  Higgins  named  a  history  of  asthma  in  a 
patient  as  a  contra-indication  of  the  use  of  mecholyl,  be- 
cause this  is  the  one  drug  that  seems  to  stimulate  the  vagus 
with  possible  resulting  bronchospasm,  I  would  have  brought 
it  to  your  attention. 

Allergists  have  long  claimed  asthma  as  their  very  own 
and  clasped  it  to  their  bosoms,  and  should  they  observe  an 
attack  of  asthma  following  the  administration  of  a  dose  of 
mecholyl  they  would  in  all  probability  tell  us  that  that 
patient  is  allergic  to  the  drug. 


Recent  Views  of  Senile  Cataract 
(S.  R.  Gifford,  Chicago,  in  Jl.   Iowa  State  Med.  Soc,  July) 

About  modern  methods  for  the  treatment  of  senile  catar- 
act, one  is  justified  in  saying:  there  is  no  known  non-surgi- 
cal cure  for  cataract  once  formed.  It  may  be  possible  to 
prevent  cataract  or  to  delay  its  progress  by  a  liberal  supply 
of  vitamins  in  the  diet  or  in  the  form  of  concentrates,  but 
this  has  not  been  proved. 

Cataract  may  be  operated  upon  whenever  it  interferes 
seriously  with  vision. 

Possible  complications  may  be  avoided  by  an  early  care- 
ful ophthalmologic  examination  in  every  case  suspected  of 
cataract. 

Good  results  may  be  expected  by  either  the  intra-  or 
extracapsular  method  in  the  hands  of  an  experienced  sur- 
geon. 


One-third  of  all  cases  of  rectal  cancer  seen  in  a  large 
hospital  have  been  recently  operated  on  elsewhere  for 
"hemorrhoids." 


SOUTHERN  MEDICINE  AND  SURGERY 


August,  1937 


Management  of  Hemorrhage  in  Third  Trimester  of 
Pregnancy* 

Ernest  W.  Franklin,  M.D.,  Charlotte,  North  Carolina 


IN  recent  years  there  has  developed  a  great  and 
increasing  interest  in  the  reduction  of  mater- 
nal mortality.  The  management  of  infection 
and  toxemia,  the  two  greatest  causes  of  death  for 
the  mother,  is  prevention  in  at  least  50  per  cent,  of 
the  cases.  The  next  great  cause  is  hemorrhage, 
which  is  not  so  easily  prevented.  The  nearest  thing 
to  prevention  of  placenta  praevia  and  premature 
separation  is  early  recognition  which  comes  with 
good  obstetrical  care. 

The  work  of  Shute  has  a  possibility  of  being 
valuable  in  the  prevention  of  premature  separation 
of  the  placenta.  He  believes  that  many  early  cases 
of  slight  separation  of  the  placenta  go  undiagnosed. 
He  studied  his  cases  and  made  a  note  of  any  uter- 
ine pain  and  tenderness  complained  of  in  the  third 
trimester.  A  great  majority  showed  on  the  deliv- 
ered placenta  lesions  varying  from  fresh  clots  to 
old  white  infarcts.  The  type  of  placental  lesion 
depended  upon  the  length  of  time  between  delivery 
and  the  appearance  of  uterine  pain  and  tenderness. 
In  those  cases  coming  to  cesarean  section  the  loca- 
tion of  the  placenta  was  compared  with  the  location 
of  any  previous  pain.  The  cases  being  delivered 
by  version  also  had  the  placental  site  located. 
Pathological  changes  were  found  to  agree  with  the 
pain  experienced  in  the  third  trimester.  The  most 
frequently  encountered  and  significant  sign  in  these 
early  cases  was  the  gradual  appearance  of  a  re- 
stricted, palm-size  area  of  true  uterine  tenderness, 
accompanied  by  steady  sacral  backache.  When 
this  pain  disappeared  spontaneously,  it  usually  re- 
curred in  the  same  location.  Shute  remedied  this 
condition  by  the  use  of  massive  doses  of  wheat- 
germ  oil,  a  product  very  rich  in  vitamin-£.  He 
could  relieve  the  pain  in  24  hours  by  giving  eight 
to  12  drachms.  Patients  kept  on  a  maintenance 
dose  felt  no  further  pain;  when  the  medication  was 
withdrawn  the  pain  recurred.  He  states  that  his 
best  results  were  obtained  in  women  showing  little 
or  no  evidence  of  toxemia.  He  makes  examinations 
of  the  blood  for  its  vitamin-£  content.  No  case 
treated  adequately  has  gone  on  to  terminate  as  a 
classical  case  of  premature  separation  of  the  pla- 
centa. He  calls  the  condition  an  imbalance  be- 
tween vitamin-£  and  estrogenic  substances.  It  is 
also  present  in  certain  cases  of  pregnancy  terminat- 
ing early  by  spontaneous  abortion.  This  work  of 
Shute  is  presented  as  possibly  on  the  track  leading 


to  prevention  of  premature  separation  of  the  pla- 
centa. 

This  discussion  is  based  on  the  incidence  of  six 
cases  of  placenta  praevia  and  12  of  premature  sep- 
aration of  the  placenta  in  1,301  deliveries  by  the 
staff  of  the  Charlotte  Maternity  Clinic  in  1935  and 
1936.  It  is  an  outpatient  delivery  service,  manned 
by  two  medical  students,  three  obstetricians  and 
a  pediatrician.  Conforming  to  my  title,  my  statis- 
tics will  be  presented  as  a  series  of  18  cases  of  bleed- 
ing in  the  third  trimester,  in  full  awareness  that 
two  entirely  different  conditions  had  hemorrhage  as 
the  cardinal  symptom. 

The  incidence  of  syphilis  was  22  per  cent.  There 
were  two  maternal  deaths — a  mortality  of  11  per 
cent.  The  fetal  mortality  was  50  per  cent. — three 
of  these  of  7-months  fetuses.  Forty-four  per  cent, 
of  these  patients  had  toxic  symptoms,  equally  • 
divided  between  placenta  praevia  and  premature 
separation  cases.  Both  Nubiola  and  De  Lee  have 
expressed  the  opinion  that  there  is  usually  a  toxic 
factor  that  arises  in  placenta  praevia  as  well  as  in 
premature  separation  of  the  placenta.  It  is  greater 
in  premature  separation  and  causes  an  inevitable 
fetal  mortality  rate  regardness  of  what  is  done. 
There  were  one  central  placenta  praevia,  three  par- 
tial and  two  classed  as  marginal.  The  prematurely 
separated  placentas  were  classed  as  three  complete 
and  nine  partial.  It  is  interesting  to  note  that  in 
five  of  the  premature  separation  cases  the  mem- 
branes were  ruptured  artificially;  two  had  pituitrin 
in  addition.  There  was  one  cesarean  section  and 
hysterectomy.  Of  six  placenta  praevia  cases,  in 
one  delivery  was  by  a  low  cesarean  section  followed 
by  packing  of  the  uterus,  in  three  by  artificial  rup- 
ture of  the  membranes,  in  two  by  spontaneous 
labor  with  spontaneous  deliveries. 

Since  in  more  than  half  of  these  cases  delivery 
was  in  the  home,  our  records  of  morbidity  are  cal- 
culated from  the  student  records  of  a  daily  tem- 
perature reading,  and  full  records  of  those  hospital- 
ized. It  was  33  per  cent.  In  all  except  one  of 
the  18  cases  one  or  more  hemorrhages  occurred, 
and  it  was  necessary  to  give  blood  by  transfusion 
to  four  (16%)  of  these.  It  was  necessary  to  pack 
the  vagina  in  only  one  of  these  cases,  according  to 
the  judgment  of  the  student.  A  more  mature  judg- 
ment may  not  have  deemed  that  necessary.  In 
this  case  there  was  spontaneous  delivery  of  a  full- 
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term  dead  child,  followed  by  a  partially  separated 
placenta. 

It  will  be  of  interest  to  some  that  no  bag  was 
employed  in  any  case  either  of  placenta  praevia  or 
of  premature  separation.  Another  interesting  fact 
is  that  the  Braxton  Hicks  version  was  not  employed 
in  any  case. 

Cases 

I  wish  to  describe  only  two  of  these  18  cases  in  any 
detail,  the  two  in  which  the  mother  was  lost.  They  were 
both  premature  separations  of  the  placenta.  The  first  case 
was  that  of  a  toxic  primipara,  who  suffered  intermittent 
pain  for  24  hours.  She  was  being  observed  by  a  student 
who  was  not  alarmed  since  her  pains  were  apparently  nor- 
mal. She  suddenly  showed  symptoms  of  shock,  was  seen 
by  a  consultant  and  sent  into  the  hospital  with  a  diagnosis 
of  premature  separation  of  the  placenta.  Immediately 
abdominal  section  and  hysterectomy  were  done,  and  1200 
c.c.  of  blood  and  1000  c.c.  of  hypertonic  glucose  solution 
in  saline  given  before,  during  and  after  operation.  The 
case  ran  a  septic  course;  a  transfusion  of  300  c.c.  was  given 
on  the  fifth,  and  another  on  the  ninth  day  after  operation. 
The  patient  died  of  pneumonia  and  peritonitis  on  the 
twelfth  day. 

The  second  patient  was  a  multipara  who  had  been  toxic 
in  the  hospital.  She  was  seen  early  one  morning  in  labor 
with  head  coming  in  the  pelvis  and  a  two-finger  dilatation 
of  the  cervix  with  some  bleeding.  Sent  into  the  hospital, 
signs  of  shock  were  manifested  shortly  after  admission. 
The  only  available  donor  was  an  unco-operative  husband. 
After  much  persuasion  and  more  force  400  c.c.  of  blood 
was  obtained  and  given  to  the  patient.  She  had  had  1000 
c.c.  of  hypertonic  glucose  previously.  The  baby  was  deliv- 
ered with  very  little  aid  from  perineal  forceps.  A  com- 
pletely separated  placenta  and  clot  followed.  The  patient 
was  so  nearly  exsanguinated  that  there  was  little  postpar- 
tum bleeding.  It  was  simply  a  case  of  too  long  a  delay 
and  insufficient  blood  and  she  died  shortly  after  delivery. 

Diechman  and  Daily  have  said  very  aptly  the 
answer  to  the  question  as  to  why  there  is  a  failure 
to  lower  the  mortality  rate  from  hemorrhage  lies 
in  the  faulty  use  of  blood  transfusion  in  most  in- 
stances. Either  too  little  blood  is  given  or  too 
much  time  elapses  before  it  is  given,  and  so  irrep- 
arable damage  is  done  to  vessel  walls,  brain  and 
other  vital  structures  because  of  anoxemia. 

In  increased  blood  pressure,  as  follows  the  use 
of  adrenalin,  without  blood  volume  to  carry  oxy- 
genated blood  to  the  viscera  is  undesirable.  The 
ideal  is  to  introduce  some  suitable  fluid  to  increase 
volume  and  pressure.  Blood  fulfils  this  ideal  in 
shock  from  hemorrhage.  Saline,  or  isotonic  salt,  is, 
according  to  some  recent  experimental  work  of 
Mathews  and  Mazzola,  of  little  value.  Its  influence 
on  blood  pressure  is  too  evanescent,  since  it  attracts 
no  tissue  fluid  into  the  vessels.  The  same  may  be 
said  of  weak  glucose  solutions.  A  smaller  infusion 
of  increased  concentration  produce  the  desired  rise 
in  blood  pressure  by  increasing  volume.  Cats  in 
shock  from  hemorrhage,  given  50  per  cent,  glucose 
solution,  had  a  rise  of  blood  pressure,  a  slowed 
pulse  and  a  return  to  normal  in  pulse  pressure. 
Animals  receiving  50  per  cent,  glucose  before  the 


occurrence  of  hemorrhage  reacted  much  better  than 
unfortified  animals  as  to  blood  pressure  drop  and 
slower  pulse.  It  would  follow  that  if  hemorrhage 
is  expected  the  patient  might  be  expected  to  with- 
stand the  hemorrhage  better  if  fortified  with  hyper- 
tonic glucose  solution.  Any  measure  promising 
prevention  or  relief  of  such  a  pathological  condi- 
tion is  well  worthy  of  consideration. 

Blood  of  course  is  the  only  fluid  that  will  benefit 
the  patient  in  a  permanent  way.  It  should  be  used 
early,  and  even  then  has-  its  limitations  of  useful- 
ness. Brooks  and  Blalock  subjected  animals  to 
bleeding  through  needle  from  the  femoral  artery 
sufficient  to  produce  shock.  The  blood  pressure 
maintained  at  70,  the  animals  died  in  one  hour. 
Another  group  was  transfused  direct  and  when  the 
pressure  rose  above  70  they  were  bled  again.  By 
this  method  life  was  maintained  for  several  hours, 
but  after  a  certain  length  of  time  even  though 
much  more  blood  was  introduced  than  withdrawn 
the  blood  pressure  would  not  rise  and  death  ensued. 
The  transfusion  was  without  benefit.  At  autopsy 
capillary  congestion,  hemorrhage  and  necrosis  were 
demonstrated  in  many  tissues.  Another  group  of 
animals  was  similarly  used  and  the  withdrawn  blood 
citrated  and  reintroduced  with  the  same  failure  to 
respond  to  transfusion  after  a  given  time.  Thus  it 
was  shown  that  the  prolonged  low  tension  and 
low  blood  volume  was  fatal.  After  a  number  of 
transfusions  the  animals  failed  to  respond  to  re- 
placed blood  volume.  It  was  explained  as  a  diminu- 
tion of  oxygen-carrying  power  of  the  blood  to  the 
tissues.  This  deprivation  of  oxygen  was  causative 
in  markedly  altering  the  tissues. 

Blalock  states  that,  because  of  the  decrease  in 
blood  volume  incidental  to  the  hemorrhage,  a 
compensatory  vasoconstriction  maintains  arterial 
pressure  near  normal.  If  bleeding  continues,  pres- 
sure drops  in  spite  of  vasoconstriction.  If  pressure 
is  low  too  long  vasodilatation  occurs,  then  blood 
transfusion  is  of  no  avail  The  conclusion  is  that 
hemorrhage  can  produce  concentration  of  blood, 
negative  response  to  transfusion  and  alteration  of 
body  tissue. 

Diechman  in  a  recent  paper  quotes  McKesson 
in  saying  that  a  pulse  pressure  of  20  maintained 
for  20  minutes  or  more  is  usually  fatal.  Another 
point  mentioned  is  that  loss  of  45  to  50  per  cent,  of 
hemoglobin  or  one-third  of  the  blood  volume  is 
usually  fatal. 

The  management  of  bleeding  in  the  third  tri- 
mester of  pregnancy  resolves  itself  into  expectant 
treatment,  not  in  the  sense  of  waiting,  but  in  pre- 
paring your  patient  and  your  equipment.  While 
examining  the  patient's  blood  for  type  in  antici- 
pation of  transfusion  and  while  the  instruments 
are  being  prepared,  the  patient  must  be  kept  warm, 
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hypertonic  glucose  must  be  given  if  she  is  in  even 
mild  shock.  By  history  and  abdominal  examination 
these  important  facts  are  elicited:  amount  of  blood 
loss  in  relationship  to  the  size  of  patient;  parity 
and  age;  period  of  gestation;  number  of  previous 
vaginal  examinations,  if  attended  by  other  than 
yourself;  is  baby  alive?,  is  patient  in  labor?,  and 
are  membranes  ruptured?  By  this  time  the  doctor 
is  amply  prepared  to  proceed  to  a  vaginal  examina- 
tion with  the  strictest  antiseptic  and  aseptic  pre- 
cautions. He  never  forgets  that  boon  companion 
of  hemorrhage — infection.  In  my  opinion  a  rectal 
examination  is  never  indicated  in  a  case  of  bleeding. 
It  is  actually  damaging,  while  revealing  no  infor- 
mation which  a  vaginal  could  not  give  more  safely, 
and  the  latter  will  not  cause  fresh  hemorrhage  in 
placenta  praevia  by  dislodging  the  clot.  This  acci- 
dent forces  one  to  use  a  bag  or  Braxton  Hicks  ver- 
sion as  as  an  emergency  procedure.  A  decision  can 
be  made  at  this  vaginal  examination  as  to  rupturing 
the  membranes.  If  this  is  the  procedure  of  choice, 
it  is  better  to  rupture  the  membranes  at  this  time 
rather  than  invade  the  vagina  again. 

We  now  turn  to  the  management  of  these  two 
pathological  conditions  separately.  Treatment  va- 
ries according  to  the  type  of  placenta  praevia.  The 
low  implantation  is  best  treated  by  rupturing  the 
membranes  and  allowing  the  head  to  tamponade  the 
cervix.  Occasionally  a  sterile  vaginal  pack  may 
facilitate  the  dilatation  of  a  long  conical  cervix  in 
a  primipara.  In  many  cases  of  marginal  and  par- 
tial placenta  praevia  this  treatment  will  prove  satis- 
factory. There  are  sure  to  be  cases  in  which  the 
doctor  will  wish  that  he  had  selected  cesarean  sec- 
tion as  the  mode  of  treatment.  Cesarean  section 
is  my  choice  for  partial  placenta  praevia.  If  labor 
is  too  sluggish,  two-  or  three-minim  doses  of  pitui- 
trin  are  valuable.  The  centrally  situated  placenta 
demands  cesarean  section. 

Lacerations  of  the  cervix  are  fraught  with  great 
danger  and  usually  bleed  so  profusely  that  packing 
is  the  only  recourse.  In  doing  a  Braxton  Hicks 
version  the  great  temptation  is  to  extract  the  baby 
through  an  undilated  cervix,  with  great  risk  to  the 
cervix.  When,  after  the  body  has  been  delivered, 
the  head  is  held  up  by  an  undilated  cervix,  the 
baby  is  usually  dead.  A  craniotomy  at  the  base 
of  the  skull  collapses  the  head  and  allows  it  to 
slip  through  without  tearing  the  cervix.  It  is  better 
to  do  a  craniotomy  and  deliver  the  baby  as  soon  as 
possible,  for  hidden  bleeding  may  occur  behind  th? 
head  if  dilatation  of  the  cervix  is  awaited.  Extrem; 
care  should  be  exercised  in  any  forceps  delivery  in 
a  case  complicated  by  a  placenta  praevia,  to  avoid 
tears  in  the  cervix. 

It  is  better  to  use  two-  to  three-minim  doses  of 
pituitrin  to  keep  the  baby's  head  forced    in    the 


lower  uterine  segment.  A  tenaculum  attached  to 
the  baby's  scalp  has  been  used  for  this  purpose.  I 
do  not  like  this  procedure. 

The  Braxton  Hicks  version  is  a  useful  procedure. 
In  my  opinion  it  is  not  an  elective  procedure.  If 
the  membranes  have  been  ruptured  and  the  head 
does  not  tamponade  effectively  it  may  be  resorted 
to.  If  profuse  or  uncontrollable  hemorrhage  occurs 
following  examinations  it  may  save  the  day.  The 
bag  is  used  in  much  the  same  way  as  the  Braxton 
Hicks  version.  There  is  no  place  for  accouchment 
jorce  in  the  management  of  placenta  praevia. 

The  patient  who  wishes  to  await  the  viability 
of  the  baby  deserves  special  consideration.  For 
example,  a  young  woman  in  her  seventh  month  of 
pregnancy  has  a  placenta  praevia  diagnosed  by  her 
obstetrician.  For  a  very  good  reason  she  desires 
to  carry  to  term.  The  obstetrician  should  explain 
in  detail  to  her  and  her  family  and  emphasize  the 
danger.  She  and  her  family  should  assume  the 
whole  risk.  The  decision  should  preferably  be  in 
writing,  to  provide  an  anchor  to  windward  should 
conservatism  lead  to  disaster.  It  is  understood  pre- 
cautions should  be  thrown  about  her  to  prevent 
disaster  overtaking  her.  This  is  Schuman's  advice 
in  handling  such  a  case. 

In  premature  separation  the  case  with  hidden 
bleeding  is  the  most  baffling.  The  blood  pressure, 
the  pulse  and  the  tension  of  the  uterus  are  our 
guides.  In  a  multipara  in  labor  with  partial  dila- 
tation of  the  cervix,  I  would  rupture  the  membranes 
and  wait.  I  would  expect  to  be  prepared  for  active 
interference.  If  the  labor  became  too  sluggish, 
small  fractional  doses  of  pituitrin  would  be  used. 
A  primipara  similarly  conditioned  with  even  mod- 
erately severe  symptoms  should  have  abdominal 
section.  It  is  not  safe  to  wait  to  make  a  detailed 
diagnosis  before  doing  the  section.  The  delay 
will  allow  time  for  the  blood  to  force  its  way  into 
the  uterine  muscle  probably  necessitating  hysterec- 
tomy, and  will  unjustifiably  risk  the  life  of  both 
patients. 

Obvious  bleeding  gives  the  doctor  an  accurate 
account  of  the  actual  blood  loss.  The  multipara 
may  be  delivered  as  outlined.  Usually  a  greater 
chance  can  be  taken  with  the  primipara.  The  mem- 
branes may  be  ruptured  and  pituitrin  employed  if 
necessary.  In  these  cases  the  blood  is  not  under  as 
great  tension  in  the  retroplacental  space.  The 
uterus  is  consequently  not  damaged  as  much.  Re- 
gardless of  which  direction  the  blood  is  forced 
some  is  always  pushed  into  the  uterine  wall  with 
damage.  Labor  is  retarded.  The  irritation  of  this 
blood  throws  the  uterus  into  a  tetanic  contraction, 
very  different  from  the  rhythmic  contraction  of  the 
normal  uterus  in  labor.  Pituitrin  helps  restore  this 
normal  action  of  the  uterus. 
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Forceps  and  version  are  valuable  aids  in  cases 
for  quick  delivery.  The  emergency  in  these  cases 
gives  no  license  to  proceed  in  the  face  of  an  un- 
dilated  cervix  or  other  contraindication. 

Summary 

1.  The  fetus  has  an  uncertain  status  at  best  in 
these  two  conditions.  Hurrying  in  order  to  save 
the  baby  is  usually  fatal  to  mother  and  baby.  It  is 
not  good  practice  to  risk  the  mother  for  the  baby's 
safety. 

2.  Each  patient  is  an  individual  problem. 

3.  Give  blood  transfusions  to  these  patients 
early. 

4.  Be  prepared  to  act  before  the  patient  is  in 
extremis  from  hemorrhage. 

5.  There  is  no  place  in  the  treatment  for  ac- 
couchment  ford. 

6.  Cesarean  section  is  oftentimes  the  most  con- 
servative treatment  of  these  conditions. 

7.  Do  not  minimize  the  severity  of  the  condition 
being  dealt  with. 
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Preparations  for  Obstetrics  in  the  Home 

(R.  W.  Tandy,  Morning  Sun,  Iowa,  in  Rad.   Rev.  <&   M.  V. 

M.   J.,  July) 

Having  realized  that  our  practice  in  obstetrics  must  be 
largely  home  obstetrics,  we  devised  the  following  equip- 
ment and  technique  of  home  deliveries,  which  we  believe  to 
be  the  equal,  if  not  superior  technique,  to  hospital  obstet- 
rics. 

First:  One  large  bag  of  good  quality  preventing  dust 
contamination. 

Second:  Two  half-sheets,  one  folded  whole  sheet,  3  tow- 
els, sterile  gauze,  pads,  and  cord  made  up  in  one  sterile 
pack  with  double  cover  and  sterilized  under  steam  pressure 
— 3  such  packs. 

Steam  autoclave?  Our  answer  is  a  glorified  pressure 
cooker,  which  may  be  acquired  at  any  hardware  store.  It 
will  not  accommodate  large  amounts  of  linen  at  a  time 
but  will  give  a  20-pound  pressure  of  steam  for  20  minutes 

The  cord  set — in  another  pack — 3  flat  sponges,  a  roll  of 
bandage,  a  pair  of  scissors,  2  hemostats,  and  a  length  of 
cord  tape  8  in. — double  packed  and  autoclaved. 

Fourth:     A  4  x  4  ft.  rubber  sheet. 

Fifth:  A  repair  set,  separate,  consisting  of  luers,  2% 
novocain,  injection  needles,  repair  needles,  sutures,  hemo- 
stat.  needle  holders,  3  sterile  towels,  gauze,  sponges,  and 
such  other  equipment  it  may  be  deemed  necessary  to  make 
complete  repair.    This  is  double  packed  and  autoclaved. 

Drugs — in  a  compact  box;  fluid  extract  or  ergot,  pitui- 
trin,  glucose,  solution  alcohol,  morphine,  amytal,  lysol  and 
merthiolate.  A  pair  of  Simpson  forceps  are  carried,  having 
been  boiled  and  placed  within  an  antiseptic-double  cover. 

In  another  pack  sterile  gloves,  mask,  cap  and  gown. 


In  another  pack,  sterile  as  well,  are  scrub  brushes,  and  in 
a  separate  bottle  in  the  kit  is  green  soap. 

In  another  kit  a  solution  of  merthiolate  or  mercreso!  for 
painting  purposes,  swabs,  cotton  pledgets,  small  pan  and  a 
safety  razor.  The  anesthetic  materials  consist  of  a  mask, 
chloroform,  and  ether,  and  a  jar  of  vaseline.  The  remain- 
der of  the  equipment  consists  of  scales,  enema  outfit,  sterile 
luers. 

Our  prenatal  care  consists  of  a  card  system  which  re- 
cords bi-weekly  visits  to  the  office,  b.  p.,  urinalysis,  moth- 
er's weight,  baby's  position  during  the  last  3  months,  and 
pelvic  measurements.  By  all  means  record  anticipated  con- 
finement date  and  fetal  heart-rate. 

The  responsibility  of  arriving  in  time  rests  upon  the  phy- 
sician. 

Delivery  should  be  made  in  cross-bed  position,  the  hips 
slightly  out  over  the  edge  of  the  bed,  patient  lying  on  her 
back  with  feet  resting  on  kitchen  chairs  placed  against  the 
side  of  the  bed.  If  forceps  delivery  is  required,  this  posi- 
tion is  almost  essential. 

Shave  all  pubic  hairs  closely;  give  an  enema. 

Paint  pubis,  vulva  and  both  thighs  liberally  with  the 
antiseptic  of  your  choice.  Not  too  long  before  time  of 
delivery. 

Drapes  and  sterile  socks  or  sterile  coverings  protect  a 
sterile  field  within  which  to  work. 

The  half-sheets  are  then  placed,  one  over  each  knee  and 
secured  by  towel  clips,  behind  the  knee,  around  the  ankle 
and  thighs.  The  full  sheet  is  folded  and  laid  squarely 
across  the  abdomen  to  keep  the  field  sterile  and  to  make  a 
suitable  receptacle  for  the  babe. 

A  small  convenient  table  or  chair  with  the  supplies  open- 
ed and  ready  for  use.  In  opening  the  supplies,  we  remove 
only  the  top  cover.  This  allows  the  sterile  operator  to  flip 
open  the  second  sterile  cover  by  removal  of  a  single  pin, 
after  he  has  donned  his  gloves  and  outfit.  Anesthetic  ma- 
terials are  in  place  for  usage,  if  necessary. 


Simplified  Technic  for  Circumcision  Without  Use  of 
Sutures 

(J.   B.  Jacobs,  Seattle,  in  Northwest   Med.,  July) 
This  method  has  been  in  use  for  thousands  of  years  in 
religious  rituals  improved  upon  from  time  to  time. 

Usual  soap  and  water  and  a  mild  antiseptic.  Gauze  is 
pushed  to  the  base  of  the  penis.  The  organ  is  massaged  a 
few  times  to  stimulate  erection.  A  probe  is  inserted  be- 
tween the  glans  and  prepuce  freeing  adhesions.  The  tissue 
grasped  with  the  fingers  at  the  mucocutaneous  junction  and 
with  traction  the  tissues  in  the  fingers  are  pulled  well  down, 
stretching  the  skin  over  the  glans.  With  a  sabre  tissue 
forceps  the  preputial  tissue  is  grasped  with  the  slant  from 
dorsal  to  ventral  surface,  with  a  greater  bite  dorsally  and 
on  the  bias.  Be  careful  to  inspect  and  observe  if  the  glans 
is  held  in  the  forceps.  Cut  along  forceps  with  scissors;  hold 
a  moment  for  hemostasis  and  then  release. .  The  skin  will 
retract  well  above  the  neck  of  the  glans. 

A  dorsal  slit  is  then  done  on  the  mucous  membrane  well 
back  and  almost  to  the  neck  of  the  glans.  The  mucous 
membrane  is  pushed  back  with  gauze.  The  raw  edges  of 
the  skin  and  mucous  membrane  meet.  A  snug  vaseline 
strip  bandage  is  then  put  about  the  penis.  In  a  day  cohe- 
sion takes  place  and  the  mucous  membrane  and  skin  remain 
together. 


Corns  (Savill's  Clinical  Medicine)  may  be  cured  by 
painting  with  salicylic  acid  (20%)  collodion  every  night  for 
a  week ;  soon  afterwards  the  corn  will  flake  off.  Soft 
corns:  Treatment  consists  in  keeping  them  dry  with  dust- 
ing power,  such  as  zinc  oxide  and  starch,  keeping  the  toes 
separate  with  small  pads  of  cotton  wool,  and  by  relieving 
pressure. 
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HERE  was  a  time  when  physicians  limited 
their  scientific  study  to  the  body  of  the 
patient,  in  order  to  explain  his  physical 
symptoms.  Today,  however,  it  is  generally  accept- 
ed that  bodily  complaints  may  have  their  origin 
in  the  mind.  This  constitutes  what  is  known  as 
conversion,  which  is  the  transformation  of  a  mental 
difficulty  into  a  physical  complaint,  and  is  consid- 
ered by  the  patient  to  be  organic  in  nature. 

Definitions  are  notoriously  inadequate,  how- 
ever, for  they  tell  mainly  what  something  is,  and 
not  why  and  how  it  becomes  so.  To  properly  un- 
derstand so  simple  an  object  as  a  cart-wheel,  we 
must  appreciate  first  its  components  parts — -the 
hub,  the  spokes  and  the  rim.  In  a  similar  way, 
the  nature  of  conversion  is  explained  only  through 
its  mechanics,  which  involves  the  mechanism  of 
behavior. 

Reduced  to  its  simplest  terms,  we  behave  in 
response  to  a  wish  or  desire,  and  each  wish  is  poten- 
tially ambivalent — that  is,  it  may  be  wise  or  un- 
wise, it  may  help  or  harm  the  best  interests  of  the 
individual.  This  dual  quality  brings  into  existence 
a  mental  conflict,  the  stronger  tendency  of  which 
wins  the  approval  of  the  judgment  and  results  in 
the  wish  being  openly  expressed  or  not.  If  the 
verdict  is  no,  it  is  relegated  into  the  subconscious, 
where  it  continues  to  exist  even  though  the  indi- 
vidual is  not  aware  of  this  fact,  for  there  is  no 
room  in  the  conscious  mind  for  that  which  is  un- 
approved. This  mechanism  is  termed  repression, 
and  constitutes  our  mental  past  history.  In  this 
sense,  we  never  forget  scientifically,  but  simply  do 
not  wish  to  remember.  Isn't  it  true  that  we  quickly 
recall  the  pleasant  experiences  and  reluctantly  re- 
member the  unpleasant? 

In  the  normal  physiology  of  thought,  therefore, 
the  individual  chooses  one  or  the  other  alternative 
presented  by  the  conflict.  To  compromise  or  to 
straddle  the  issue  is  pathological,  resulting  in  the 
conversion  of  a  mental  problem  into  a  physical 
symptom,  which  is  more  comfortably  borne  by  the 
neurotic.  To  admit  that  he  is  mentally  sick  will 
be  too  painful,  even  intolerable.  In  this  way,  he 
finds  a  solution  to  his  conflict,  which,  though  not 
perfect,  is  acceptable  to  him. 

The  physical  symptom  thus  has  a  meaning  in 
that  it  solves  the  patient's  problem  from  his  point 
of  view.     He,  himself,  unaware    of    this    meaning, 


and  his  illness  assumes  only  the  ordinary  signifi- 
cance to  him.  It  also  allows  him  to  escape  from 
the  problems  which  caused  the  conflict.  Once  con- 
version takes  place  and  physical  symptoms  appear, 
the  patient  loses  some  of  his  original  anxiety,  par- 
tially regains  his  composure;  and,  although  the 
problem  is  still  in  his  mind,  no  connection  is  seen 
by  the  patient  between  it  and  the  physical  symp- 
tom. 

The  nature  and  location  of  the  bodily  part  in- 
volved usually,  but  not  necessarily,  depends  upon 
an  association  of  ideas  between  the  problem  and 
the  organ  or  system.  For  example,  in  the  war 
neuroses  (shell  shock)  where  the  wish  of  the  pa- 
tient was  to  be  relieved  of  fighting,  the  physical 
symptom  most  frequently  noted  was  a  conversion 
blindness  or  hemiplegia,  which  accomplished  his 
desire.  Some  conversions  take  the  form  of  neurotic 
imitations  or  neurotic  identifications,  and  careful 
inquiry  will  often  elicit  the  fact  that  a  relative  or 
friend  had  the  same  condition. 

The  treatment  of  conversions  should  be  scientific 
and  definite.  This  means  a  study  of  pertinent 
facts  of  the  entire  individual  and  his  environment. 
Treatment  based  on  assumptions  arrived  at  by  hur- 
ried reasoning  and  not  supported  by  the  facts  is 
worse  than  no  treatment  at  all,  for  this  tends  to 
fix  the  symptoms  and  to  encourage  the  development 
of  others  more  persistent,  thereby  wasting  the  time 
and  the  money  of  both  the  patient  and  the  exam- 
iner. So  it  is  very  important  to  recognize  this  per- 
sonality reaction-type  and  to  approach  the  prob- 
lem as  a  surgeon  would  approach  a  case  of  acute 
appendicitis — directly  and  with  only  the  pertinent 
examinations  and  tests. 

The  following  case  is  illustrative  of  the  chief 
points  covered  in  this  paper: 

A  fourteen-year-old  boy  came  to  the  Out-Patient 
Department  of  the  Medical  College  of  Virginia  in 
January,  1936,  complaining  chiefly  of  complete  left 
facial  paralysis  and  poor  school  progress.  Suspi- 
cion was  aroused  immediately  when  the  father 
stated  he  had  not  whipped  the  patient  for  two 
weeks  because  he  considered  him  to  be  sick  and  no 
longer  mean.  The  examination  revealed  that  the 
patient  had  a  left  facial  weakness,  was  inconsist- 
ently ataxoid,  was  depressed  and  retarded,  and  had 
a  definite  feeling  of  inferiority.  His  history  showed 
that  he  had  been  a  patient  there  in  1931  with  a  left 
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facial  paralysis,  which  did  not  respond  to  treat- 
ment. In  the  study  of  his  environment  and  he- 
redity, it  was  found,  with  the  assistance  of  the 
Social  Service  Department,  that  his  mother,  who 
was  an  orthodox  Jewess  and  who  had  completed 
the  5th  grade  only,  had  had  a  left  facial  paralysis 
following  an  automobile  accident  two  years  (1929) 
before,  when  much  concern  was  shown  about  her 
health  by  the  family,  especially  by  the  patient 
(neurotic  imitation). 

The  father,  an  Irish  Methodist,  had  finished  the 
fourth  grade  in  school  and  now  operated  a  small 
second-hand  store.  Both  parents  became  Roman 
Catholics  for  the  economic  help  they  could  obtain 
from  the  church  charities.  The  home  is  small  and 
overcrowded,  located  in  an  unhealthy  section  of 
the  city.  There  are  no  proper  facilities  for  the 
rearing  of  children,  and  the  family  circle  is  the 
only  real  outlet,  play  or  social,  for  the  children. 
The  patient  is  the  fourth  of  seven  children  and  the 
"Ugly  Duckling"  of  the  group.  He  attended  pa- 
rochial school,  failed  in  the  first  grade  three  times 
and  was  failing  in  the  fifth  grade.  He  said  that  he 
always  hated  school,  although  he  liked  and  was 
efficient  in  arithmetic.  His  chief  pride  was  his 
ability  to  drive  a  sharp  bargain  in  his  father's 
store,  and  the  parents  considered  him  more  capable 
than  they  in  this  particular.  He  had  been  happiest 
when  he  and  the  family  lived  in  the  country  and 
he  quickly  attested  his  dislike  for  the  city. 

Psychometric  tests  fixed  his  mental  age  at  ap- 
proximately twelve  years.  The  diagnosis  was  con- 
version hysteria  with  a  border-line  mental  defec- 
tiveness. In  the  psychotherapeutic  talks,  the  con- 
nection between  his  physical  symptoms  and  his 
mental  conflicts  was  explained  in  detail.  He  was 
taken  out  of  school,  sent  to  the  country  for  the 
summer,  and  when  see  at  the  clinic  in  May,  1937, 
for  the  first  time  in  thirteen  months,  he  showed 
gratifying  improvement.  He  was  happy,  much  bet- 
ter adjusted  to  life,  and  impatient  for  the  summer 
and  the  farm. 


Impotence  and  Its  Medical  Treatment 
(L.  M.  Beilin,  Chicago,  in  III.   Med.  Jl.,  July) 

Of  many  organic  nervous  diseases  loss  of  potency  may  be 
one  of  the  earliest  symptoms.  However,  some  patients  at 
this  stage  who  until  this  time  were  apparently  normal 
sexually  begin  to  indulge  in  various  sexual  excesses,  engaged 
in  numerous  amorous  affairs,  divorced  and  remarried,  and, 
in  general,  evidence  a  sexual  vigor  which  had  not  been  usual 
with  them.  This  is  usually  due  to  a  local  irritation  of  the 
posterior  nerve  roots  of  the  spinal  cord  that  supply  the 
sexual  organs.  When  this  stage  subsides  it  is,  as  a  rule, 
followed  by  total  impotency. 

Camphor,  belladonna,  arsenic  and  convallaria  are  sexual 
depressants.  Charcot  cites  2  cases  of  psoriasis  which,  as 
the  result  of  prolonged  treatment  with  arsenic,  developed  a 
partial  impotency  which  disappeared  upon  cessation  of  the 
treatment. 


Alcohol,  morphine,  cocaine  and  nicotine  used  to  excess 
diminish  sexual  potency.  It  is  interesting  to  note  that  at 
the  beginning  of  these  drug  addictions  there  often  occurs  an 
acceleration  of  sex  sensation  and  potency.  Havelock  Ellis 
states  that  the  snuffing  of  tobacco  is  especially  harmful 
because  it  either  diminishes,  or  totally  destroys,  that  normal 
olfactory  sense  which  plays  so  important  a  role  in  sex  stim- 
ulation. 

The  common  practice  of  coitus  interruptus  as  a  cause  of 
impotence  has  been  greatly  exaggerated  by  the  medical 
profession. 

This  physiologic  fade-out  of  sexuality  in  man  becomes 
disturbing  only  in  the  event  the  erective  power  is  lost 
whilst  the  libido  remains  intact.  Vita  sexualis,  in  my  ob- 
servation, is  extinguished  earliest  in  those  who  were  never 
very  virile  and  disappears  latest  in  ones  who,  without  real 
excesses,  were  not  overzealous  in  husbanding  their  sexual 
power. 

Where  there  are  physical  or  mechanical  impediments  to 
the  act  of  coitus,  obviously  the  treatment  should  be  surgi- 
cal. The  Lowsley  and  Bray  operation  produces  a  com- 
pression of  the  dorsal  veins  of  the  penis  by  tightening  the 
two  leaves  of  the  suspensory  ligament  of  the  organ,  thereby 
causing  venous  stasis.  Sufficient  time  has  not  yet  elapsed 
to  demonstrate  its  value.  Certain  findings  in  the  posterior 
urethra  or  its  adnexa  require  local  treatment,  I  have  found 
the  sinusoidal  faradic  currents  the  most  effective  method  to 
stimulate  posterior  urethra  and  the  prostate.  Prostatic 
massage,  hydrotherapy  and  diathermy  may  prove  beneficial 
it  only  for  the  psychological  effects. 

In  the  neurasthenic  a  sympathetic  attitude  is  important, 
assuring  him  of  improvement  and  of  an  ultimate  cure.  Some 
cases  by  hypnosis.  Of  the  influence  of  sex  hormone  on  the 
aberrations  of  sexual  functions  clinical  evidence  is  still  lack- 
ing. 

Of  the  drugs  yohimbine,  damiana  and  muiracit kin  are  the 
most  effective.  Yohimbine  often  produces  the  symptoms  of 
intoxication,  even  in  small  doses. 

For  the  anesthetizing  of  the  glans  penis,  as  its  hyperes- 
thesia may  contribute  to  impotency,  an  ointment  containing 
2%  of  stovaine  or  nupercaine;  for  general  sedation  give 
bromides. 

Much  in  vogue  in  France  at  present  is  istaline,  which  is  a 
compound  of  yohimbine,  testicular  extract,  strychnine  and 
aloes. 

In  the  treatment  of  senile  impotency,  general  hygienic, 
hydrotherapeutic  and  dietetic  measures  may  prove  benefi- 
cial. 

Mechanical  contrivances  (splints,  etc.)  for  supporting  a 
flabby  phallus,  vacuum  pumps,  etc..  are  recommended  by 
cemmercial  interests,  but  are  unsound  physiologically. 

The  transplantation  of  gonads  (Voronoff's  method)  and 
Steinach's  operation  for  rejuvenation  are  npt  accepted  by 
most  of  the  workers  in  this  field. 

Blood  transfusions  from  young  and  healthy  donors  have 
been  reported  as  greatly  beneficial  for  sexual  invigoration. 


What  a  wonderful  power  we,  as  a  body,  could  exert 
(J.  A.  Miller  in  //.  Amer.  Med.  Col.,  July)  if  each  physi- 
cian constituted  himself  a  health  officer  for  the  families 
under  his  care,  detecting  and  correctitiL'  physical  defects; 
following  up  sources  of  infection  in  syphilis,  in  diphtheria 
and  in  other  infectious  diseases;  following  up  the  contacts 
in  cases  of  tuberculosis. 


Potassium  bromide  in  adequate  dosage,  with  or  without 
Hyoscyamus,  should  be  given  a  trial  before  deciding  to  give 
barbiturates. 


Hypoglycemia  should  be  thought  of  as  a  possible  expla- 
nation of  weakness  without  obvious  cause. 
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Physical   Defects   and   Their   Relation   to   Grade   Repeaters 
In  the  Public  Schools* 

S.  V.  Lewis,  M.D.,  Roxboro,  North  Carolina 


THE  problems  expressed  in  this  accumula- 
tion of  data  are  particularly  interesting, 
because  they  deal  directly  with  the  physical 
and  mental  development  of  those  who  are  to  be- 
come the  standard-bearers  of  society  in  the  years 
to  come. 

Person  County  has  a  population  of  approximately 
24,000.  There  are  44  schools  in  the  county — 13 
white,  1  Indian,  30  Negro.  The  school  enrollment 
for  1936  and  1937  school  year  is  as  follows:  white 
3,930;  Indian  79;  Negro  2,903—  a  total  of  6,912. 
During  the  past  two  years  3,086  children,  very  near 
one-half  of  the  school  population,  have  been  exam- 
ined by  the  health  officer  or  his  assistant.  Of 
these  1,666  were  white,  46  Indian,  1,374  Negro. 
More  than  90  per  cent,  of  those  examinations  were 
made  in  the  past  school  year.  Of  those  examined, 
757  were  found  to  be  grade  repeaters.  Grades  re- 
peated ranged  from  one  to  four.  Over  a  five-year 
period  the  records  show  that  the  757  grade  repeat- 
ers increased  the  teacher  load  in  Person  County 
by  1,026  pupils  classified  as  follows: 

Group  number  1 — those  having  physical  defects 
who  have  repeated  one  grade:  437 — 242  boys,  195 
girls.  Of  that  number  the  defects  were  of  nutri- 
tion in  32,  of  vision  in  83,  of  teeth  in  137,  tonsils 
in  275,  nasal  in  4,  cardiac  in  6,  mental  in  2;  1 
had  pyorrhea,  1  asthma  and  19  were  tuberculin- 
positive.  There  were  149  who  had  unhygienic 
mouths.  Group  number  one  has  the  following  dis- 
ease history:  scarlet  fever  4,  whooping-cough  141, 
measles  147,  chicken-pox  92,  smallpox  1,  diphtheria 
9,  typhoid  fever  1,  repeated  attacks  of  tonsillitis  9. 

Group  number  2 — those  without  evident  defects 
who  have  repeated  one  grade:  222 — 128  boys,  102 
girls.  Disease  history:  scarlet  fever  2,  whooping- 
cough  62,  measles  54,  chicken-pox  40,  smallpox  1, 
diphtheria  4,  repeated  attacks  of  tonsillitis  1. 

Group  number  3 — those  without  evident  defects 
who  have  repeated  two  grades:  5 — 2  boys,  3  girls. 
Disease  history:  whooping-cough  5,  measles  5. 
chicken-pox  5,  diphtheria  1. 

Group  number  4 — those  with  physical  defects  re- 
peating two  grades:  116 — 71  boys  and  45  girls. 
Of  this  number  7  have  defective  nutrition,  23  de- 
fective teeth,  50  defective  tonsils,  3  cardiac  defects, 
22  defective  vision,  52  unhygienic  mouths,  1  is  men- 
tally defective  and  11  tuberculin  positive.  Disease 
history:  whooping-cough  51,  measles  47,  diphtheria 


1,  chicken-pox  38. 

Group  number  5 — those  with  physical  defects 
repeating  three  grades:  35 — 25  boys  and  10  girls. 
Of  this  number  1  has  defective  nutrition,  9  defec- 
tive vision,  8  defective  teeth,  17  unhygienic  mouths, 
1  a  nasal  defect,  and  2  are  tuberculin  positive. 
Disease  history:  whooping-cough  13,  measles  13, 
chicken-pox  6. 

Group  number  6 — those  with  physical  defects  re- 
peating four  grades:  3  boys.  Defective  vision  1, 
tonsil  disease  2,  unhygienic  mouths  2,  nasal  defects 
1,  defective  teeth  1.  Disease  history:  whooping- 
cough  3,  measles  2,  chicken-pox  2. 

For  the  school  year  1935-1936,  the  average  cost 
in  Person  County  per  child  for  teaching  was 
$22,4676.  That  amount,  multiplied  by  1026  re- 
peating, the  additional  pupil  load  for  a  five-year 
period,  totals  $23,823.72 — the  additional  cost  of 
teaching  due  to  grade  repeating.  I  have  stated  pre- 
viously that  we  have  records  on  less  than  half  the 
school  population,  therefore  it  is  reasonable  to  as- 
sume that  the  actual  cost  for  teaching  all  grade 
repeaters  over  the  five-year  period  was  approxi- 
mately $50,000.  The  figures  are  not  intended  as  a 
yardstick  by  which  we  may  measure  the  additional 
cost  of  educating  those  unfortunate  children,  but 
rather  to  remind  us  that  there  may  be  fertile  fields 
of  endeavor  in  which  many  of  us  may  apply  our- 
selves, namely,  mental  and  body  hygiene,  and  a 
general  dessimination  of  public  education  through- 
out the  bounds  of  our  various  counties  in  the  State. 
A  brief  review  of  the  data  presented  shows  a  greater 
number  of  tonsil  defects  in  grade  repeaters  than 
any  other  physical  defect,  and  it  is  probably  second 
only  to  uncorrected  defects  of  vision  when  consid- 
ered as  a  problem  in  grade  repeating. 

Vision  defects,  not  corrected,  have  a  closer  re- 
lation to  grade  repeating  than  any  other  physical 
d3fect.  A  few  of  the  most  common  conditions 
which  may  cause  a  disturbance  of  vision  in  th» 
school  child  are  ophthalmia  neonatorum,  strabis- 
mus, accidents  to  the  eye,  phlyctenular  and  inter- 
stitial keratitis.  In  1924  from  2  to  12  per  cent,  of 
all  blindness  in  the  United  States  was  caused  by 
ophthalmia  neonatorum.  Phlyctenular  keratitis  is 
often  found  in  children  in  whom  a  tuberculous 
process  is  present.  Interstitial  keratitis  is  a  mani- 
festation of  hereditary  syphilis. 

Unhygienic  condition  of  the  mouth  ranks  high  as 
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to  the  number  of  children  in  whom  the  condition 
was  found,  and  strictly  speaking  it  is  not  a  physical 
defect;  but,  inasmuch  as  it  is  usually  associated 
with  dental  caries,  lack  of  hygienic  habits  gener- 
ally, and  lack  of  interest  in  school  probably  due  to 
home  environment,  all  taken  together  may  present 
a  problem  worthy  of  much  consideration. 

Defective  teeth  hold  a  conspicuous  place  in  the 
list  of  physical  defects  found  in  grade  repeaters,  a 
condition  that  usually  signifies  neglect.  The  cause 
may  antedate  the  birth  of  the  child  by  months  or 
even  years.  The  pregnant  mother  may  have  neg- 
lected seeking  competent  medical  advice  and  proper 
diet  and  exercise  and  hygienic  habits  may  have 
been  neglected  during  infancy  and  early  childhood. 
The  teeth  begin  to  decay  early,  a  process  too  often 
looked  upon  by  parents  as  quite  natural,  they 
thinking  the  teeth  will  be  shed  and  replaced  by 
good  permanent  teeth.  In  the  meantime  abscesses 
develop  at  the  apices  of  the  teeth,  pus  is  absorbed 
and  a  heart  lesion  may  be  the  result.  Many  painful 
days  and  nights  may  be  passed  with  toothache; 
there  may  be  loss  of  appetite  or  inability  to  eat, 
loss  of  weight  and  a  lowered  resistance.  Certainly 
these  few  items  may  cause  some  loss  in  school  at- 
tendance, helping  to  make  the  child  a  well  qualified 
candidate  for  grade  repeating. 

Defective  nutrition,  if  considered  only  in  the 
sense  of  underweight  or  overweight,  has  little  sig- 
nificance. Public  health  workers  should  not  assume 
an  attitude  that  they  have  closed  an  open  case  of 
marked  undernourishment  by  simply  advising  what 
may  seem  to  be  a  suitable  diet  and  proper  habits. 
A  majority  of  children  found  to  be  markedly  under- 
nourished belong  to  well-to-do,  rather  than  the 
poor  class  of  people.  A  careful  study  of  the  race 
of  people,  and  family  trends  as  to  body  build  is  of 
utmost  importance.  Among  the  causes  of  under- 
nourishment are  defects  and  pathological  processes, 
improper  health  habits,  improper  diet  and  foods, 
lack  of  home  control,  and  chronic  fatigue. 

Success  in  correcting  all  nutritional  defects  de- 
pends upon  an  individual  diagnosis  of  the  case  in 
each  instance,  and  the  cooperation  of  the  parent, 
the  teacher,  the  physician  and  the  child.  It  is  not 
difficult  to  see  that  the  correction  of  nutritional 
defects  as  a  whole  is  a  problem  only  partially  solved 
at  its  best  by  the  visiting  public  health  nurse. 
These  defects  are  problems  demanding  adequate 
medical  supervision.  The  early  signs  of  undernour- 
ishment are  mental  rather  than  physical,  expressed 
in  ill  temper  and  sometimes  violence. 

A  large  number  of  apparently  healthy  children 
are  10-per  cent,  or  more  underweight  according  to 
standards  most  frequently  used  by  public  health 
workers  in  the  schools  of  the  United  States. 

A  positive  tuberculin  test  is  not  recorded  as  a 


physical  defect  on  the  health  department's  record 
form  for  the  school  child,  although  it  is  of  special 
interest  because  tuberculosis  is  the  most  damaging 
and  widespread  of  all  the  major  infectious  diseases. 
Rosenau  says,  "Since  the  beginning  of  written  his- 
tory tuberculosis  has  taken  a  greater  toll  of  human 
life  than  any  other  disease."  The  disease  ranked 
first  as  the  cause  of  death  in  most  every  country 
until  about  fifteen  years  ago.  It  has  fallen  to  sev- 
enth place  in  the  United  States  as  the  cause  of 
death,  but  even  now,  80,000  persons  die  each  year 
from  this  disease.  Many  children  who  do  not  have 
physical  defects  as  determined  by  the  regular  school 
examination  react  positively  to  the  tuberculin  test. 
This  is  sufficient  proof  that  the  tubercle  bacillus 
has  invaded  the  body  and  a  thorough  investigation 
should  be  made  to  determine,  first,  the  source  of 
the  infection — whether  from  a  member  of  the  fam- 
ily, a  relative  or  a  friend.  This  is  very  important, 
because  the  open  case  to  which  the  child  is  exposed 
may  be  the  source  of  reinfection  from  time  to  time 
if  not  found  and  proper  control  measures  instituted. 
All  adults  giving  clinical  and  x-ray  evidence  of  tu- 
berculosis in  whose  sputum  tubercle  bacilli  are  not 
found,  should  be  given  a  tuberculin  test.  With  a 
negative  sputum  report,  it  is  sometimes  difficult  to 
differentiate  between  pulmonary  tuberculosis,  Vin- 
cent's infection  and  a  fungus  infection  of  the  lung, 
either  by  ordinary  physical  or  x-ray  examination. 
In  such  cases  a  positive  tuberculin  test  may  be  con- 
clusive, and  in  the  event  of  a  negative  tuberculin 
test,  it  is  necessary  to  culture  the  offending  organ- 
ism to  differentiate  between  the  last  two  diseases 
mentioned.  The  tuberculin  test  should  not  be  given 
during  the  course  of  any  acute  infectious  disease; 
time  should  be  allowed  for  recovery  from  the  dis- 
ease before  the  test  is  given.  Patients  with  far- 
advanced  pulmonary  tuberculosis  often  give  a  neg- 
ative response,  due  to  lowered  resistance  and  in- 
ability of  body  tissue  to  react  to  the  chemical  sub- 
stance, tuberculin. 

The  data  this  health  department  have  at  hand 
tend  to  show  that  physical  defects  do  not  neces- 
sarily cause  repeating,  but  there  are  enough  facts  to 
support  the  claim  that  grade  repeating  is  largely 
due  to  impairment  of  the  mind  and/or  body,  due 
to  physical  defects.  The  finding  of  physical  defects 
in  children  is  done  largely  in  school  examinations. 
Parents  are  requested  to  be  present  when  their 
children  are  examined,  so  we  may  discuss  with 
them  all  of  our  findings,  and  we  take  such  an  op- 
portunity to  advise  them  to  consult  their  family 
physician  or  dentist  in  regard  to  correcting  such 
defects  as  may  be  found.  We  do  not  here  discon- 
tinue our  efforts  to  get  defects  corrected,  but  follow 
up  by  having  our  visiting  public  health  nurses  visit 
the  home. 
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In  conclusion  we  may  ask  ourselves  a  rather 
broad  question,  What  is  the  cause  of  so  many  dam- 
aging physical  defects?  In  answer  to  the  question 
we  must  admit  that  many  of  such  defects  are  pen- 
alties for  being  civilized.  Savage  tribes  not  yet 
reached  by  civilization  do  not  have  tuberculosis. 
Unhealthy  teeth  and  gums  are  penalties  for  eating 
improper  foods,  and  foods  that  are  soft  and  do  not 
provide  proper  exercise  for  the  teeth  and  gums. 

Seeing  that  Nature  is  not  to  be  outdone  by  im- 
positions or  neglect,  it  becomes  necessary  to  devise 
plans  for  prevention — possible  in  most  cases — and 
for  correction  in  those  cases  in  which  efforts  at 
prevention  have  not  met  with  success. 

We  have  long  since  agreed  that  the  greatest  effi- 
ciency is  synonomous  with  a  healthy  mind  and 
body,  and  it  has  been  wisely  said  that  society  of 
tomorrow  is  dependent  upon  the  youth  of  today. 
This  being  true,  it  would  be  stupid  indeed  of  society 
not  to  provide  for  its  own  survival. 


Your  Hard-of-Heartng  Patients 
(T.   B.  Wood,  Brooklyn,  in    Med.  Times,  July) 

Too  often,  little  or  no  attention  is  paid  to  the  hearing 
when  the  patient  complains,  in  addition  to  his  other  symp- 
toms, that  he  does  not  hear  well  or  has  noises  in  the  ear. 
It  is  estimated  that  15%  of  the  children  in  the  U.  S.  have 
defective  hearing. 

You  must  know  about  at  least  3  types  of  deafness;  con- 
ductive or  middle-ear  deafness — 90%  of  the  hard-of-hear- 
ing ;  perception  or  nerve  deafness ;  otosclerosis — a  rather  rare 
ccnditionO.  In  the  normal  ear  hearing  is  better  by  air 
conduction,  while  in  middle-ear  disease  hearing  is  better 
by  bone  conduction.  The  inner-ear  disease  hearing  is  poor 
or  absent  by  bone  conduction  with  a  loss  of  perception  of 
the  high  tones  by  air  conduction. 

As  we  learn  to  recognize  early  pathological  lesions  in 
the  nasopharynx  as  the  result  of  acute  infections  or  general 
metabolic  diseases  conduction  deafness  will  be  considerably 
lessened. 

Nerve  deafness  is  generally  the  result  of  complications 
from  meningitis,  syphilis,  virus  infections  or  mumps,  intra- 
cranial injury  or  fracture  of  the  base  of  the  skull. 

Otosclerosis  is  thought  to  be  associated  with  obscure  con- 
stitutional conditions  and  endocrine  imbalance.  It  is  he- 
reditary ;  more  common  in  women ;  seen  in  early  adult  life ; 
aggravated  by  pregnancy ;  and  is  sometimes  associated  with 
middle-  or  inner-ear  deafness. 

The  percentage  of  the  loss  of  hearing  should  never  be 
exactly  stated. 

The  most  useful  sound  source  for  the  practical  testing  of 
hearing  is  the  human  voice. 

Sit  about  30  in.  from  your  patient's  ear  and  enunciate 
clearly.  If  she  hears  a  faint  whisper  it  means  the  hearing 
loss  is  less  than  30  decibels.  If  she  cannot  hear  the  faint 
whisper  but  does  hear  the  loud  whisper,  it  means  that  the 
loss  is  greater  than  30  but  not  over  45  decibels.  If  the 
moderate  voice  is  heard  the  hearing  loss  is  not  over  60 
decibels;  if  the  loud  voice  is  heard,  not  over  75  decibels; 
if  the  shouted  voice  is  heard,  less  than  90  decibels.  To 
calibrate  your  own  voice  it  is  well  to  check  it  on  patients 
who  have  been  tested  on  the  audiometer. 

A  good  set  of  standardized  tuning  forks  is  essential  to 
complete  the  examination.  They  are  cheap,  easily  trans- 
ported, with  no  depreciation  or  upkeep.     They  also  have 


their  disadvantages  in  accurate  diagnosis;  but  if  an  average 
of  4  runs  or  tests  with  each  of  the  5  of  the  Hartmann 
forks  is  made,  the  result  will  show  the  hearing  loss  with 
fair  accuracy. 

The  method  does  not  need  a  name  if  you  know  the  pro- 
cedure and  how  to  interpret  the  findings.  The  length  of 
time  each  fork  is  heard  by  bone-  and  by  air-conduction  in 
seconds  is  charted  with  the  C  folk,  strike  it  a  hard  blow  on 
a  rubber  heel,  take  the  time  on  your  stop  watch  or  by  the 
second-hand  of  an  ordinary  watch,  hold  it  for  1  or  2 
seconds  1  in.  from  the  ear  to  be  tested,  then  place  the 
shank  on  the  bone  behind  the  ear  just  above  and  behind 
the  ear  canal  for  1  or  2  seconds.  Alternate  this  procedure 
at  about  4  to  5  seconds  for  the  complete  cycle.  The  patient 
is  to  answer  "yes"  if  she  hears  the  tone,  otherwise  nothing. 
The  eyes  must  be  closed  to  avoid  psychic  influences  and 
malingering.  The  result  or  figure  obtained,  for  both  the 
bone-  and  air-conduction,  for  each  fork,  is  deducted  from 
the  average  normal.  This  gives  the  loss  of  hearing  in  sen- 
sation units  or  decibels  for  each  fork.  This  can  be  charted 
on  an  audiogram  card  in  the  form  of  a  graph.  Allowing 
.8%  variation,  multiply  the  average  loss  of  Co,  C3  and  C4 
forks  by  .8  and  the  resulting  figure  will  approximate  the 
percentage  loss  of  hearing. 

In  a  case  with  any  loss  of  useful  hearing  go  thoroughly 
into  the  history.  When  you  find  any  type  of  otitis  caused 
by  tonsillitis,  frequent  colds,  acute  infectious  diseases,  ob- 
structions in  the  nose  or  nasopharynx,  or  sinusitis,  then  is 
the  time  so  to  manage  the  case  as  to  avoid  ear  complica* 
tions.  Deafness  is  never  a  primary  condition,  whether  of 
the  nerve  type  or  conductive  type,  and  is  almost  always 
preventable. 

For  the  purulent  middle  ear  seek  the  earliest  and  best 
advice  obtainable  and  do  not  let  up  on  the  care  of  that  ear 
until  it  is  dry  and  healed.  In  blowing  the  nose  do  not 
permit  the  use  of  positive  pressure,  rather  use  suction  or 
have  the  patient  sniff  the  mucus  back  into  the  pharynx 
and  expectorate  it. 

There  are  2  methods  to  pursue.  The  first  is  the  early 
recognition  of  progressive  or  incurable  deafness  and  its 
immediate  treatment  as  such.  The  second  places  it  in  the 
hands  of  competent,  trained  teachers  for  the  deafened. 

Lip  reading  offers  the  best  hope.  In  practically  every 
city  in  this  country  classes  in  lip  reading  have  been  organ- 
ized. Instruction  is  given  by  a  visiting  teacher  for  several 
half-hour  periods  a  week.  Segregation  of  children  should 
be  avoided  if  possible.  The  patient  should  be  kept  in  a 
normal  atmosphere  with  his  brothers  and  sisters  and  so  be 
allowed  to  progress  with  them  in  a  normal  manner. 

Never  advise  a  hearing  aid  unless  the  patient  cannot  be 
rehabilitated  with  other  means  at  hand.  They  are  expen- 
sive for  the  average  patient  but  are  worth  the  price  if 
other  means  fail. 


In  ulcerative  colitis  promising  results  have  been  ob- 
tained (R.  S.  Spiegel,  N.  Y.,  Jl.  Mt.  Sinai  Hosp.)  from 
rectal  injections  of  cod-liver  oil,  40%,  with  acacia  and 
water,  2  to  4  times  daily,  beginning  with  2  to  4  oz.,  and,  as 
tolerance  is  gained,  increasing  to  as  much  as  8  oz. 


It  would  be  easier  to  popularize  a  movement  to  have 
the  eyes  of  every  child  soon  to  start  its  schooling  examined 
by  an  oculist,  were  it  not  for  the  general  belief  that  if  you 
go  to  an  eye  doctor  you  will  come  away  with  eye  glasses. 


Take  the  tension  of  the  eyes  with  the  fingers  as  a  part 
part  of  every  first  examination  of  a  patient  past  middle  life. 
Take  it  again  whenever  there  is  complaint  of  pain  in  eyes 
or  about  the  face. 
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SOUTHERN  MEDICINE  AND  SURGERY 


A  Syndrome  Simulating  Paresis* 

Howard  R.  Masters,  M.D.,  Richmond,  Virginia 

Associate  in  Neuropsychiatry,  Medical  College  of  Virginia 


CLINICAL  SYMPTOMS  of  paresis  in  cases 
in  which  the  Wassermann  is  negative  have 
been  seen  so  frequently  in  the  past  year  that 
I  made  a  brief  survey  of  our  files  for  other  cases. 
Since  1923  we  have  seen  ten  patients  of  this  type. 
The  mental  symptoms  and  personality  changes  in 
several  were  so  striking  as  to  cause  us  to  search 
diligently  for  syphilis.  One  case  with  negative  sera, 
who  gave  a  history  of  chancre  20  years  previously, 
we  treated  intensively  with  intravenous  therapy 
but  he  grew  progressively  worse. 

The  pseudoparesis  syndrome  described  as  associ- 
ated with  acute  syphilitic  meningitis,  alcoholism 
and  senile  arteriosclerosis,  has  been  referred  to  only 
casually  in  the  older  textbooks.  Alcoholic  pseudo- 
paresis  was  first  described  by  Magnus  Hess  in  1852. 
In  the  literature  of  the  past  10  years  I  find  little 
reference  to  it.  Anderson1  reported  the  case  of  a 
woman  of  52  successfully  treated  for  syphilis  and 
with  a  negative  Wassermann  reaction,  who  devel- 
oped paretic  symptoms  after  excessive  drinking.  A 
few  cases  simulating  general  paralysis  have  been 
reported  under  the  title  of  a  special  symptom  or 
the  pathology  found  on  examination.  Barrera2  in 
1932  gave  an  account  of  a  case  termed  neuromyeli- 
tis optica  in  which  there  was  an  acute  hallucinatory 
psychosis  for  18  months  and  then  slurring  speech, 
optic  atrophy  and  tabetic  neurological  signs.  Spinal 
fluid  and  blood  Wassermann  reactions  were  nega- 
tive but  the  colloidal-gold  curve  was  typically 
paretic.  At  autopsy  the  brain  showed  progressive 
degeneration  of  a  nature  to  leave  it  uncertain 
whether  it  was  a  diffuse  sclerosis,  multiple  sclerosis, 
or  had  originated  as  a  demyelinating  condition. 
Wertham3  described  two  cases  with  neurological 
and  mental  symptoms  showing  at  autopsy  foci  of 
demyelinization  in  the  cortex  and  spinal  cord  with 
diffuse  sclerosis,  calling  attention  to  the  similarity 
of  these  cases  to  disseminated  sclerosis  and  general 
paralysis. 

Studying  our  cases  clinically  we  can  but  feel  that 
a  pathologic  process  or  functional  circulatory 
disturbance  is  going  on  quite  similar  to  the  degen- 
eration and  inflammation  seen  in  general  paralysis 
or  the  other  varied  processes  reported  by  Nissl  and 
Alzheimer  of  profound  arteriole  disturbance  as 
well  as  other  changes. 

In  the  same  manner  that  syphilis  plays  a  part  in 
vascular  pathology  in  metasyphilis,  we  must  look 
for  other  pathological  factors  influencing  the  circu- 


latory system.  The  most  frequent  causes  of  symp- 
toms simulating  paresis  are  alcoholism,  arterioscler- 
osis, infectious  diseases  of  a  perivascular  nature 
or  those  disorders  producing  ischemia.  Beyond 
this,  we  can  not  escape  hereditary  disposition  toward 
vascular  disease,  individual  susceptibility  and 
previous  insult  and  injury  to  the  cerebrum.  Meta- 
bolic and  vitamin  disturbances  have  also  to  be  con- 
sidered. Strauss4  has  shown  that  patients  with 
alcoholic  peripheral  neuritis  recover  as  rapidly  with 
vitamin-5  and  injections  of  liver  while  drinking  a 
pint  to  a  quart  of  whiskey  a  day,  as  do  those 
patients  who  use  no  alcohol.  The  investigations  of 
MacFarland3  on  alcohol  and  anoxemia  and  of 
Words6  in  metabolism  of  the  brain  tissue  seem  to 
bear  some  relationship  in  the  production  of  changes 
in  the  central  nervous  system. 

In  functional  conditions  of  disturbed  physi- 
ological and  altered  chemical  status  the  morbid 
anatomy  may  be  proportionate  to  the  resistance  of 
the  tissue  and  the  duration  of  the  disturbance.  The 
same  though  is  borne  out  in  clinical  and  patho- 
logical observations  of  spirochetal  invasion — where 
the  period  of  latency  is  longest,  the  degeneration  is 
often  the  greatest. 

I  am  reporting  two  cases  in  full,  with  an  analysis 
of  the  neurological,  mental  and  serological  findings 
in  the  10  cases  studied. 

Case  1. — A  man,  57,  whose  birth,  walking  and  talking, 
early  childhood,  growth  and  development  were  probably 
normal.  He  had  measles  and  whooping-cough  as  a  child, 
typhoid  fever  as  a  young  man,  and  pneumonia  in  1925 — all 
without  after  effects.  His  family  reports  kidney  trouble  with 
unconsciousness  for  five  days  before  he  began  to  drink. 
The  patient  never  attended  school  but  he  had  tried  to  do 
some  studying  alone.  Married  36  years,  his  wife  in  good 
health,  no  children.  He  had  lived  in  hotels  until  a  year  or 
so  previously  and  had  always  been  humored  by  his  wife. 

At  nine  the  patient  started  work  in  a  saw  mill,  gradually 
worked  himself  up,  acquired  a  partnership  in  a  lumber 
business  and  had  engaged  in  this  work  for  the  past  20  years. 
He  had  been  successful,  but  he  lost  heavily  through  closed 
banks  and  in  other  ways.  He  showed  little  interest  in  civic 
affairs,  politics  and  other  extrabusiness  activities,  though  he 
ran  for  a  political  position  and  was  defeated;  he  was 
formerly  interested  in  church  and  Sunday-school  and  was 
president  of  a  Bible  class. 

The  patient  had  been  a  periodic  drinker  for  15  years.  His 
blood  Wassermann  had  been  positive  years  ago  and  he  was 
treated.  From  a  quiet,  well-behaved,  resourceful,  energetic, 
hard-working,  ethical  business  man,  he  had  gradually  over 
a  number  of  years  become  a  periodic  drinker,  untruthful, 
immoral,  unfaithful  and  disloyal.  When  drinking  heavily  he 
became  violent,  restless,  sleepless,  behaved  badly,  drove  his 
automobile   recklessly   and   had   hem    irrr  (nl   a   number  of 
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times.  A  year  or  two  before,  a  lien  had  been  taken  on  his 
property  and  cash  because  of  indebtedness  of  many  thou- 
sands of  dollars.  He  shut  down  his  mill  on  account  of  this 
and  became  restless,  sleepless,  drank  considerably  and 
required  frequent  hypodermic  injections.  He  felt  that  he  was 
persecuted  by  policemen,  newspaper  men  and  others.  He 
carried  large  amounts  of  money  with  him  and  people  got 
him  drunk  to  get  his  money.  He  was  arrested  a  few  days 
before  his  admission  to  the  hospital  but  was  in  no  condition 
to  stand  trial  and  was  given  the  privilege  of  taking  treat- 
ment. 

His  father  had  been  in  good  health  at  85  after  drinking 
heavily  between  his  40th  and  60th  years  and  then  quitting 
entirely.  "A  holy  terror"  when  drinking.  Mother  died  at 
54  of  "a  broken  heart  caused  by  the  treatment  of  the 
husband."  No  mental  or  nervous  disease  on  either  side  of 
the  family.  Patient  was  one  of  six  children.  One  brother 
drank  at  one  time  but  quit  after  taking  treatment;  one 
brother  was  said  to  be  "going  the  same  way  as  the 
patient."  All  are  salaried  men  and  doing  well. 

Nothing  of  significance  was  found  in  the  physical  or 
laboratory  examinations. 

Mental  examination  showed  that  his  memory  was 
unaffected  until  recently,  he  recalled  facts  about  his  family, 
remote  events  and  happenings  as  well  as  recent  events.  He 
was  well  oriented  in  all  spheres;  dealt  in  circumstantiality, 
was  irrelevant  and  boring  in  details;  ideation  was  poor 
with  rather  circumscribed,  limited,  narrow  and  restricted 
thoughts  and  mental  activity.  There  was  no  incoherence  or 
confusion.  He  probably  was  not  genuinely  distracted  in  his 
attention  but  his  interests  were  so  limited  that  all  conver- 
sation eventually  turned  to  what  he  thought  of  his  out- 
standing problems,  particularly  his  persecution  by  govern- 
ment and  local  people.  He  physically  cooperated  when 
under  strict  discipline  but  when  allowed  privileges  about 
the  hospital  he  would  break  his  trust.  He  showed  no  intent 
and  no  apparent  willingness  to  get  at  the  truth  of  his 
situation,  or  to  allow  others  to  help  him  in  their  way.  He 
asked  for  help  but  wanted  it  done  as  he  thought  it  should 
be  done.  He  could  not  realize  his  need  for  treatment, 
away  from  the  worries  of  his  business,  but  had  no  under- 
though  he  did  admit  that  he  needed  a  rest  and  to  get 
standing  of  his  behavior,  or  the  attitude  of  others  toward 
him.  Apparently  he  believed  that  he  convinced  people  by 
his  denials  of  drinking  and  other  bad  behavior.  He  was 
talkative,  argumentive,  circumstantial,  displayed  little 
normal  interest  in  things  in  general,  and  had  a  sense  of 
well-being  that  was  not  in  keeping  with  his  economic  and 
social  situation.  He  was  egocentric,  egotistic,  talked  with 
braggadocio  and  bravado,  and  was  satisfied  with  his 
accomplishments  and  business  dealings.  He  blamed  other 
people  for  his  predicament,  was  not  revengeful  or  resentful 
but  wished  to  be  left  alone  to  do  what  he  pleased.  He  was 
untruthful,  disloyal,  unfaithful,  disposed  to  quibble,  restless 
and  was  said  to  be  violent  when  drinking.  The  patient  had 
shown  poor  judgment  in  recent  years  in  all  his  relationships 
with  other  people.  While  he  described  a  persecutory  attitude 
toward  him  it  was  believed  that  this  was  a  part  of  a 
defense  mechanism  in  which  he  tried  to  impress  upon  his 
hearers  the  fact  that  he  had  been  an  upright,  honest  citizen, 
and  would  still  be  doing  good  business  if  it  were  not  for 
the  interference  of  other  people. 

Case  2. — This  48-year-old,  married  physician,  first  seen 
by  me  on  March  27th,  1936,  gave  the  history  of  having  had 
a  right  herniotomy  in  June,  1925,  with  recurrence  of 
hernia  in  May  1927,  which  was  repaired.  In  June,  1931,  he 
had  a  left  hernia  repaired;  the  wound  was  slow  in  healing 
and  there  was  considerable  discharge.  His  wife  stated  that 
he  had  not  been  himself  since  1931.  At  that  time  it  was  also 
found  that  he  had  several  devitalized  teeth,  with  considerable 


pyorrhea.  Periodically  he  acted  strangely,  and  in  March, 
1934,  he  was  admitted  to  a  hospital  complaining  of  attacks 
of  numbness  in  his  face  of  10  days  duration.  In  1934  he  was 
admitted  to  a  hospital  in  a  near-by  city  on  two  occasions; 
each  time  the  diagnosis  of  nervous  exhaustion  was  made 
and  the  1  aboratory  studies  were  non-contributory.  In 
February,  1936,  still  tired  and  ineffectual,  it  was  learned 
that  there  was  some  emotional  difficulty  but  the  patient 
denied  this.  On  March  14th,  1936.  he  was  re-admitted  to 
the  hospital  stating  that  he  had  quit  work  the  day  before 
because  he  had  become  mentally  confused.  He  repeated  over 
and  over,  "I  am  all  messed  up.  What  is  the  matter  with 
me?" 

His  wife  gave  the  additional  information  that  he  had  a 
high  temperature  with  the  wound  infection  following  the 
third  operation  in  1931.  The  wound  drained  for  months 
and  she  felt  that  he  was  never  the  same  afterward.  By  1933 
he  was  less  alert  mentally,  was  irritable  and  physically 
below  par ;  he  was  reckless  yet  hardly  able  to  drive  his  car. 
In  1934  his  wife  noticed  a  left  facial  weakness,  thickness  in 
speech  and  difficulty  in  swallowing  in  addition  to  weakness 
and  paresthesias  of  the  left  arm  and  leg.  This  cleared  up  in 
a  week.  After  a  two-months  vacation  he  improved  until 
the  middle  of  February,  1936,  when  he  seemed  mentally 
and  physically  fatigued.  On  March  13th  he  went  to  bed 
early  because  of  fatigue  but  arose  at  7  o'clock  and  built  a 
fire;  when  his  wife  adjusted  the  wood  he  became  exceed- 
ingly irritable  and  impatient  and  thought  that  she  did  things 
too  slowly.  He  hurriedly  ate  his  breakfast  and  left  home , 
but  returned  at  11:30  requesting  his  lunch,  and  went  to 
bed;  he  was  slow  in  his  thinking  and  seemed  confused.  At 
midnight  of  the  same  day  he  became  more  confused  and 
showed  weakness  and  numbness  of  his  right  arm  and  leg, 
slurring  speech  and  partial  aphasia.  He  was  taken  to  the 
hospital  where  further  studies  including  an  encephalogram 
were  made,  all  of  which  were  negative. 

On  his  admission  to  the  Sanatorium  he  had  a  partial 
hemiplegia  and  numbness  of  the  right  side,  partial  aphasia, 
slurring  speech  and  agraphia.  He  greeted  me  with  a  broad 
grin,  his  teeth  well  displayed  by  over-active,  tremulous, 
but  intact,  facial  muscles.  His  speech  was  indistinct,  slurring 
and  aphasic  but  he  managed  to  say  hesitatingly,  "I'm  all 
messed  up — something  wrong."  When  quieted  he  could  form 
short  sentences  or  phrases,  often  using  the  wrong  word; 
this  frequently  precipitated  restlessness  and  irritability,  and 
during  this  state  he  exhibited  volitional  inertia.  When  asked 
to  repeat  a  word  he  would  do  so,  but  when  given  another 
word  he  would  continue  to  repeat  the  first  word;  the  same 
thing  occurred  when  he  was  asked  to  perform  the  finger- 
to-nose  test.  He  accidentally  put  his  finger  on  his  tongue 
and  continued  to  do  so  despite  requests  to  put  it  on  his 
nose. 

A  lack  of  judgment  and  insight  was  present  for  several 
months.  Emotional  symptoms  were  freely  exhibited  and  his 
attempts  at  humour  were  facetious.  What  had  appeared 
to  be  confusion  was  a  combination  of  misinterpretation, 
poor  grasp  and  aphasia.  He  was  euphoric  and  at  times 
showed  a  tendency  to  be  grandiose,  especially  in  regard  to 
his  professional  ability  in  his  specialty — "I  am  the  best  in 
my  State,  I  am  good." 

His  further  neurologic  examination  revealed  unsteady 
station,  due  to  right  hemiplegic  weakness,  slight  ataxia  on 
the  left  side,  deep  reflexes  actively  normal  in  the  upper 
extremities,  in  the  lower  pathologically  active  on  the  right ; 
superficial  abdominal  reflexes  were  absent ;  there  were  no 
pyramidal  tract  signs  with  the  exception  of  a  bilateral 
Hoffman.  His  cranial  nerves  were  negative  except  for  a 
moderate  retinal  arteriosclerosis  with  vascular  anemia, 
pupils  irregular  and  reacted  sluggishly  to  light,  blood 
pressure  ranged  from  102  5S  to  122  84.  His  general  physical 
examination  was  negative. 
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Analysis  of  the  Ten  Cases 

From  serological  findings  at  the  time  of  examin- 
ation— 

Blood  Wasserman  reaction  negative  in  all  10. 

Spinal  fluid  Wassermann  reaction  negative  in  all 
10.  (Two  were  doubtful  but  later  proved  to  be 
negative.) 

Cell  count  normal  in  9. 

Cell  count  increased  to  31  in  1. 

Globulin  normal  in  3,  very  slightly  increased  in  7. 

Colloidal-gold  curve  normal  in  six. 

Colloidal-gold  curve  slight  changes  in  2. 

Colloidal-gold  curve  paretic  in  1 . 

Colloidal-gold  curve  tabetic  in  1. 

From  n-curologkal  examination — Positive  neuro- 
logical findings  were  present  in  all  cases,  though 
slight  in  several:  5  showed  absence  of  abdominal 
reflexes ;  4  irregularity  of  the  pupil  and  sluggishness 
to  light;  5  had  slurring  speech  and  1  had  sensory 
aphasia  and  agraphia;  6  had  hand  tremors  and  1 
had  facial  tremors.  The  systolic  blood  pressure 
ranged  from  96  to  138  in  9,  and  1  had  a  hyperten- 
sion of  182. 

From  heredity — In  seven  there  was  history  of 
some  form  of  cardio-vascular-renal  or  hypertensive 
combination;  in  one  there  was  degenerative  neuro- 
logical disorder  in  three  members  of  the  family  and 
tuberculosis  in  several  others,  and  one  showed 
personality  disorders  of  a  deteriorating  nature. 

From  predisposing  diseases—Four  had  chancre 
20  years  or  more  before,  all  being  treated  success- 
fully. Head  injury  had  been  sustained  in  one  case 
12  years  prior  to  his  illness;  one  had  the  history  of 
alcoholism  and  arteriosclerosis  and  late  head  injury; 
one  had  arteriosclerosis  and  a  doubtful  lesion  30 
years  before;  alcoholism  contributed  in  three  cases, 
previous  attacks  of  psychosis  in  two  and  previous 
neurological  disorder  in  three.  One  had  enlarged 
intracranial  vascular  grooving  and  bilateral  con- 
genital hernia,  and  six  had  some  form  of  infection 
contributing  to  or  precipitating  the  symptom  syn- 
drome. 

From  mental  symptoms — Euphoria  was  present 
^n  6:  7  were  expansive  and  grandiose;  8  were 
elevated,  and  5  of  these  had  variable  moods;  1  was 
depressed;  increased  activity  was  present  in  9, 
decreased  in  1 ;  there  were  sexual  irregularities  in 
4;  four  were  unreliable  and  untruthful;  all  10 
showed  poor  judgment  and  insight;  there  was  a 
memory  defect  in  8,  memory  was  questionably  pre- 
served in  2;  all  10  exhibited  irritability;  there  was 
deterioration  in  8  and  questionable  deterioration  in 
2 ;  9  were  indifferent  to  their  symptoms,  1  was  con- 
cerned about  them. 

Discussion 

As  a  problem  to  the  family,  the  physician  and 
the  community  these  patients  offer  the  same  diffi- 


culty as  paretics,  and  the  behavior  of  the  alcoholic 
type  is  frequently  much  more  intractable.  Institu- 
tional management  is  made  strenuous  because  the 
elation,  the  urge  to  activity  and  the  irritability  are 
more  consistent  and  continuous  than  in  the  true 
paretic.  Ordinarily  careful  history,  neurological  and 
serological  examinations  make  the  diagnosis  rela- 
tively easy  except  in  those  cases  with  a  history  of 
early-treated  syphilis;  this  may  be  ruled  out  by 
observation  and  examination  over  a  reasonable 
period  of  time. 

Mental  and  physical  deterioration  did  not  seem  to 
be  as  rapidly  progressive  as  in  true  paresis,  nor  was 
the  irritability  as  spontaneous  or  explosive  except 
in  the  alcoholic  form  while  drinking. 

Apoplectic  and  convulsive  attacks  may  occur  and 
transient  cranial-nerve  palsies  common  to  lues  were 
noted  in  our  patients. 

Although  the  neurological  signs  and  spinal  fluid 
findings  may  be  strikingly  similar  to  disseminated 
sclerosis,  the  mental  symptoms  differ  in  that  the 
emotional  dissociation  is  greater  and  of  a  different 
character,  and  the  behavior  is  more  bizarre. 

Acute  syphilitic  meningitis  with  paretic  symptoms 
offers  little  diagnostic  difficulty  since  the  course 
and  the  serological  examinations  serve  in  differen- 
tiation. 

The  symptoms  resulting  from  acute  alcoholism 
usually  clear  up  on  withdrawal  of  whiskey,  while 
there  is  not  a  great  deal  of  improvement  in  the 
chronic  alcoholic  patient  with  long-standing  per- 
sonality disorder. 

The  syndrome  simulating  paresis  is  worthy  of 
investigation  in  the  field  of  circulatory  disorders 
and  metabolic  disturbance.  A  comparative  study 
of  the  pathologic  processes  is  important. 

—212  West  Franklin  St. 
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In  1789,  while  President,  George  Washington  suffered  an 
attack  of  anthrax  .  .  .  and  it  was  thought  he  would  not 
ncover. — Editorial  the  Med.  Record,  Feb.  17th. 


An  Inmate  of  the  Patton  State  (Col.)  Hospital  for 
the  Insane  beat  a  guard  to  death  with  a  hammer  on  April 
8th   and   then  made   his   escape. 


Endocarditis  may  be  caused  by  gonococci. 
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Ambulatory  Treatment  of  Varicose  Veins*,  ** 

Guy  W.  Horsley,  M.D.,  Richmond,  Virginia 


IN  the  past  15  years  the  ambulatory  treatment 
of  varicose  veins  has  become  increasingly  pop- 
ular. During  this  time  many  different  solu- 
tions have  been  used  with  various  results  according 
to  the  method  and  solution  employed.  Recurrences 
have  been  reported — from  as  low  as  10  per  cent, 
in  some  series  to  as  high  as  98  per  cent,  in  others. 
However,  in  spite  of  these  differences  in  results 
and  opposition  to  this  method,  the  extensive  opera- 
tive treatment  in  varicose  veins  of  the  lower  ex- 
tremities is  rapidly  giving  way  to  a  combination 
of  ligation  and  injection  of  these  veins. 

The  five  chief  causes  of  these  varicosities  are: 
1)  congenital  or  acquired  weakness  of  the  vein 
walls;  2)  absence  or  incompetency  of  the  valves 
of  the  veins;  3)  obstruction  of  the  venous  return, 
such  as  constriction  about  the  legs  due  to  tight 
clothing,  garters,  etc.,  or  pressure  in  the  pelvis 
from  pregnancy  or  tumors;  4)  compensatory  or 
collateral  circulation  due  to  blockage  of  the  deeper 
veins;  5)  abnormal  communication  with  an  arterio- 
venous aneurysm. 

The  principal  pathological  change  in  the  veins 
is  hypertrophy  in  the  media  caused  by  a  chronic 
phlebitis  with  an  increasing  deposit  of  connective 
tissue.  This  condition  progresses,  causing  more 
damage  to  the  valves  and  increasing  the  size  of  the 
varicosities. 

The  symptoms  produced  by  varicose  veins  are 
those  which  usually  accompany  impairment  of  cir- 
culation, namely,  muscular  cramps  and  tired,  aching 
legs.  The  signs  are  simply  enlargement  of  the 
superficial  veins  frequently  accompanied  by  edema 
about  the  ankles,  and  congestion  of  the  skin  in 
this  region.  These  latter  two  should  not  be  present 
when  the  patient  first  rises  in  the  morning,  but 
they  become  progressively  more  noticeable  during 
the  day. 

The  chief  complication  is  ulceration  of  the  skin, 
indeed  this  is  at  times  so  severe  as  to  disable  the 
patient  completely  for  a  period  of  many  years.  One 
patient  in  this  series  who  has  had  an  ulcer  for 
more  than  thirty  years  has  been  practically  an 
invalid  during  this  time. 

The  etiology  of  these  ulcers  is  generally  accepted 
to  be  from  stagnation  of  blood  in  the  extremities, 
caused  by  increased  venous  and  capillary  pressure. 
This  increased  pressure  produces  an  edema  of  the 
tissues  which  in  turn  causes  impairment  of  nutri- 
tion and  a  lowered  resistance.  The  ulceration  be- 
gins as  a  moist  gangrene  of  the  superficial  layers 


of  the  skin  and  becomes  increasingly  deeper  and 
wider  because  of  impaired  nutrition. 

The  first  mention  of  the  injection  treatment  of 
varicose  veins  was  made  in  1851  by  Pravis,  but 
the  unfavorable  reactions  induced  by  the  sclerosing 
agents  were  such  that  the  treatment  was  abandoned 
within  a  short  time.  It  was  revived  in  the  early 
'90s,  but  again  with  results  so  unsatisfactory  that 
the  Surgical  Congress  at  Lyons  in  1894  declared 
against  the  use  of  this  mode  of  therapy.  During 
this  time  perchloride  of  iron  and  iodotannic  solu- 
tions were  being  used.  It  was  not  until  1920  that 
the  injection  treatment  was  again  widely  advocated. 
The  solutions  used  for  the  injections  were  less  caus- 
tic and  consisted  of  concentrated  salt,  salt  and 
sugar  and  sodium  salicylate.  All  these  solutions 
would  produce  occlusion  of  the  veins  but  often  this 
result  was  merely  temporary  and  many  recurrences 
of  the  varicosities  were  reported.  Furthermore, 
these  solutions  caused  severe  pain  in  the  leg  mus- 
cles and  if  any  escaped  into  the  perivascular  tissue 
a  large  slough  would  result.  These  sloughs  produce 
ulcers  which  are  painful,  and  extremely  hard  to 
cure,  and  are  much  worse  than  the  original  disease. 

In  1921,  Genevrier  first  suggested  the  use  of 
quinine  hydrochloride  and  urethane,  as  causing 
little  discomfort  and  a  more  lasting  occlusion, 
though  a  slough  would  result  if  injected  into  the 
perivascular  tissues.  Ten  years  later,  in  1931, 
sodium  morrhuate  was  first  reported  as  having  been 
used  as  a  sclerosing  agent  for  varicose  veins,  since 
which  time  this  solution  has  been  used  more  fre- 
quently than  any  other.  It  is  somewhat  slower 
in  action  but  has  the  compensating  merit  of  not 
causing  necrosis  of  the  perivascular  tissue  should 
any  of  it  be  injected  outside  the  vein.  For  this 
reason  I  consider  it  the  safest  and  most  satisfactory 
of  the  sclerosing  agents. 

All  new  patients  should  be  thoroughly  examined 
in  order  to  rule  out  any  possible  systemic  disease 
and,  in  addition,  women  should  have  a  pelvic  ex- 
amination to  exclude  pregnancy  or  pelvic  tumors. 
Then  it  should  be  determined  whether  the  deep  veins 
are  open  and  are  sufficient  to  carry  the  necessary 
amount  of  blood.  This  may  best  be  learned  by 
the  simple  Trendelenberg  test  which  is  carried  out 
by  having  the  patient  stand,  thereby  allowing  the 
veins  of  the  legs  to  fill.  Firm  pressure  is  then 
placed  directly  over  the  saphenous  vein  and  the 
leg  elevated.  If  the  blood  drains  out  of  the  super- 
ficial veins,  the  deep  veins  are  open.    Another  easy 


*From  the  Varicose  Vein  Clinic  of  Medical  College  of  Virginia  and  St.  Elizabeth's  Hospital. 
•Presented  before  the  meeting  of  the  Mid-Tidewater  Medical  Association,  Saluda,  Virginia,  April  27th. 
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test  is  made  by  placing  an  elastic  stocking  about 
the  lower  part  of  the  leg  and  having  the  patient 
walk  for  ten  minutes.  If  this  activity  does  not 
produce  cramps  in  the  leg  muscles  while  the  super- 
ficial veins  are  being  occluded  by  the  stocking,  the 
deep  veins  are  open. 

The  ideal  method  of  treatment  is  to  ligate  and 
divide  the  great  saphenous  vein  in  the  upper  third 
of  the  thigh,  and  later  inject  the  veins  of  the  lower 
part  of  the  leg.  The  site  for  ligation  is  marked  on 
the  skin  while  the  patient  is  standing.  The  patient 
is  then  placed  on  the  operating  table,  the  marked 
area  infiltrated  with  1  per  cent,  procain,  a  small 
transverse  incision  made  in  the  skin,  and  the  vein 
dissected  up,  doubly  ligated  and  divided  between 
ligatures,  the  ends  of  the  vein  are  dropped  back 
into  the  wound  and  the  skin  sutured.  The  ex- 
tremity from  foot  to  groin  is  wrapped  with  some 
type  of  pressure  bandage  and  the  patient  allowed 
to  walk.  It  has  been  found  that  with  the  pressure 
bandages  and  the  movement  of  the  muscles  in 
walking  there  is  less  postoperative  pain.  Some  ad- 
vocate injection  of  a  sclerosing  agent  into  the  distal 
end  of  the  vein  at  the  site  of  the  ligation  with  a 
view  to  diminishing  the  chance  of  need  for  repeat- 
ing the  injections;  however,  I  have  found  that  this 
vein  will  thrombose  satisfactorily  down  to  its  next 
branch.  Ferguson  reported  178  cases  treated  in 
such  a  manner  without  a  death.  Only  two  of  these 
cases  required  confinement  to  bed,  one  because  of 
infection  and  the  other  because  of  postoperative 
pain. 

The  pressure  bandages  should  be  worn  through- 
out the  treatment  and  reapplied  every  day  or  two. 
Two  weeks  after  the  ligation  the  injections  may  be 
started,  the  first  just  above  the  ankle  (for  it  is 
seldom  necessary  to  inject  veins  below  this  region) 
and  repeated  every  three  to  five  days.  The  amounts 
injected  and  the  solutions  employed  differ  accord- 
ing to  the  reactions:  never  giving  more  than  2  ex. 
of  quinine  and  urethane,  or  4  c.c.  of  sodium  mor- 
rhuate,  and  it  is  always  advisable  to  give  a  small 
initial  dose,  as  some  patients  are  found  to  be  sen- 
sitive to  the  injected  substance.  The  injections 
may  be  given  while  the  patient  is  either  upright 
or  reclining.  I  prefer  the  former,  as  the  veni- 
puncture is  easier  and  more  certain  and  there  is 
less  danger  of  perivascular  infiltration.  With  the 
needle  inside  the  vein,  the  blood  is  gently  milked 
out  of  the  vein  with  the  thumb,  and  then  the  solu- 
tion is  injected.  In  this  way  the  injected  material 
is  delivered  into  the  vein  in  higher  concentration 
and  better  results  obtained.  On  removing  the  nee- 
dle, a  small  gauze  sponge  is  placed  over  the  in- 
jected area  and  held  firmly  in  place  with  two  strips 
of  adhesive.  This  dressing  is  left  on  for  four  days 
and  an  ACE  bandage  is  applied  from  foot  to  knee. 
As  stated  before,  this  pressure  bandage  should  be 


worn  throughout  the  treatment. 

In  the  larger  veins  where  there  is  little  danger 
of  perivascular  infiltration,  I  prefer  quinine  and 
urethane  as  this  is  a  more  powerful  sclerosing  agent 
and  fewer  injections  will  be  necessary.  I  believe  it 
is  best  not  to  attempt  any  type  of  injection  or 
operation  during  pregnancy  but  to  use  pressure 
bandages  during  this  time  and  injections  after  the 
patient's  delivery. 

On  the  day  following  injection  the  treated  vein 
becomes  hard  and  tender,  and  remains  so  from 
three  days  to  three  weeks.  At  the  time  of  the  next 
treatment  another  vein  is  selected  and  treated  in  a 
similar  manner.  This  procedure  is  repeated  until 
all  of  the  veins  have  been  occluded.  If  the  lower 
portions  of  the  legs  are  indurated  or  ulcerated  addi- 
tional supportive  bandages  should  be  used.  At  first 
I  used  small  strips  of  flamed  adhesive  but  recently 
an  elastoplast  bandage  has  proved  preferable.  With 
only  a  small  area  of  induration,  adhesive  strips, 
applied  diagonally  about  the  leg  with  enough  pres- 
sure, will  be  all  that  is  necessary  and  will  cause 
the  edema  to  subside.  When  the  induration  is 
rather  extensive  or  if  there  is  any  ulceration,  I 
have  found  the  elastoplast  bandage  almost  indis- 
pensable. It  is  an  elastic,  porous,  adhesive  bandage 
which  combines  "the  protective  and  supportive 
qualities  of  an  Unna  paste  boot,  the  elastic  qualities 
of  an  elastic  stocking,  the  porous  qualities  of  gauze 
dressing,  and  the  non-slipping  fixative  qualities  of 
adhesive."  With  the  use  of  this  bandage  alone 
Douglas  of  Vanderbilt  reported  92  per  cent,  cures 
of  varicose  ulcers  of  the  legs. 

In  the  past  three  years  I  have  treated  a  total  of 
250  cases  of  varicose  veins,  220  in  the  out-patient 
department  of  the  Medical  College  of  Virginia.  I 
have  tried  to  carry  out  the  procedure  just  described, 
but  this  has  not  always  been  possible  in  the  clinic 
cases.  In  the  30  private  cases  I  have  ligated  the 
saphenous  vein  whenever  the  varicosity  extended 
above  the  knee,  and  to  my  knowledge  there  has 
been  no  recurrence  in  any  such  case.  In  about 
one-third,  or  a  total  of  70  cases,  there  have  been 
ulcerations.  Only  three  of  these  failed  to  respond 
satisfactorily  to  this  treatment  and  had  to  be  ad- 
mitted to  the  hospital.  These  three,  with  two  oth- 
ers, were  the  only  ones  in  which  healing  was  not 
complete  after  four  months  of  treatment.  Three 
of  these  five  cases  were  complicated  with  syphilis. 

There  has  been  an  occasional  recurrence  of  vari- 
cosities and  ulcers  in  the  clinic  cases.  These  re- 
currences I  believe  to  be  due  to  the  fact  that  the 
saphenous  vein  was  not  ligated,  or  the  patients 
would  not  return  regularly  to  the  clinic  for  treat- 
ment. 

In  conclusion,  this  method  has  proved  valuable 
and  it  can  be  successfully  used  without  hospitaliza- 
tion and  at  very  little  expense  to  the  patient. 
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Mesenteric  Thrombosis  With  Recovery 
Paul  McBee,  M.D.,  Bakersville,  N.  C. 

A  white  man,  32  years  old,  was  admitted  to  the 
Marion  General  Hospital  in  the  middle  of  the 
night  August  12th,  1935.  He  was  accompanied  by 
his  physician,  Dr.  C.  A.  Peterson. 

The  patient  had  been  robustly  healthy  all  his 
life  until  about  10  o'clock  the  previous  morning  at 
which  time  he  felt  cramping  pains  in  his  epigas- 
trium, these  followed  in  an  hour  by  nausea  and 
vomiting.  He  then  sent  for  Dr.  Peterson  who  made 
a  diagnosis  of  a  food  disturbance  and  gave  some 
simple  medication,  but  no  cathartics,  and  instructed 
him  to  call  again  if  anything  further  developed. 
The  cramping  pains  continued  throughout  the  day 
and  when,  late  in  the  evening,  soreness  was  felt  in 
the  right  lower  quadrant  of  the  abdomen,  his  doctor 
was  called  again  and  observed  that  the  pains  came 
on  at  regular  intervals  somewhat  like  labor  pains. 
Listening  over  the  abdomen  with  his  stethoscope, 
Dr.  Peterson  discovered  that  the  patient  complain- 
ed of  pain  during  waves  of  peristalsis  and  was 
easy  or  nearly  so  when  the  bowel  was  quiet.  Im- 
mediate hospitalization  was  advised. 

The  patient,  a  young  man  well  developed  in 
every  respect,  was  quiet  in  bed.  All  organs  above 
the  diaphragm  appeared  normal.  The  abdomen 
was  a  little  distended  but  not  rigid.  There  was 
extreme  sorness  to  pressure  at  McBurney's  point, 
but  no  muscle  spasm.  Every  little  while  the  pa- 
tient would  complain  of  severe  cramping  pain.  Tem- 
perature, blood  count  and  urinalysis  showed  noth- 
ing abnormal.  The  patient  denied  ever  having  had 
syphilis. 

Since  Dr.  Peterson  and  I  were  unable  to  decide 
upon  the  cause  of  the  trouble,  we  called  my  asso- 
ciate, Dr.  Frank  Wood,  who  also  examined  the  pa- 
tient carefully.  Then  the  three  of  us  expressed  the 
hope  the  patient  had  acute  appendicitis,  but  the 
fear  that  he  might  have  acute  intestinal  obstruc- 
tion. We  then  explained  to  the  patient  that  we 
were  unable  to  determine  the  exact  nature  of  his 
trouble  from  the  outside,  but  that  all  three  believed 
an  operation  to  be  urgently  needed.  It  was  further 
explained  to  him  that  our  plan  was  to  make  a 
small  McBurney  incision  and  remove  the  appendix, 
but  if  the  appendix  failed  to  reveal  sufficient  dis- 
ease to  account  for  the  symptoms,  it  would  be 
necessary  to  close  the  first  incision  and  make 
one  adequate  for  exploration.  The  patient  agreed 
to  this  plan. 

An  immediate  operation  was  performed  under 
spinal  anesthesia  with  ISO  mgm.  novocaine.  A 
normal  appendix  was  delivered  and  removed.  It 
was  observed  that  the  peritoneal  cavity  contained 


blood-stained  fluid  and  that  several  loops  of  small 
bowel  were  distended.  The  McBurney  incision 
was  closed  and  an  adequate  right  mid-rectus  in- 
cision made.  Exploration  revealed  gangrene  of  the 
ileum  beginning  approximately  12  inches  above  the 
ileocecal  valve  and  extending  proximally  for  three 
feet.  The  mesenteric  vessels  supplying  this  seg- 
ment of  gut  were  filled  with  blood  clots.  A  40- 
inch  section  of  the  ileum,  with  its  involved  mesen- 
tery, was  removed  en  masse.  Continuity  of  the 
intestine  was  restored  by  lateral  anastomosis  be- 
cause the  mesentery  at  this  location  contained  too 
much  fat  for  an  end-to-end  union  to  be  safe.  The 
omentum  was  stitched  carefully  around  the  anas- 
tomosis with  interrupted  sutures,  covering  the 
actual  joint  and  the  inverted  ends  of  bowel.  The 
right-rectus  incision  was  closed  with  through-and- 
through  sutures  of  silkworm  gut. 

Due  to  a  misunderstanding  the  specimen  was 
lost  and  no  microscopic  examination  was  made.  The 
diagnosis,  however,  was  evident  from  the  gross  ex- 
amination. 

After-treatment  consisted  of  5%  dextrose  in  nor- 
mal saline  continuously  through  a  canula  in  the 
vein,  continuous  siphon  drainage  of  the  stomach* 
a  quarter-grain  of  morphine  every  4  hours  and  sips 
of  water. 

A  mild  infection  developed  in  the  right-rectus 
incision  but  it  responded  readily  to  hot,  moist 
boric-acid  dressings.  Recovery  otherwise  was  un- 
eventful. The  patient  was  discharged  from  the 
hospital  on  the  14th  day.  After  two  months  he 
resumed  his  previous  occupation,  driving  a  heavy 
truck,  and  he  is  in  good  health  at  the  present  time. 

Mesenteric  thrombosis  is  not  a  rare  disease  but 
recovery  from  it  is  unusual.  The  diagnosis  is  sel- 
dom made  prior  to  operation. 


The  Use  and  Abuse  of  Intravenous  Therapy  in  Surgery 

<T.  G.  Orr,  Kansas  City,  Kan.,  in  Jl.   Mo.  State   Med. 
Assn.,  July) 

The  sick  surgical  patient  should  be  given  food  and  water 
by  mouth  as  soon  as  it  can  be  tolerated. 

Intravenous  infusions  should  be  given  slowly,  preferably 
by  the  drip  method  except  in  those  patients  needing  a 
rapid  increase  in  blood  volume. 

Hypertonic  solutions  are  more  dangerous  than  isotonic 
solutions  and  should  not  be  used  routinely. 

It  should  be  recognized  that  too  much  sodium  chloride 
may  be  given,  even  in  physiologic  solution,  and  general 
edema  be  produced  in  those  patients  having  reduced  serum 
protein  as  a  result  of  starvation. 

Continuous  phleboclysis  is  not  to  be  recommended  since 
the  method  predisposes  to  thrombosis,  phlebitis  and  em- 
bolism. Sufficient  liquid  can  be  given  more  safely  by  the 
interrupted  injection  technic. 

The  site  of  intravenous  injection  should  be  frequently 
changed  to  prevent  vein  damage  and  thrombosis. 


Fifty  years  ago,  so  I  am  told,  most  patients  were  starved 
and  thirsty.  Now,  thev  are  dextrosed  and  drowned. — Gor- 
rell. 
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Treatment  of  Undue  Frequency  of  Urination 

In  this  journal's  issue  for  June  we  discussed  the 
causes  and  diagnosis  of  undue  frequency  of  urina- 
tion; now  we  will  give  the  practical  management. 

Polyuria,  diabetes  mellitus  or  insipidus,  nephritis 
or  neuroses  call  for  treatment  of  the  systemic  con- 
dition. Disease  or  injury  to  the  spinal  cord  and 
local  irritation  from  renal  tuberculosis  or  stone  re- 
quire appropriate  measures. 

Local  causes  are  responsible  for  most  cases  and 
they  should  be  treated  from  this  standpoint.  The 
predisposing  cause  should  have  first  consideration. 
Cystitis  cannot  be  cured  while  an  upper-urinary 
infection  persists.  All  persistent  cases  of  frequent 
urination  due  to  local  infection  are  secondary. 

It  is  necessary  to  know  the  type  of  bacteria  with 
which  we  have  to  deal,  certainly  whether  bacilli, 
cocci  or  spirochetes,  and  whether  of  the  kind  asso- 
ciated with  an  alkaline  or  an  acid  urine,  since  some 
antiseptics  require  an  acid  and  others  an  alkaline 
medium.  Urotropin  should  be  used  when  the  urine 
is  acid  and  acriflavin  when  it  is  alkaline.  Favor- 
able action  is  greatly  augmented  by  free  intake  of 
water,  but  it  should  be  limited  to  get  best  antiseptic 
action  from  the  use  of  hexylresorcinol.  No  anti- 
septic is  of  special  value  except  in  cases  of  second- 
ary infection  and  as  a  preparation  for  instrumental 
examination  to  prevent  infection.  Most  of  the  cases 
of  pyuria  which  are  apparently  cured  by  their  use 
would  probably  have  cleared  up  without  them.  No 
antiseptic  is  of  value  at  the  kidney  level  except  in 
cases  of  hydronephrosis.  Here  again  knowledge  of 
the  type  of  bacteria  and  reaction  of  the  urine  is 
necessary  in  selecting  our  antiseptic. 

The  only  treatment  necessary  in  many  a  simple 
pyogenic  infection  of  the  bladder  is  rest  in  bed 
and  the  drinking  of  much  water.  The  following 
prescription  is  very  beneficial,  especially  in  the 
acrte  stage  accompanied  with  tenesmus: 

Rx.     Flext,   Cornsilk  oz.   iv 

Tinct.   Hyosc. 

Pot.  Bicarb.  aa,  oz.  ss 

Flext.  Buchu  qs   ad  oz.  viii 

M.  Sig:     Tablespoonful  in  water  every  three  hours  dur- 
ing the  day. 

This  will  not  interfere  with  the  action  of  antisep- 
tics and  will  probably  do  more  good.  Give  no  blad- 
der irrigations  in  the  acute  stage,  but  instillations 
of  a  solution  of  novocaine  are  admissible  when  the 
pain  is  severe  until  the  curative  measures  have  time 
to  produce  their  effect. 

In  the  chronic  cases,  bladder  irrigation  with  a 


weak  solution  of  permanganate  of  potassium  or 
boric  acid  once  daily  by  hydraulic  pressure  is  good 
treatment. 

Frequent  urination  secondary  to  obstruction  or 
infection  in  the  upper  urinary  tract  is  a  quite  dif- 
ferent problem.  Infection  follows  obstruction  soon- 
er or  later;  therefore  relief  of  the  obstruction  is  of 
prime  importance.  This  done  the  infection  will,  in 
most  cases,  soon  disappear  spontaneously.  If  the 
obstruction  is  due  to  pregnancy,  urinary  antiseptics 
best  calculated  to  take  care  of  the  offending  micro- 
organism should  be  given.  Should  the  patient  be- 
come septic,  the  knee-chest  position  should  be  as- 
sumed 20  to  30  minutes  three  or  four  times  daily, 
to  remove  the  obstruction  and  facilitate  kidney 
drainage.  Should  this  fail,  ureteral  catheterization 
and  pelvic  lavage  are  indicated.  This  usually  gives 
immediate  relief  and  by  its  repetition  we  are  often 
enabled  to  carry  such  a  patient  to  term  and  save 
both  mother  and  child.  Occasionally  it  becomes 
necessary  to  bring  on  premature  labor.  Undue  fre- 
quency of  urination  in  pregnancy  is  a  danger  signal, 
especially  if  there  be  pus  in  the  urine. 

Nephroptosis,  a  frequent  cause  of  undue  fre- 
quency, in  many  cases  calls  for  kidney  fixation  in 
the  absence  of  visceroptosis.  In  other  cases  relief 
is  afforded  by  bed-rest  and  forced  feeding  for  six 
to  eight  weeks,  then  a  properly-fitted  pad  support- 
ing the  kidney  when  the  patient  is  in  the  upright 
position.  Usually  there  is  more  or  less  accompany- 
ing hydronephrosis.  Proper  urinary  antiseptics 
help  in  such  cases  but  it  is  essential  to  correct  the 
nephroptosis  to  perfect  a  cure  and  give  permanent 
relief. 

Ureteral  stricture  due  to  non-specific  bacteria  is 
seldom  seen;  but  kinks  in  the  ureter  and  ureteral 
dilatations  are  quite  common  as  results  of  chronic 
kidney  infection  with  various  organisms.  Chronic 
invalidism  is  the  usual  result.  Chronic  frequency 
of  urination,  like  hematuria,  is  an  evil  omen  and 
calls  for  careful  investigation  to  ascertain  its  cause 
and  institute  remedial  measures  before  permanent 
damage  is  done,  certainly  when  the  usual  remedies 
fail  to  permanently  relieve  the  symptoms. 

Tumor  and  stone  in  the  kidney  produce  undue 
frequency  within  themselves  and,  besides,  predis- 
pose to  infection  with  increase  of  frequency.  This 
combination  often  taxes  the  skill  of  the  physician 
and  especially  if  small  kidney  stone  is  accompanied 
with  infection.  Ordinarily  tumor,  benign  or  ma- 
lignant, calls  for  surgery,  x-ray  or  both.  The  silent 
stone,  large  or  small,  without  kidney  infection 
should  be  let  alone  unless  it  interferes  with  kidney 
function.  As  a  rule,  when  infection  occurs,  with  a 
large  stone  the  stone  should  be  removed.  It  is 
questionable  whether  an  effort  should  be  made  to 
remove  a  small  stone  in  the  presence  of  infection, 
especially  if  it  be  fixed  in  one  of  the  calyces.    The 
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trauma  produced  and  extension  of  the  infection 
frequently  do  more  harm  than  the  presence  of  the 
stone,  and  especially  is  the  operation  questionable 
because  of  the  frequent  recurrence  of  stone  follow- 
ing the  operation.  Proper  urinary  antiseptics 
should  be  given  before  nephrolithotomy;  however, 
they  are  of  questionable  value  in  the  absence  of 
hydronephrosis,  yet  as  a  preventive  measure  it  is 
wise  to  use  the  one  most  active  in  the  presence  of 
the  prevailing  bacteria. 

Tumor  of  the  kidney  calls  for  surgery  and  fre- 
quently x-ray  in  addition.  Urinary  frequency  as  a 
rule  is  not  marked  until  infection  occurs,  but  the 
sooner  a  cancerous  kidney  is  removed  the  better. 
Papillary  growths  may  be  controlled  or  possibly 
cured  by  deep  x-ray  therapy  but,  because  of  their 
tendency  to  become  malignant,  surgery  for  the  re- 
moval of  the  growth  or  the  kidney  is  advisable. 
Deep  x-ray  therapy  should  be  given  before  opera- 
tion as  a  precautionary  measure  against  transplan- 
tation of  the  growth  during  operation. 

Ureteral  stone,  acutely  or  chronically  impacted, 
always  produces  undue  frequency  of  urination.  In 
the  acute  cases  there  is  also  sharp  pain  in  the  back 
and  side,  especially  when  the  tube  is  entirely  oc- 
cluded. This  calls  for  opiates  to  produce  complete 
relaxation.  Frequently  the  pain  is  so  great  as  to 
require  an  anesthetic.  Complete  relaxation  enables 
the  stone  to  pass  into  the  bladder  in  about  10  per 
cent,  of  the  acute  cases.  This  should  have  a  thor- 
ough trial  before  resort  is  had  to  instrumentation. 
Until  about  1915  probably  90  per  cent,  of  the  cases 
of  ureteral  stone  were  subjected  to  ureterolithotomy. 
Today  only  about  10  per  cent,  of  them  are  operated 
on,  the  others  passing  or  being  removed  by  cysto- 
scopic  manipulation.  Kidney  function  is  helped 
and  infection  is  controlled  by  means  of  the  ureteral 
catheter  while  the  ureter  is  being  dilated  so  the 
stone  may  pass  into  the  bladder.  The  chronic  cases 
are  those  in  which  the  stone  does  not  completely 
occlude  the  ureter  and  the  urine  drains  around  it 
into  the  bladder.  The  irritation,  however,  is  suffi- 
cient to  keep  up  the  frequency  and  pain,  especially 
when  secondary  infection  occurs.  Antiseptics  should 
be  used  in  all  these  cases  treated  by  cystoscopic 
manipulation. 

Bladder  infection  secondary  to  tuberculosis  of 
the  kidney  presents  a  problem  very  different  from 
those  presented  by  ordinary  pyogenic  infections. 
It  causes  great  pain  and  frequency  when  the  ero- 
sion is  extensive.  Its  successful  treatment  depends 
upon  whether  the  primary  infection  is  renal,  pul- 
monary, osseous  or  glandular.  If  renal,  a  unilateral 
nephrectomy  is  indicated.  This  done,  the  bladder 
infection  soon  clears  up  with  but  little  local  treat- 
ment. Irrigations  with  a  weak  solution  of  phenol 
or  instillation  of  iodoform  oil  often  controls  pain 
and  facilitates  healing  of  the  bladder  ulcers.  Should 


both  kidneys  be  found  involved  and  especially  if 
extensive  the  treatment  is  definitely  hygienic,  pallia- 
tive and  nutritional.  Inasmuch  as  tuberculosis  of 
the  kidney  is  hematogenous,  great  precautions 
should  be  taken  to  know  that  the  disease  is  limited 
to  one  kidney  before  operation.  Removal  of  one 
kidney  is  permissible  when  the  infection  is  bilateral, 
but  only  when  one  is  destroyed,  functionless  or 
practically  so  and  the  other  has  practically  normal 
function. 

For  a  discussion  of  the  management  of  kidney  tuberculo- 
sis the  reader  is  referred  to  the  March  issue. 

The  treatment  of  undue  frequency  produced  by  pathol- 
ogical conditions  of  the  bladder  and  urogenital  system  will 
be  taken  up  in  the  next  issue. 


Water 
(Hugh   Cabot  in  Surg.,   Gyneo.  &  Obst.,  Nov.,  1936) 

Water  loss  by  skin  and  lung  normally  amounts  to  1000 
to  1500  c.c. ;  that  by  vomiting,  diarrhea  and  excessive 
sweating  may  be  much  greater.  The  average  water  loss  in 
any  considerable  operation  is  about  1000  c.c.  Unless  one 
is  faced  by  the  actual  evidence,  it  is  common  to  assume 
that  very  little  blood  is  spilled,  when  as  a  matter  of  fact, 
1000  or  even  1500  c.c.  may  have  gone  to  the  wash.  Roughly 
and  generally  speaking,  the  daily  normal  water  loss  is  800 
to  3000  c.c.  of  urine,  200  c.c.  in  stool,  and  1000  to  1500 
c.c.  of  insensible  loss.  To  this  must  be  added  the  abnormal 
items  above  enumerated.  The  average  patient  should  re- 
ceive at  least  2500  c.c.  of  water  during  the  24  hours  follow- 
ing operation.  Subsequent  to  that  time  he  should  receive 
iu  the  neighborhood  of  2000  c.c.  assuming  that  there  is  no 
abnormal  water  loss. 

We  have  overlooked  the  fact  familiar  to  all  physiologists 
that  water  administered  by  mouth  is  a  powerful  diuretic, 
whereas  water  administered  subcutaneously  or  intraven- 
ously is  not. 

Experts  have  shown  us  that  the  administration  of  water 
by  rectum  is  an  unsatisfactory  method  of  supplying  fluids; 
that  water  in  almost  unbelievable  quantities,  if  given  in 
isotonic  solution,  may  be  introduced  into  the  body  by  the 
subcutaneous  route,  quite  without  discomfort  to  the  patient. 
However,  the  teachings  of  Woodyatt  that  the  use  of 
multiple  small-caliber  needles  would  successfully  introduce 
large  quantities  of  salt  solution  or  5%  glucose  without  dis- 
comfort to  the  patient  have  been  largely  overlooked.  The 
surgeon  still  shies  at  subcutaneous  administration  because 
he  associates  it  with  puncture  by  large  needles,  distention 
of  the  tissues,  and  pain.  The  intravenous  method  using 
proper  solutions  is  extremely  effective  and  relatively  harm- 
less. Intravenous  solutions  introduced  at  a  proper  rate  will 
not  overburden  even  the  damaged  heart. 

Such  not  uncommon  happenings  as  the  production  of 
edema  by  the  routine  daily  administration  of  1000  to  2000 
c.c.  of  salt  solution  or  the  comfortable  conviction  that  a 
patient  is  in  water  balance  because  we  are  supplying  him 
2000  c.c.  of  water,  whether  subcutaneously  or  intravenously, 
while  he  is  losing  1500  to  2000  c.c.  by  vomiting,  1500  c.c. 
by  sweating,  and  hopefully,  500  c.c.  in  the  urine,  ought  not 
to  occur.  I  plead  in  short  that  in  this  dilemma  the  surgeon 
shall  clearly  demonstrate  in  his  planning  that  "there  is  some 
intellectual  process  involved." 


The  radical  cure  of  anal  fistula  can  be  accomplished 
with  surprising  ease  under  local  anesthesia.  My  own  pref- 
erence is  for  excision  of  the  fistula  with  immediate  closure 
of  the  wound. — Hertzler. 
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Pelvic  Examinations 

An  examination  of  the  pelvis,  especially  of  a 
multipara,  should  be  conducted  systematically  and 
carefully.  The  patient  should  be  in  a  comfortable 
position  and  every  possible  aid  in  the  examination, 
including  special  lights,  should  be  at  hand. 

Every  possible  source  of  trouble  should  be  care- 
fully investigated.  The  following  order  is  sug- 
gested. 

1.  Examine  for  skin  lesions  about  the  external 
genitals. 

2.  Determine  if  there  is  leakage  of  urine. 

3.  Vaginal  discharges. 

4.  Carefully  palpate  Bartholin's  glands. 

5.  Express   discharge    from    Skene's   ducts   and 
examine  this  discharge  as  indicated. 

6.  Examine  carefully  for  perineal  tears,  cysto- 
cele  and  rectocele. 

7.  Cervix  and  cervical  discharges. 

8.  Peri-anal  skin  conditions. 

9.  Hemorrhoids. 

10.  Fistula-in-ano. 

11.  Fissure-in-ano. 

12.  Rectal  growths. 

The  examination  of  the  cervix  should  always  be 
conducted  with  the  greatest  care.  The  nature  of 
the  tear,  if  any  is  present,  the  type  of  inflammation 
or  erosion,  the  presence  of  enlarged  cervical  glands 
and,  above  all,  any  possible  indication  of  cancer 
should  be  carefully  noted.  These  examinations 
should  always  be  made  with  a  good  speculum  and  a 
light  which  will  give  a  plain  view  of  the  parts. 

A  smear  from  the  cervix  is  always  helpful.  The 
presence  or  absence  of  specific  organisms,  especially 
the  trichomonas  or  gonococcus,  should  be  deter- 
mined. 

The  vesical  sphincter  muscle  is  often  relaxed  and 
many  patients  will  refrain  from  telling  the  doctor 
about  the  leakage  of  urine  unless  they  are  ques- 
tioned very  closely.  Where  there  is  leakage  of 
urine  on  straining,  lifting  or  laughing  and,  as  oc- 
curs in  many  cases,  when  the  patient  is  walking 
about,  it  is  usually  due  to  relaxation  of  the  vesical 
sphincter  muscle  associated  with  the  cystocele.  This 
condition  is  one  that  should  be  attended  to  at  the 
time  the  cystocele  is  repaired  and  for  this  reason  a 
definite  diagnosis  is  necessary. 

A  tear  of  the  perineum,  associated  with  cysto- 
cele, should  always  be  carefully  investigated  as  to 
inconvenience  it  produces  and  appropriate  treat- 
ment given. 

Bartholin's   glands   and    Skene's   glands   require 


careful  examination.  Chronic  gonococcus  infection 
is  frequently  perpetuated  in  either  or  both  of  these 
glands  and  is  the  source  of  repeated  reinfections. 

Examination  of  the  rectum  for  hemorrhoids 
should  always  be  made  with  a  good  speculum,  well 
lighted.  At  the  same  time  a  careful  palpation  will 
reveal  any  perianal  infiltrations  or  abscesses. 

Perianal  skin  conditions  are  often  very  trouble- 
some and  should  be  noted  in  order  that  treatment 
may  be  instituted  at  the  proper  time.  Persistent 
perianal  skin  conditions,  untreated,  may  cause  much 
pain  and  greatly  retard  recovery  from  pelvic  oper- 
ations. 

A  careful  search  should  always  be  made  for 
fistula-  and  fissure-in-ano.  Sometimes  when  a  fis- 
tula is  beginning  to  form  and  before  it  has  opened 
outside,  a  small,  indurated  mass  will  be  felt  at  some 
point  about  the  rectum.  The  patient  may  not  even 
suspect  the  presence  of  this  other  than  that  there  is 
pain,  and  this  may  be  attributed  to  hemorrhoids. 
A  fissure-in-ano  is  usually  extremely  painful,  yet  it 
is  often  overlooked.  Many  patients  will  suffer  for 
days  or  weeks  with  a  fisssure  thinking  it  due  to 
hemorrhoids  and  will  not  consult  a  doctor  at  all 
until  the  suffering  becomes  unbearable. 

Skin  lesions  about  the  perianal  region  and  vulva 
— growths  of  various  kinds,  inflammations,  ulcers 
and  any  abnormality — should  be  studied  and  an 
accurate  diagnosis  made.  Whenever  necessary,  a 
biopsy  should  be  done. 

The  examination  of  the  cervix  for  carcinoma 
should  always  be  done  with  extreme  care.  Painting 
the  cervix  with  Lugol's  solution  will  be  found  a 
great  aid  in  differentiating  between  simple  erosions 
and  carcinoma. 

Along  the  vaginal  canal  there  are  often  small 
growths  of  various  kinds — sometimes  malignant. 
These  may  be  easily  overlooked  if  the  examination 
is  not  conducted  with  extreme  care. 

Frequently  folds  of  membrane  will  be  found  ad- 
herent to  the  clitoris,  causing  retention  of  secre- 
tions, and  the  irritating  effects  may  exert  a  pro- 
found influence  upon  the  nervous  system. 

Bimanual  palpation  should  be  included — in  sin- 
gle girls,  rectal  examination — under  anesthesia  if 
necessary.  The  size,  shape  and  position  of  the 
uterus  should  always  be  carefully  studied  and  the 
presence  or  absence  of  tenderness  noted.  Examina- 
tion of  the  tubes  and  ovaries  also  is  very  important. 
A  careful  study  should  be  made  for  tumors  or 
growths  of  various  kinds. 

Sometimes  a  uterus  in  good  position  otherwise 
but  lying  much  lower  than  it  should  may  be  the 
source  of  trouble.  Where  there  is  a  possibility  of 
an  ectopic  pregnancy,  pelvic  examination  should  be 
made  with  special  care,  as  the  pregnancy  is  possi- 
bly on  the  verge  of  rupture. 

The  bladder  should  be  emptied,  if  it  is  filled, 
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before  a  pelvic  examination  is  made;  otherwise,  the 
examination  will  not  be  satisfactory  and  the  find- 
ings difficult  to  interpret. 

Frequently  a  painful  coccyx  will  cause  much 
distress.  I  recall  one  patient  who  suffered  for  more 
than  ten  years  with  pain  on  defecation,  which 
finally  became  so  great  that  she  was  almost  re- 
duced to  invalidism.  The  simple  removal  of  the 
painful  coccyx  relieved  the  trouble  and  enabled  her 
to  make  a  rapid  recovery. 

Unfortunately,  many  women  will  suffer  great 
pain  and  often  real  agony  before  consulting  a  doc- 
tor and  even  then  they  are  reluctant  to  tell  him 
all  of  their  symptoms.  Sometimes  repeated  exam- 
inations are  necessary  in  order  to  make  an  accurate 
diagnosis.  No  patient  in  need  of  a  pelvic  exam- 
ination should  be  examined  hurriedly.  The  patient 
should  always  be  told  just  what  treatment  is  ad- 
visable and  this  should  be  explained  in  detail  so 
that  there  can  be  no  misunderstanding.  If  the 
patient  is  encouraged  to  ask  questions  about  her 
various  troubles  the  chance  of  misunderstanding 
will  be  further  reduced. 


comes  into  more  general  use  no  longer  will  your  office  be 
tilled  with  women  in  midlife  who  consider  it  a  matter  of 
course  to  have  incontinence  if  they  cough  or  take  a  long 
step. 


Recent  Trends  in  Obstetrics 
(G.  H.  Phelps,  Cheyenne,  in  Col.  Med.,  July) 

Even  in  the  small  cities  of  this  State  you  find  several 
men  who  will  do  no  obstetrics  except  in  hospitals.  With 
the  questionable  variation  in  the  mortality  rate  between 
hospital  and  home  deliveries,  is  this  policy  followed  for 
scientific  reasons  or  more  for  convenience? 

Almost  everyone  takes  obstetrical  cases,  but  how  many 
consider  it  as  a  major  problem,  full  of  potential  danger  to 
the  mother  and  baby?  How  many  consider  it  with  the 
same  attention  given  to  surgical  cases,  or  compare  the 
mortality  incident  to  childbirth  with  surgical  deaths?  It 
is  reasonable  to  think  this  indifference  is  the  main  cause  for 
our  maternal  mortality  rates  having  changed  so  little  since 
the  days  of  midwifery. 

The  rate  for  the  United  States  is  approximately  7  per 
1,000.  DeLee  says,  "Without  question  the  mortality  of 
childbirth  could  be  reduced  to  1  per  1,000  if  the  public  were 
properly  instructed  regarding  the  needful  precautions,  and 
if  the  physicians  were  all  capable  of  meeting  obstetric  emer- 
gencies, and,  most  important,  practiced  an  aseptic  technic. 

The  most  important  of  the  recent  trends  is  the  result  of 
the  age-old  problem  of  satisfying  the  American  woman  by 
lessening  the  pain  and  shortening  the  duration  of  labor. 

The  American  woman  reads  in  her  magazines  material  to 
convince  her  that  childbirth  can  be  made  easier  with  little 
danger  to  herself — and  she  demands  this. 

The  better  trained  in  obstetrics  a  physician  is,  the  fewer 
major  operative  procedures  he  finds  it  necessary  to  perform. 

In  recent  years  the  use  of  pituitrin  and  high  forceps,  par- 
ticularly, has  been  largely  abandoned.  Anyone  who  has 
seen  an  expert  perform  a  few  high-forceps  operations  and 
viewed  the  results  to  both  mother  and  child  will  be  slow  in 
using  this  as  an  operation  of  choice. 

The  tendency  is  to  pay  more  attention  to  prenatal  and 
postnatal  care — more  frequent  examination  of  urine  and 
blood  pressure;  increased  use  of  the  pelvimeter.  Episiotomy 
and  perineal  forceps  are  being  used  with  greater  frequency 
and  it  seems  logical  that  these  operations,  properly  done, 
could  only  lower  the  accidents  of  the  second  stage.  All  will 
agree  that  it  is  a  protection  to  the  mother,  and   when   it 


The  Use  of  the  Pavaex  in  Diabetes 
(C.   M.   Edelen,  Louisville,  in  Ky.   Med.  Jl.,  July) 

Pavaex  is  a  contracture  of  three  words,  passive  vascular 
fiercise. 

These  patients  should  be  told  that  properly  fitting  shoes, 
adequate  fluid  intake  and  removal  of  all  foci  of  infection 
are  necessary.  The  extremes  of  heat  and  cold  should  be 
avoided.  Tobacco,  constricting  garters  and  sitting  for  any 
length  of  time  with  the  legs  crossed  are  banned. 

Elevation  of  an  extremity  is  undoubtedly  responsible  for 
many  amputations.  The  optimum  level  of  circulation  is 
usually  a  few  inches  below  the  heart  level  and  at  that  level 
the  patients  will  be  most  comfortable.  Harm  is  done  by 
hot  water  bottles,  hot  packs,  electric  pads  or  cradles  with 
electric  lights.  Accompanying  the  impaired  circulation  there 
is  rn  impaired  sensory  mechanism  and  before  one  realizes 
irreparable  harm  has  been  done  to  a  toe  or  foot.  Heat 
also  increases  the  metabolism  of  tissues  in  an  extremity  in 
which  the  circulation  is  already  deficient  and  this  leads  to 
harmful  results.  It  is  in  this  instance  that  the  use  of  Pavaex 
is  valuable,  for  with  increase  in  cellular  metabolism  caused 
by  heat  Pavaex  therapy  will  bring  about  the  needed  in- 
crease in  blood  supply. 

The  best  results  from  passive  vascular  exercises  are  ob- 
tained in  those  patients  with  involvement  of  major  arterial 
pathways,  the  least  benefit  in  those  individuals  with  ex- 
tensive sclerosis  of  the  arterioles  of  the  feet  and  toes.  In 
diabetics  the  so-called  arteriolar  bed  is  fairly  good  and 
Pavaex  therapy  is  valuable  in  restoring  a  circulatory  bal- 
ance. 


Treatment  of  Ivy  Potsoning  and  Similar  "Burns" 
(Ralph  Gorrell,  Clarion,  Iowa,  in  Clin.  Med.  &  Surg.,  July) 

First,  carefully  wash  off  the  entire  area  with  lukewarm 
or  cool  soap-and-water  solution,  using  a  soft  cloth  or  cot- 
ton. Wash  away  from  the  body,  so  that  new  areas  will  not 
be  exposed. 

Second,  cleanse  the  area  thoroughly  with  alcohol  (ordi- 
nary rubbing  alcohol  will  do),  using  the  above  technic. 

Third,  dry  carefully  by  patting  with  cotton. 

Fourth,  apply  a  thin  layer  of  crystal  violet  jelly  and 
permit  it  to  dry,  or  hasten  drying  with  gentle  heat  from  a 
lamp.  This  will  dry  into  a  thin,  flexible  coating  and  give 
marked  relief — assuming,  of  course,  that  all  the  poison  has 
been  removed. 

The  last  medication  may  also  be  butesin  picrate,  nuper- 
caine  ointment,  or  any  similar  analgesic  ointment  or  lotion. 
Crystal  violet  jelly,  although  more  expensive,  gives  more 
protection  and  obviates  the  need  of  a  dressing. 

For  first-  and  second-degree  burns,  the  surface  may  be 
cleansed  with  ether,  which  is  cooling  and  very  agreeable  to 
the  patient.  The  jelly  should  be  reapplied  twice  daily  until 
the  firm,  flexible  coagulum  completely  protects  the  burned 
area. 


Warts 
(J.   G.    Hutton,   Denver,   in   Col.    Med.,  July) 

A  recently  introduced  treatment  of  warts  consists  of  the 
injection  of  a  small  amount  of  a  solution  of  some  sclerosing 
agent  into  the  base  of  the  wart;  a  fine-gauge  needle  and 
there  is  little  pain.     After  10  days  the  wart  comes  off. 

Among  the  solutions  used  are  quinine  and  urethane  solu- 
tion and  solution  of  equal  parts  of  50%  dextrose  and  30% 
sodium  chloride. 

An  easy  and  safe  method  of  treatment  in  warts  which 
hive  proved  resistant  to  other  methods  or  when  other  meth- 
ods are  not  available. 
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DENTISTRY 

W.  M.  Robey,  D.D.S.,  Editor,  Charlotte,  N.  C. 


MlCROLOGY  OF   GINGIVAL   INFLAMMATIONS 

To  the  Journal  of  Dental  Research  for  April, 
Beust  of  Louisville  makes  a  valuable  contribution. 
Following  is  an  abstract: 

Regardless  of  the  character  of  the  irritation,  the 
conditions  found  in  inflamed  gingival  pockets  have 
much  in  common.  Considerable  masses  of  micro- 
bial deposits  are  almost  invariably  present  and, 
excluding  the  existence  of  mechanical  trauma,  when 
the  organisms  are  removed  and  prevented  from  re- 
turning the  symptoms  disappear.  Little  is  known 
about  these  microbes  and  few  practitioners  are 
aware  of  the  incredible  number  that  inhabit  the 
gingival  pocket.  If  dentists  could  be  sufficiently 
impressed  with  the  importance  of  these  organisms, 
the  loss  of  teeth  through  periodontal  disease  could 
be  largely  prevented  or  postponed. 

Before  considering  the  pathogenicity  of  these 
organisms,  mention  should  be  made  of  the  fusiform 
bacilli.  These  are  almost  universally  associated 
with  the  mouth  spirilli  in  chronically  inflamed  gin- 
gival crevices.  The  spirillum,  the  spirochete  and  the 
fusiform  bacilli  form  an  almost  inseparable  trinity. 
In  numerical  occurrence  these  organisms  vary  with 
the  smear  and  with  the  case;  here  one,  there  the 
other,  predominating. 

It  has  been  common  practice  to  approach  the 
problems  created  by  these  organisms  by  the  cul- 
tural method.  In  the  case  of  the  organisms  now 
being  considered,  this  method  has  not  yet  been  at- 
tended with  success.  W.  D.  Miller,  who  had  the 
advantage  of  an  association  with  Robert  Koch 
worked  industriously  at  their  cultivation  in  the 
early  '80s.  Inoculations  of  such  material  under 
the  most  variable  conditions  (1905-1908)  have  been 
made  by  the  author  without  success.  In  lesions 
that  are  in  open  communication  with  the  oral  cav- 
ity, such  as  gingival  pockets,  the  non-cultivatable 
organisms  so  completely  overshadow  the  cocci  that 
in  smears  the  latter  are  found  with  difficulty,  if  at 
all.  It  is  obvious  that  in  the  use  of  the  cultural 
method,  organisms  of  evident  pathogenicity,  such  as 
spirilli,  spirochetes  and  fusiform  organisms  have 
been  disregarded  in  making  the  diagnosis;  and  morf 
easily  grown  organisms  have  been  accepted  as  the 
active  agents.  Cocci  obtained  by  culture  under 
these  conditions  have  been  manufactured  into  vac- 
cines to  be  used  in  the  treatment  of  periodontal 
disorders,  a  procedure  based  on  mistaken  premises. 

Realizing  our  inability  to  obtain  cultures  from 
the  organisms  most  commonly  found,  direct  exam- 
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inations  by  means  of  smears  were  undertaken  in 
20  untreated,  long-standing  gingivitis  cases.  Only 
1  spread  of  subgingival  deposit  was  made  from 
each  patient.  Of  the  20,  12  featured  the  spirillum, 
6  the  spirochetes  and  2  the  fusiform  bacillus. 
Spirochetes  were  present  in  all  cases,  generally  in 
great  numbers,  and  fusiform  bacilli  were  well  rep- 
resented in  1 1  slides.  The  fact  that  Spirillum  sputi- 
genum  abounds  in  such  large  number  of  cases  and 
is  found,  apparently  in  almost  pure  culture,  in  pul- 
pal  and  alveolar  abscesses,  attests  to  its  pathogeni- 
city. 

\V.  D.  Miller  believed  that  the  spirillum  is  form- 
ed by  a  segmentation  of  the  spirochete;  Tunicliffe, 
that  the  spirochete  is  formed  from  the  fusiform 
bacillus. 

s.  m.  &  b. 

THERAPEUTICS 

J.  F.  Nash,  M.D.,  Editor,  Saint  Pauls,  N.  C. 


Treatment  of  General  Paresis  by  the 
General  Practitioner 

Acquired  inhibitions  of  modesty,  real  or  mock, 
and  Church  and  State  laws  have  heretofore  kept  the 
door  of  secrecy  securely  bolted  against  public  dis- 
cussion of  the  venereal-disease  problem.  Now  that 
Federal  and  State  governments  are  taking  the 
initiative  in  informing  the  public  of  the  dangers  of 
syphilis,  it  is  comforting  and  encouraging  to  find 
that  some  experts  in  this  field  of  practice  say  that 
the  family  physician  should  do  more  than  treat  the 
minor  ailments,  that  he  should  discover  paresis  early 
and  treat  it  himself.  Information  as  to  diagnosis 
and  treatment  of  syphilis  is  contained  in  an  article1 
by  Dr.  M.  E.  Hyde,  of  Osawatomie  State  Hospital, 
Kansas.  We  are  indebted  to  Dr.  Hyde  for  the  paper 
abstracted  below. 

The  author  declares  his  purpose  to  consider  the 
treatment  of  paresis,  and  to  present  some  of  the 
better  plans  of  treatment  which  are  practical  and 
available  for  the  use  of  the  general  practitioner  as 
well  as  the  specialist. 

Every  patient  with  syphilis  past  the  primary  stage 
should  have  a  lumbar  puncture.  Some  combination 
of  fever  therapy  and  tryparsamide,  supplemented  by 
bismuth  when  indicated,  constitutes  the  best  treat- 
ment for  paresis.  The  iodides  still  have  a  place  in 
the  treatment  of  syphilis.  Some  say  there  is  a  rela- 
tively higher  incidence  of  relapse  following  dia- 
thermy than  following  malaria.  This  opinion  has  at 
least  in  a  measure  been  confirmed. 

The  use  of  typhoid  vaccine  intravenously  for  the 
production  of  fever  has  attractive  features  for  the 
man  in  general  practice,  using  suitable  dilutions  of 
vaccine  and  starting  with  an  initial  injection  of  SO 
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million  killed  bacteria.  If  only  a  slight  reaction  is 
obtained  a  second  injection  may  be  made  2  hours 
following  the  initial  injection.  It  is  not  difficult  to 
obtain  a  t.  of  102  or  103  and  with  care  higher  t. 
may  be  reached. 

Mackay  regards  sulphur  for  the  production  of 
ever  as  superior  to  malaria  in  many  ways.  He 
reports  a  prolonged  elevation  of  t.,  an  average 
reaction  being  a  t.  above  102  for  20  to  30  hours. 
From  this  he  believes  that  1  or  2  injections  of  sul- 
phur should  equal  10  injections  of  typhoid  vaccine. 
There  is  a  resultant  leukocytosis  and  frequently 
considerable  local  pain. 

The  author  of  the  article  being  abstracted  believes 
that  inoculation  should  be  made  with  malaria  as 
soon  as  possible  after  the  diagnosis  has  been 
established,  if  there  are  no  contraindications.  The 
greatest  difficulty  about  malaria  is  to  have  some  on 
hand  when  it  is  needed.  However,  this  is  not  an 
insurmountable  obstacle.  Citrated  malarial  blood 
may  be  transported  by  mail  or  otherwise.  Malaria 
can  be  used  whenever  the  services  of  a  trained  nurse 
are  available.  It  will  remain  infectious  for  a  mini- 
mum of  24  hours  if  extremes  of  temperature  are 
avoided.  It  seems  that  more  than  1  c.c.  of  a  2.5% 
solution  of  sodium  citrate  per  9  c.c.  of  blood  renders 
the  inoculum  relatively  less  infectious. 

The  malarial  blood  may  be  injected  intravenous- 
ly. The  intravenous  route  is  most  used,  3  or  4  c.c. 
of  donor's  blood  being  injected.  More  than  5  c.c. 
of  blood  is  considered  unsafe  unless  the  bloods  of  the 
donor  and  recipient  have  been  typed  and  shown  to 
be  compatible.  The  main  advantage  of  the  intra- 
venous route  is  a  shorter  incubation  period.  The 
intramuscular  method  is  used  when  a  longer  period 
of  incubation  is  desirable  and  when  we  are  trying 
to  keep  the  strain  going  so  that  we  will  always  have 
malaria  available. 

Adrenalin  subcutaneously  and  intravenous  ty- 
phoid vaccine  or  calcium  gluconate  are  occasionally 
of  some  value  to  bring  on  the  paroxysms  when  they 
are  delayed. 

Following  an  incubation  of  from  S  to  7  days 
(intravenous),  the  patient  about  his  usual  activities, 
fever  appears  frequently  preceded  by  chills.  The  t. 
will  often  show  a  slight  elevation  daily  or  e.  o.  d. 
shortly  before  the  first  paroxysm.  Bed  rest  is  insti- 
tuted as  soon  as  the  t.  reaches  101.  During  treat- 
ment, food  is  given  as  desired  with  the  exception 
that  any  meal  coming  at  the  height  of  fever  is 
omitted.  Urine  and  blood  examinations  and  hemo- 
globin determinations  are  made  at  regular  intervals. 
During  the  chill  the  patient  is  provided  with  plenty 
of  hot-water  bottles  and  blankets.  A  tepid  sponge  is 
used  if  the  temperature  goes  over  106.  Blood 
pressure  is  taken  and  recorded  daily,  between 
paroxysms. 

During  the  incubation  period  the  t.  (rectal)   is 


recorded  every  4  hours;  after  the  onset  of  the 
paroxysms  every  2  hours;  during  a  paroxysm  every 
30  minutes  and  until  the  t.  drops  below  103.  We  do 
not  awaken  a  patient  whose  t.  is  below  103  in  the 
8  hours  immediately  following  a  paroxysm. 

Nurses  are  instructed  to  report  promptly  a  t.  over 
106:  persistent  nausea  and  vomiting;  a  pulse  per- 
sistently above  120  during  the  afebrile  period,  or 
rapid  exhaustion.  Progressive  lowering  of  the  b.  p. 
and  increased  pulse-rate  demand  immediate  action. 
A  severe  anemia  may  occur.  Any  of  these  compli- 
cations may  necessitate  the  interruption  of  malaria 
by  quinine  sulphate,  10  grs.  t.  i.  d.,  for  3  days,  and 
then  10  grs.  once  daily  for  2  weeks.  With  the  strain 
of  malaria  we  have  used,  the  paroxysms  are  inter- 
rupted temporarily  by  the  administration  of  a 
single  dose  of  2  or  3  grs.  of  quinine.  Following  this 
usually  3  to  5  paroxysm-free  days  after  which  the 
fever  sets  in  again.  Ordinarily  the  patient  is  up  in 
a  week  after  the  last  paroxysm  and  immediately 
neoarsphenamine  is  begun — a  course  of  4  to  6 
injections  starting  with  0.3  gm.  and  working  up  to 
0.6  gm.  for  the  last  3  or  4  doses.  Immediately  after 
the  course  of  neoarsphenamine,  tryparsamide  is  be- 
gun. 

We  have  profitably  followed  a  general  plan  of 
allowing  8  to  12  paroxysms.  If,  for  any  reason,  it 
is  necessary  to  terminate  malaria  early,  the  patient 
may  be  reinoculated  providing  this  is  done  within 
3  months  of  the  initial  relapse. 

Contraindications  for  malaria  are  covered  by:  a) 
galloping  paresis,  b)  any  severe  cachexia  or  pro- 
found systemic  disease,  and  c)  cardiac  or  aortic 
disease.  These  are  relative  contraindications  only, 
as  there  is  everything  to  gain  and  nothing  to  lose 
by  giving  malaria.  Neoarsphenamine  is  valuable 
as  a  tonic  immediately  after  fever  therapy.  Other 
than  this,  the  arsphenamines  have  no  place  in  the 
treatment  of  paresis.  In  paresis  we  must  depend 
on  tryparsamide  and  the  heavy  metals.  Tryparsa- 
mide over  a  long  period  of  time  in  combination  with 
bismuth  offers  a  good  plan  of  treatment  and  one 
that  is  available  to  every  general  practitioner. 

The  big  bugbear  about  tryparsamide  is  the  occa- 
sional occurrence  of  optic  atrophy.  Make  an 
ophthalmoscopic  examination  and  find  visual 
acuity  and  visual  fields  before  starting  the  drug, 
and  be  alert  for  eye  symptoms  during  a  course  of 
treatment.  A  good  plan  is  to  give  an  initial  dose 
of  1.5  gms.  of  tryparsamide,  then  continue  with  3 
gms.  weekly  for  a  long  period  of  time.  The  patient's 
response  to  treatment  will  decide  how  long  we  will 
continue  treatment.  As  many  as  350  injections  of 
tryparsamide  have  been  given  in  one  case.  After 
its  administration  there  is  usually  a  pronounced 
gain  in  weight  and  strength.  Tryparsamide  can  be 
used  in  extreme  states  of  debility  where  it  may  be 
unwise  to   use   malaria    or    other    forms    of    fever 
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therapy. 

We  have  little  comment  to  make,  on  the  use  of 
the  heavy  metals.  We  use  bismuth  more  than 
mercury.  We  prefer  a  product  that  has  a  high 
bismuth  content. 

In  his  conclusion  the  author  returns  to  his  state- 
ment that  this  is  a  practical  plan  of  treatment 
which  can  be  used  by  the  general  practitioner. 

Perhaps  in  the  South  such  a  small  relative  pro- 
portion of  neurosyphilis  is  noticed  in  the  colored 
race  due  to  the  prevalence  of  malaria. 

Citrated  tertian  malarial  blood,  or  anopheles  in- 
fected with  malaria  may  be  obtained  without  cost 
from  the  U.  S.  Public  Health  Service,  State  Hos- 
pital, Columbia,  S.  C. 


Theobromine  Calcium  Gluconate 
(Thos.  Ziskin,  Minneapolis,  in  Jl. -Lancet.  July) 
Because  of  the  tendency  of  theophylline  preparations  to 
cause  gastric  irritation  a  study  was  made  of  the  effects  of 
a  preparation  of  theobromine  calcium  gluconate.  Fifty-two 
cases  were  studied,  12  of  hypertension,  11  of  hypertension 
with  cardiac  decompensation,  17  of  coronary  disease  with 
angina  pectoris  and  12  of  coronary  disease  with  cardiac 
decompensation ;  32  were  bed  patients  and  20  ambulant. 
Many  had  been  taking  theophylline  ethylene  diamine 
(aminophyllin)  before  being  started  on  theobromine  cal- 
cium gluconate.  Other  drugs  such  as  digitalis  were  used  in 
conjunction  whenever  necessary.  Theobromine  calcium  glu- 
conate was  given  in  5  gr.  doses  3  times  daily,  increased  in 
some  patients  to  10  grs.  3  times  daily.  There  was  not  a 
single  instance  of  nausea  or  gastric  irritation  in  any  patient. 
Some  of  the  patients  have  been  taking  this  drug  continu- 
ously now  for  9  months.  Favorable  results  were  noted  in 
the  majority  of  these  cases  in  relieving  symptoms  of  con- 
gestive failure,  angina  and  dyspnea,  and  in  some  cases  the 
results  were  very  striking.  Digitalis  was  used  in  conjunction 
with  theobromine  calcium  gluconate  in  the  cases  with  con- 
gestive failure. 

s.  m.  &  s. 

HOSPITALS 

R.  B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


Vacations 

Some  individuals  have  an  idea  that  vacations  are 
for  the  benefit  of  the  vacationer  only.  The  writer 
wishes  to  call  attention  to  the  fact  that  the  em- 
ployers are  contributing  considerably  to  the  vaca- 
tion of  their  employees  and  therefore  have  a  right 
to  expect  something  in  return. 

An  employee  of  a  hospital  is  fully  entitled  to  a 
vacation  each  year  but  such  a  vacation  should  be 
carefully  and  considerately  planned,  and  should  be 
carried  out  in  a  methodical  manner  so  that  he  will 
get  the  most  out  of  the  time  and  money  spent. 

A  great  many  people,  when  planning  a  vacation, 
go  at  it  in  a  haphazard  manner.  If  one  would  ask 
them  where  they  are  going  and  what  they  are  going 
to  do,  as  often  as  otherwise,  they  will  reply,  "I  do 
not  know."     The  writer  has  observed  people  who 


almost  go  into  hysterics  trying  to  get  away  from 
their  positions  to  go  on  vacations.  This  state  of 
affairs  predisposes  to  extra  fatigue  which  in  turn 
robs  the  first  few  days  of  the  vacation  of  all  of  its 
benefits  and  pleasures. 

There  are  those  who  when  planning  a  vacation 
will  attempt  to  cover  too  much  territory,  visit  too 
many  relatives  or  friends  and  do  too  much  sight- 
seeing. After  they  have  once  planned  all  of  these 
activities  they  immediately  begin  rushing  around 
from  the  very  first  to  the  last  day  of  their  vacation 
in  order  to  cover  all  of  their  schedule. 

Other  vacationers  forget  the  welfare  of  their 
digestive  and  eliminative  organs,  eat  irregularly, 
ignore  the  calls  of  nature  and  in  reality  punish  the 
physiological  departments  of  their  bodies,  which  in 
turn  deprives  one  of  the  vim  and  vigor  which 
everyone  should  have  on  a  vacation. 

The  other  side  of  the  picture  is  that  the  em- 
ployers who  have  contributed  to  their  employees' 
vacations  by  paying  their  salaries,  and  frequently 
by  hiring  a  substitute  to  do  their  work,  are  more  or 
less  powerless,  and  probably  rightly  so,  in  control- 
ling or  directing  in  any  way,  shape  or  form  the 
type  of  vacations  their  employees  take.  However, 
they  should  not  be  absolutely  ignored  because 
unless  the  vacations  are  complete  successes  and 
produce  rest  and  new  vigor  in  the  employees  the 
employers  suffer  for  the  next  few  weeks  following 
vacations,  and  perhaps  for  the  balance  of  the  year. 

The  author  of  this  article  feels  that  it  would  not 
be  a  bad  idea  for  an  employer  and  his  employees  to 
spend  a  few  moments  discussing  the  possibility  of 
a  good  vacation.  If  this  is  not  done  with  the  idea  of 
dictatorship  on  the  part  of  the  employer  no  doubt 
the  employees  would  get  a  great  deal  more  in  a 
personal  way,  and  the  business  would  receive  a 
similar  reward  when  the  vacation  is  over. 

I  would  like  to  see  the  term  relaxioner  substi- 
tuted for  vacationer  because  the  vacationer  who 
does  not  relax  has  certainly  not  had  a  vacation. 
Neither  he  nor  his  employer  has  been  paid  for  the 
time  and  money  spent,  and  that  particular  vacation 
has  been  an  economic  loss  to  all  parties  concerned. 

Regular  habits,  plenty  of  sleep,  and  only  enjoy- 
able activities  should  be  the  criterion  for  every 
relaxioner. 

s.  u.  *  b. 

According  to  Eldorado  Gold  Mines,  Ltd. 
The  total  amount  of  radium  produced  since  its  discovery 
b\  Pierre  Curie  in  1898  is  generally  estimated  to  be  less 
than  iyi  pounds,  not  quite  600  grams,  not  enough  to 
make  up  a  2-inch  cube.  Its  value,  at  current  prices,  is 
about  .$15,000,000.  Of  about  225  grams  believed  to  exist 
in  the  United  States,  one  of  the  most  comprehensive  cenuses 
revealed  less  than  100.  Of  about  30  grams  in  New  York 
City,  <)l/2  are  held  by  Bellevue  Hospital,  and  8  9/10  by 
Memorial  Hospital.  It  is  primarily  the  richness  of  the 
Eldorado  ore,  discovered  in  1929,  which  has  made  possible 
the  reduction  in  price  from  about  $75,000  a  gram  to  $25,000. 
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The  principal  cost  factor  is  the  vast  amount  of  ore  which 
must  be  mined  and  refined  to  produce  a  gram  of  radium — 
1,000,000  pounds  of  the  Canadian  ore  (believed  to  be  the 
world's  richest)   yield  one  gram  of  radium  in  final  form. 


GENERAL  PRACTICE 

Editor  Pro  Tern.  Elbert  A.  MacMillan,  M.D. 
Winston-Salem,  N.  C. 


Treatment  of  Paresis  by  the  General 
Practitioner 

The  current  feverish  campaign  to  inform  the 
public  and  the  profession  on  the  subject  of  syphilis 
has  directed  special  attention  to  this  subject.  The 
regimen  for  the  early  case  has  long  been  well  work- 
ed out. 

In  the  management  of  paresis,  however,  there 
remains  much  room  for  improvement  by  the  rank 
and  file  of  the  profession.  Since  the  introduction 
of  fever  therapy  by  Warner  Jauregg  in  1917  the 
mortality  in  paresis  has  been  more  than  halved, 
and  there  is  now  almost  unanimity  of  thought  re- 
garding the  advisability  of  fever  therapy.  The 
reports  of  the  efficacy  of  fever  therapy  have  varied 
widely,  but  a  complete  remission  may  be  expected 
in  about  30  per  cent,  of  cases.  From  the  London 
correspondence  of  the  Journal  of  the  A.  M.  A.: 

"The  Mental  Hospitals  Committee  of  the  London 

County  Council In  the  six  years 

1908-1913  there  were  2,545  cases  of  dementia  para- 
lytica in  the  council's  hospitals.  Of  these  2,034 
(almost  80%)  proved  fatal.  The  modern  treat- 
ment was  not  then  in  use.  Comparison  is  made 
with  the  six  years  1930-1935,  when  1,914  cases 
were  in  the  hospitals  and  modern  treatment  was 
used  in  every  case  in  which  this  was  possible.  .  .  . 
85%  of  the  patients  received  some  special  form  of 
treatment,  78%  pyrexial  therapy  with  or  without 
drug  treatment,  and  7%  drug  treatment  only.  On 
Dec.  31st,  1935,  782  of  the  patients  (40.8%)  had 
died,  78  were  taken  out  of  the  council's  care,  379 
(19.8%)  were  discharged,  and  430  remained  in  the 
hospitals.  Comparison  of  the  two  series  of  cases 
shows  that:  1.  Even  in  the  total  of  treated  and 
untreated  cases  the  mortality  rate  had  been  halved. 
2.  One-fifth  of  the  cases  in  the  second  series  had 
been  discharged,  the  cure  in  the  majority  being  per- 
manent. ...  3.  There  is  an  increase  in  208  in  the 
resident  dementia  paralytica  cases,  which  is  made 
up  of  cases  in  which  the  lethal  process  ha  been 
arrested  but  the  mental  symptoms  have  not  per- 
mitted discharge  from  care.  .  .  ." 

The  use  of  fever  therapy  need  not  be  confined  to 
large  hospitals  in  which  the  patients  are  under  the 
care  of  specialists  in  syphilology  and  neurology.  The 
general  practitioner,  who  in  this  section  of  the  coun- 
try has  seen  malaria  and  has  become  familiar  with 


its  peculiarities,  can  and  should  use  fever  therapy 
when  he  discovers  a  case  of  paresis.  In  the  larger 
hospitals  the  paretic  is  given  careful  scrutiny  before 
fever  therapy  is  begun.  This  includes  kidney  func- 
tion tests,  electrocardiograms,  and  various  blood 
studies.  A  blood  count  and  some  form  of  kidney 
function  test  is  available  to  any  doctor,  and  if 
there  is  question  as  to  the  risk  more  elaborate 
studies  can  be  done.  A  good  clinician's  general  es- 
timate of  the  patient's  ability  to  stand  a  course  of 
malarial  therapy  may  be  relied  upon.  Daily  uri- 
nalyses and  weekly  blood-counts  should  be  done. 

The  hazards  of  malarial  therapy,  while  not  great 
if  proper  precautions  are  taken,  nevertheless  exist, 
and  the  family  should  be  informed  of  them.  Per- 
mission having  been  obtained  from  the  nearest  rel- 
ative, 2  to  4  c.c.  of  malarial  blood  is  obtained  from 
another  patient  and  injected  •  intravenously.  The 
blood  does  not  need  to  be  compatible  with  regard 
to  type.  There  is  usually  a  slight  febrile  reaction 
within  an  hour  after  the  blood  is  given,  incident 
to  the  slight  non-specific  protein  shock.  This  is 
never  serious.  The  incubation  period  when  the 
intravenous  method  is  used  is  from  24  to  72  hours.. 
There  may  be  a  chill  with  the  first  rise  of  temper- 
ature, but  this  is  unusual.  As  a  rule  the  fever  grad- 
ually climbs  to  101-102  and  remains  there  for  24 
hours  or  more.  In  a  few  cases  fever  is  continued 
for  from  four  to  seven  days  without  a  chill.  After 
the  fever  drops  to  normal  and  an  intermission  of  a 
few  hours  there  is  a  chill  followed  by  t.  104  to  106. 

Digitalis  is  usually  begun  with  the  inoculation  of 
the  patient,  and  it  is  wise  to  start  iron  in  some  form 
at  the  same  time  in  anticipation  of  a  secondary  ane- 
mia. Fluids  are  given  freely,  and  an  occasional 
saline  purge  is  indicated.  The  patient's  general 
condition  should  be  given  careful  attention  through- 
out the  course  of  fever,  as  it  is  a  poor  triumph  to 
obtain  a  reversal  of  the  spinal  fluid  serum  reactions 
and  a  leveling-off  of  the  gold  curve  at  the  cost  of 
the  patient's  life.  Continued  high  fever,  increased 
blood  urea,  jaundice,  the  development  of  a  urinary- 
tract  infection,  bladder  paralysis,  stupor  or  severe 
anemia  are  among  the  important  indications  for  the 
cessation  of  therapy.  Eight  to  10  chills  are  usually 
sufficient.  Termination  is  accomplished  by  means 
of  quinine  sulphate,  10  grains  .t  i.  d  for  three  days, 
and  15  grains  a  day  for  four  or  five  weeks  after- 
wards. The  administration  of  tryparsamide  is  be- 
gun immediately  after  the  fever  is  terminated,  and 
a  spinal  tap  is  usually  done  two  weeks  after  ter- 
mination of  the  malaria. 


-s.  M.  &  6.- 


Soft  Corns 

(P.  W.Lapidus,  New  York,  in  Med.   Rec,  July  21st) 

Soft   corn   does   not  differ  greatly   from  the  usual   corn. 

The  keratinous  layer  of  the  skin  of  the  web  never  has  a 

change   to   undergo   hypertrophic   changes   since   it  is  con- 
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stantly  macerated  and  desquamated. 

Often  a  ringworm  infection  contributes  further  to  the 
specific  features  of  this  lesion.  The  skin  cracks,  opening 
portae  for  infection  and  sometimes  leading  to  cellulitis. 

Since  it  is  difficult  to  eliminate  the  pressure  of  the  mod- 
ern shoe,  especially  if  the  patient  be  a  woman,  we  have  in 
a  number  of  cases  removed  the  projecting  lateral  part  of 
the  basal  phalanx  of  the  4th  toe,  under  local  anesthesia. 
There  is  no  need  for  hospitalization ;  treatment  is  often 
needed  for  a  few  weeks  prior  to  the  operation  that  the 
often  present  ringworm  infection  may  be  cleared  up. 

An  incision  1.5  cm.  long  is  made  along  the  dorsal  edge 
of  the  web.  The  4th  metatarsophalangeal  joint  is  bluntly 
exposed,  avoiding  injury  to  digital  vessels  and  nerves.  The 
joint  capsule  is  incised  and  the  lateral  prominence  of  the 
basal  phalanx  is  removed.  The  capsule  is  closed  with  1 
stitch  and  1  or  2  subcutaneous  stitches  are  taken  in  order 
to  obliterate  the  cavity  created  by  the  operation.  The  skin 
is  sutured  with  a  few  stitches.  The  corn  itself  is  not  touch- 
ed, but  normally  falls  off  when  the  stitches  are  removed. 

The  patient  is  usually  up  and  about  in  2  or  3  days  wear- 
ing a  shoe  cut  out  over  the  4th  and  5th  toes  and  a  regular 
shoe  a  few  days  later. 


-S     M.    &   S  - 


SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


The  Negro  as  a  Surgical  Patient 
Financial  return,  appreciation  shown  by  the 
patient  for  the  work  done  upon  him,  the  oppor- 
tunity to  observe  advanced  and  unusual  pathological 
conditions  that  may  be  present,  and  the  chance 
to  work  out  operative  problems  for  their  relief,  may 
all  be  considered  forms  of  compensation  for  the 
surgeon.  These  vary  with  the  individual  case  and 
the  kind  and  degree  of  success  that  a  surgeon 
achieves  depends  largely  upon  the  relative  valua- 
tion that  he  places  upon  them.  If  money  is  his 
goal  he  will  cater  to  the  rich  and  leave  the  poor  to 
suffer.  If  he  gets  satisfaction  in  the  appreciation 
of  the  poor  he  will  be  greatly  beloved  for  he  will 
live  to  serve.  If  his  interest  is  primarily  in  living 
pathology  and  its  surgical  relief  he  will  become  a 
leader  in  his  profession,  for  success  in  surgery  comes 
from  scientific  knowledge  and  technical  skill. 

The  Negro  surgical  patient  has  a  rule  fair  ap- 
preciation and  but  little  money  but  he  is  a  veritable 
storehouse  of  interesting  pathological  processes.  The 
surgeon  in  the  South  who  does  not  take  advantage 
of  the  opportunity  which  he  so  abundantly  offers, 
misses  first-hand  knowledge  and  experience  of  dis- 
ease and  of  its  operative  relief  that  can  hardly  be 
had  elsewhere. 

This  is  well  shown  in  vascular  disease,  particu- 
larly atheroma  and  aneurism.  Arteriosclerosis,  de- 
scribed by  Boyd  as  being  the  most  common,  the 
most  important,  and  the  most  obscure  arterial  le- 
sion, is  common  in  the  Negro,  in  whom  there  is 
also  a  high  incidence  of  latent  untreated  syphilis, 
a  combination  resulting  in  a  seeming  racial  predis- 
position to  aneurism.    The  clinical  material  offered 


by  the  Negro  patient  has  made  possible  much  of 
the  advance  made  by  Matas  and  others  in  the  mod- 
ern operative  treatment  of  the  several  kinds  of  ar- 
terial aneurism.  Instead  of  one  or  more  ligations, 
by  aneurismorrhaphy  or  plastic  closure  of  the  open- 
ing of  the  artery  into  the  aneurism  sac,  he  has  suc- 
ceeded in  many  cases  in  curing  the  aneurism  and 
in  maintaining  uninterrupted  circulation  in  the  af- 
fected artery. 

Because  of  poverty  and  indifference  due  to  igno- 
rance the  Negro  woman  as  a  rule  does  not  seek 
operative  relief  for  pelvic  disease  until  urgent  symp- 
toms force  the  necessity  upon  her.  Only  in  the 
Negress  can  one  now  find  fibroid  tumors  of  the 
uterus  filling  the  abdomen.  Only  in  her  do  we 
find  ovarian  cysts  as  large  as  full-time  pregnancies. 
Whatever  main  disease  condition  is  found  it  is 
usually  complicated  by  chronic  salpingitis  or  tubo- 
ovarian  abscesses  which  cause  fibrous  adhesions 
making  dissection  and  operative  removal  hazardous 
and  difficult. 

Womankind  everywhere  owes  to  the  Negro  slave 
girls,  patients  of  Marion  Simms,  undying  gratitude 
for  voluntarily  submitting  themselves  to  his  re- 
peated operative  attempts,  before  the  days  of  anes- 
thesia, to  cure  them  of  vesicovaginal  fistulae.  The 
reward  of  Simms  for  his  final  success  was  world- 
wide fame  and  honor;  that  of  the  long-suffering 
patients,  relief  from  a  distressing  infirmity. 

We  agree  with  the  general  opinion  that  appen- 
dicitis is  comparatively  rare  in  the  Negro.  It  is 
much  more  common  in  men  than  in  women.  In- 
deed, in  our  experience  a  ruptured  appendix  is  an 
extremely  rare  lesion  in  Negresses  after  puberty, 
but  chronic  salpingitis  and  tubobvarian  inflamma- 
tory disease  are  almost  the  rule  with  them.  The 
appendix  is  thick  and  diseased,  but  this  is  second- 
ary to  pelvic  inflammatory  disease,  which  appar- 
ently makes  the  appendix  more  resistant  to  perfora- 
tion. 

Cholecystitis  and  gallstones  are  much  rarer  in 
Negro  women,  fat  and  40,  than  in  white  women, 
because  the  Negress  does  manual  work  for  a  living. 
Her  diet  is  simple,  she  is  muscular  like  a  man  so 
that  bile  stasis  is  less  likely.  Stasis  as  a  cause  of 
biliary  infection  and  stone  is  not  properly  appreci- 
ated. We  have  had  a  previously  healthy  young 
white  man  have  acute  cholecystitis  with  gangrene 
and  rupture  of  the  gallbladder  while  being  immob- 
ilized for  eight  weeks  in  a  body  cast  because  of 
fractured  femurs. 

The  tendency  to  the  formation  of  keloid  in  the 
Negro  impresses  the  surgeon  with  the  necessity  for 
accurate  wound  closure  and  minimum  scarring. 
Keloid  is  more  easily  prevented  than  cured. 

As  compared  to  the  Caucasian  the  Negro  is  more 
resistant  to  peritoneal  infection,  less  resistant  to 
pulmonary  disease. 
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EYE,  EAR,  NOSE  AND  THROAT 


Head  Specialties:  Everyday  Practice 

(T.    Ft.    Gittins,   Sioux  City,   in   Jl.    Iowa    State    Med.   Soc, 
July) 

Surgical  procedures  should  not  be  classified  as  conserva- 
tive or  radical,  but  as  to  whether  they  are  advisable  and 
adequate.  Local  anesthesia  should  really  mean  anesthesia. 
Painful  and  nerve-wracking  after-treatments  commonly  re- 
main uppermost  in  the  patients  minds. 

Office  treatments  of  chronic  tear  ducts  commonly  cause 
more  discomfort  and  create  more  anxiety  than  operations  on 
the  same  structures.  In  babies,  ethyl  chloride  by  mask  at 
intervals  during  probing  and  irrigation  is  quick  and  safe. 

The  use  of  a  giant  magnet  for  removal  of  intraocular 
foreign  bodies  often  causes  more  damage  than  the  original 
injury.  My  choice  is  a  small  hand  magnet  used  at  the 
most  logical  site  through  a  small  incision  after  proper  local- 
ization of  the  foreign  body.  In  the  badly  injured  eye  which 
appears  rather  hopeless,  repairs  and  treatment  may  be  done 
safely  long  enough  to  allow  the  patient  and  the  family  to 
become  adjusted  to  the  probable  loss  of  the  eye.  Occasion- 
ally an  apparently  hopeless  eye  is  saved  by  this.  Early  or 
emergency  evisceration  or  enucleation  of  the  injured  eye  is 
rarely  if  ever  necessary  in  my  opinion  to  prevent  sympa- 
thetic involvement. 

Corneal  ulcers:  The  dendritic  or  trophic  types  are  often 
overtreated  because  the  trophic  nature  is  not  suspected. 
Treatment  with  strong  antiseptics  or  caustics  interferes  with 
the  healing.  The  water-cooled  ultra-violet  quartz  tip  seems 
of  definite  value.  Insulin,  3  units  every  other  day,  seems 
of  definite  value  in  the  treatment  of  most  types  of  corneal 
ulcerations  even  in  the  non-diabetic  individual. 

Glaucoma:  Best  results  have  been  obtained  with  iridec- 
tomy in  the  acute  congestive  types,  with  the  trephine  in 
the  chronic  types.  Eserine  or  any  miotic  is  usually  a  snare 
and  a  delusion  if  used  to  replace  operative  procedures  for 
permanent  reduction  of  tension. 

Too  many  glasses  are  fitted,  even  by  oculists,  when  the 
history  and  the  small  amount  of  hyperopia  or  myopia 
present  would  not  suggest  eye  strain.  Fitting  of  vertical 
prisms  with  or  without  the  occlusion  test  produces  better 
results  each  year  in  our  practice.  A  fair  number  of  young 
people  during  the  growing  years  have  a  high  hyperphoria 
dtvelop  in  a  fairly  short  time. 

Fungi  as  a  cause  of  external  otitis  with  itching,  pain  and 
poor  hearing  have  been  found  much  more  commonly  during 
the  past  S  years.  The  material  in  the  canal  simulates  wet 
paper,  is  hard  to  remove — very  resistant  to  treatment.  All 
aqueous  solutions  are  contraindicated.  Thymol  and  cresatin 
combination  has  proved  to  be  the  best  solution  in  my  ex- 
perience; 3%  salicylic  acid  in  70%  alcohol  is  of  value.  In- 
cision is  rarely  advisable  in  furunculosis.  Careful  cleansing, 
cresatin  packs  and  heat  are  the  most  satisfactory  steps. 

In  acute  middle  ear  infection  cross-cut  incision  rather 
than  paracentesis  of  the  drum  membrane  with  general  ethyl 
chloride  anesthesia  is  a  routine.  So-called  local  anesthesia 
is  practically  never  attempted.  In  chronic  suppurative  otitis 
with  a  large  posterior  perforation,  dry  cleansing  followed  by 
iodine  powder  from  blower  is  the  treatment  of  choice. 

Early  operation  is  usually  not  necessary — rarely  under  10 
days  to  2  weeks  from  the  beginning  of  acute  otitis.  Mastoid 
pain  and  tenderness  during  early  days  of  otitis  are  of  no 
importance.  Complications  are  much  more  likely  after  early 
operations  than  after  late  ones.  X-ray  studies  play  a  small 
part  in  determining  the  real  pathology.  In  infants  and  small 
children  with  suppurative  otitis  media  the  differential  diag- 
nosis between  mastoiditis  and  pneumonia  is  difficult.  A  leu- 
kocyte count  of  30,000  or  40,000  or  over  suggests  pneu- 
monia rather  than  mastoiditis  even  when  the  general  phy- 


sician or  pediatrician  reports  the  chest  apparently  negative. 

Fewer  submucous  resections  of  the  septum  are  done  in 
my  practice  than  formerly.  Usually  of  little  value  in  pro- 
gressive deafness.  So-called  pressure  headache  which  can 
be  relieved  permanently  by  submucous  resection  is  probably 
a  myth. 

Broken  noses:  In  most  instances  replacement  can  be  done 
under  local  anesthesia  in  the  adult.  Proper  blocking  is 
essential.     Properly  replaced  fractures  will  stay  in  place. 

Frontal  sinusitis:  In  acute  cases  bed  rest  for  a  few  days 
is  of  much  more  importance  than  office  treatments.  So- 
called  vacuum  frontal  sinus  pain  is  probably  a  myth. 

In  chronic  sinusitis  headache  is  usually  not  a  major  symp- 
tom, but  it  is  a  common  complaint  during  acute  exacerba- 
tions. Sinus  surgery  of  any  kind,  as  a  last  resort  in  an 
obscure  case,  is  not  reasonable  nor  advisable. 

Ulceration  of  gum  tissue  is  often  due  to  vitamin  C  defi- 
ciency, especially  in  young  people  with  good  teeth.  Such 
cases  are  commonly  overtreated  for  months  as  Vincent's 
angina  or  pyorrhea,  whereas  fruit  juices  often  constitute  the 
only  treatment  needed.  The  white  blood  count  with  dif- 
ferential is  important  in  any  peculiar  angina. 

In  acute  tonsillitis  real  chills  with  high  fever  should  sug- 
gest blood  stream  infection  by  way  of  the  jugular  vein.  In 
chronic  tonsillitis  the  diagnosis  depends  almost  entirely  upon 
history;  the  size  and  appearance  of  the  tonsils  are  of  little 
importance.  Tonsil  infection  does  not  cause  feeling  of  a 
lump,  band  or  tightness  in  the  throat,  which  symptoms  are 
so  common  in  the  nervous  individual.  These  symptoms  will 
be  the  same  when  the  throat  is  clean. 

Lymphoid  nodules  on  the  pharynx  or  in  the  nasopharynx 
rarely  need  to  be  removed  and  often  respond  best  under 
iodides  and  proper  vitamins.  In  adults  small  nodules  on 
the  pharynx  and  in  the  tonsil  fossa  are  usually  of  no  im- 
portance and  rarely  need  removal. 

Adenoidectomy  is  commonly  one  of  the  poorest  opera- 
tions we  do. 

No  harm  seems  to  result  from  the  removal  of  the  uvula. 

Harelip  and  cleft  palate:  The  lip  is  closed  as  soon  after 
2  weeks  as  the  general  condition  permits.  Closure  of  the 
posterior  cleft  is  made  at  about  18  months. 

For  laryngitis  we  give  codeine,  grs.  54  °r  J^,  according 
to  age;  alone  to  control  coughing  at  night. 

Bronchoscopy:  Trained  help  for  real  team  work  is  of 
great  importance. 

The  bronchoscopist  should  use  the  stethoscope  routinely. 

Migraine  or  some  type  of  periodic  vasomotor  or  allergic 
headache  is  much  more  common  in  children  than  is  gener- 
ally believed. 

Rarely  should  sphenoid  surgery  be  done  to  relieve  neu- 
ralgia unless  there  is  sufficient  evidence  of  infection  to 
justify  the  procedure  regardles  of,  and  not  because  of,  the 
attacks  of  pain.  Pain  in  and  around  the  ear  and  mastoid 
is  commonly  secondary  to  poor  dental  occlusion.  Tender- 
ness over  the  mandibular  joint  is  an  important  diagnostic 
finding.  Proper  dentistry  will  do  more  to  relieve  many 
facial  neuralgias  than  any  amount  of  nasal  treatment  or 
surgery. 

S.   M.   &   6. 

RADIOLOGY 

Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Renal  Rickets 
Doctor   Lawrence   Reynolds   has   written   an 
excellent  article  on  Renal  Rickets  in  the  June  issue 
of  the  American  Journal  of  Roentgenology  &  Radi- 
um. Therapy,  and  we  are  abstracting  the  essential 


August,   1Q3  7 


SOUTHERN  MEDICINE  AND  SURGERY 


features  of  his  work  with  a  few  changes  in  the  way 
of  clarification. 

Barber  used  the  term  Renal  Rickets  about  seven- 
teen years  ago  to  describe  a  group  of  cases  with 
chronic  renal  disease  associated  with  stunted  and 
deformed  growth. 

Lucas  gave  the  name  Rickets  of  Adolescence  to  a 
group  of  somewhat  similar  cases  in  1883. 

The  condition  was  once  thought  to  be  very  rare, 
but  many  cases  have  been  reported  in  recent  years. 

The  roentgen  signs  of  the  ordinary  variety  of 
rickets  occurring  in  young  children  are  quite  typical. 
The  most  important  findings  in  the  advanced  cases 
consist  of  a  saucer-shaped  expansion  of  the  dia- 
physeal ends  of  the  long  bones,  a  slight  condensa- 
tion of  lime  proximal  to  the  epiphyseal  lines, 
general  bone  atrophy  with  bowing  of  the  long  bones 
and  multiple  fractures  due  to  the  loss  of  inorganic 
salts.  Where  the  bone  changes  come  on  in  late 
childhood  or  during  adolescence  the  roentgen  signs 
of  ordinary  rickets  are  sometimes  confusing  and  the 
possibility  of  renal  rickets  should  always  be  con- 
sidered. 

The  clinical  signs  of  renal  rickets  are  fairly 
typical.  The  children  have  polyuria  and  polydipsia 
and  growth  is  always  retarded.  These  signs  usually 
begin  about  the  age  of  seven  but  the  characteristic 
bone  changes  may  not  be  observed  for  several  years, 
in  many  cases  not  before  early  puberty.  These 
bony  deformities  are  frequently  the  cause  for  the 
child  being  brought  under  medical  observation.  The 
first  deformity  often  consists  of  genu  valgum  de- 
veloping rather  rapidly  between  the  ages  of  ten  and 
fifteen. 

Delayed  sexual  development  is  frequent  in  renal 
rickets,  the  hair  becomes  dry  and  thin,  the  skin  is 
sallow  and  there  is  usually  a  hypochromic  anemia. 
Urine  is  of  low  specific  gravity  and  the  cases  fre- 
quently terminate  in  uremia  due  to  poor  renal 
function. 

The  roentgen  findings  are  not  always  the  same, 
and  the  cases  have  been  divided  into  two  general 
classes.  In  Type-.4  cases  the  bone  density  is  prac- 
tically normal  but  the  ends  of  the  long  bones  show 
changes  practically  identical  with  those  of  ordinary 
rickets.  The  epiphyses  frequently  become  displaced 
but  there  is  usually  no  bending  of  the  bones. 

In  Type-B  cases  the  bones  show  a  generalized 
decalcification  with  lack  of  demarkation  between 
the  cortex  and  medulla.  The  epiphyseal  line  is 
broader  than  normal  and  gives  a  ground-glass 
appearance  with  frequent  stippling  and  there  may 
be  periosteal  erosion.  The  vault  of  the  skull  usually 
shows  a  marked  thickening.  The  bone  changes  in 
these  cases  often  look  something  like  osteitis  fibrosa 
cystica. 

The  Type-.l  cases  are  th;  milder  and  in  these 
recovery  is  likely  if  discovered  early  and  treated 


properly. 

Many  theories  have  been  advanced  as  to  the 
cause  of  renal  rickets  but  the  etiological  factor  is 
unknown.  Some  have  even  suggested  that  the  con- 
dition is  not  a  disease  entity  but  a  syndrome  com- 
mon to  any  one  of  several  diseases  in  their  late 
stages. 

Several  investigators  think  that  the  primary 
changes  take  place  in  the  kidneys  and  that  the  bone 
changes  are  due  to  the  diseased  kidneys  being 
unable  adequately  to  excrete  phosphates.  Others 
think  that  over-activity  of  the  parathyroid  glands 
caused  by  some  pituitary  dysfunction  is  responsible 
for  the  condition. 

We  need  more  light  on  the  subject  and  therefore 
a  detailed  report  including  a  thorough  post-mortem 
examination  in  fatal  cases  is  highly  desirable. 

Knock-knees  in  a  child  with  polyuria  and  ab- 
normal thirst  should  always  suggest  renal  rickets 
and  we  hope  that  physicians  everywhere  will  take  a 
keen  interest  in  patients  with  this  syndrome  so 
that  the  present  state  of  confusion  may  be  reduced 
to  order. 


The  Ten  Golden  Rules  of  the  Cancer 
Examination 

Doctor  Frank  E.  Adair,  with  the  cooperation 
of  Doctor  James  Ewing  and  Doctor  Burton  T. 
Simpson,  has  formulated  the  following  guide  for 
the  examination  of  patients  who  apply  to  physicians 
for  examinations  to  exclude  cancer.  This  outline 
has  been  officially  adopted  by  the  American  Society 
for  the  Control  of  Cancer  and  we  hope  that 
physicians  everywhere  will  use  it. 

We  are  dealing  with  an  enlightened  laity  in  our 
medical  work  these  days  and  a  careful  painstaking 
examination  is  always  appreciated  by  the  patient. 
The  rules  with  the  introduction  as  adopted  by  the 
Association  are  as  follows: 

"The  American  Society  for  the  Control  of  Cancer 
has  a  dual  duty  to  perform.  It  must  support  the 
medical  profession  in  its  splendid  work  in  the 
diagnosis  and  treatment  of  cancer.  It  must  give  the 
layman  the  facts  which  are  needed  to  insure  his 
intelligent  and  steady  cooperation.  These  rules 
for  the  cancer  examination  are  offered  as  a  contri- 
bution to  both  the  medical  and  lay  groups  to  make 
their  task  easier  and  to  show  them  both  their  com- 
mon interest. 

"These  are  the  steps  the  general  physician  will 
follow  in  a  thorough  examination  for  symptoms  that 
may  mean  cancer.  While  this  examination  will  not 
determine  positively  whether  or  not  cancer  exists, 
it  will  uncover  many  conditions  that  may  later 
become  cancerous,  and  will  indicate  whether  the 
patient  should  be  referred  to  a  surgeon,  a  radiologist 
or  a  specialist  for  definite  tests  and  fur  treatment 
by  surgery,  x-ray,  or  radium.  The   Golden   Rules 
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are  offered  as  a  guide  and  aid,  not  as  a  complete 
final  or  arbitrary  judgment  of  what  an  examination 
should  include. 

"1.  Examine  the  lips,  tongue,  cheeks,  tonsils  and 
pharynx  for  persistent  ulcerations;  the  larynx  for 
hoarseness,  and  the  lungs  for  persistent  cough. 

"2.  Examine  the  skin  of  the  face,  body  and 
extremities  for  scaly  bleeding  warts,  black  moles 
and  unhealed  scars. 

"3.  Examine  every  woman's  breasts  for  lumps  or 
bleeding  nipples. 

"4.  Examine  the  subcutaneous  tissues  for  lumps 
of  the  arms,  legs  and  body. 

"5.  Investigate  any  symptoms  of  persistent  indi- 
gestion or  difficulty  in  swallowing.  Palpate  the 
abdomen. 

"6.  Examine  the  lymph  node  system  for  enlarge- 
ment of  the  nodes  of  the  neck,  groin,  or  arm  pit. 

"7.  Examine  the  uterus  for  enlargement,  lacera- 
tions, bleeding  or  new  growths.  Make  a  bimanual 
examination  to  determine  the  condition  of  the 
ovaries. 

"8.  Examine  the  rectum  and  determine  the  cause 
of  any  bleeding  or  pain. 

"9.  Examine  the  urine  microscopically  for  the 
presence  of  blood. 

"10.  Examine  the  bones,  and  take  a  radiograph 
of  any  bone  which  is  the  seat  of  a  boring  pain, 
worse  at  night." 


PUBLIC  HEALTH 

N.  Thomas  Ennett,  M.D.,  Health  Officer,  Greenville,  N.  C., 
Editor 


Doctor  Fishbein  and  Public  Health 
From  the    Virginia    Medical    Monthly,    August, 
1937,  we  take  the  following  letter  which  Dr.  Morris 
Fishbein,  Editor  Journal  oj  the  A.  M.  A.,  addressed 
to  the  Atlantic  Monthly. 

This  letter,  according  to  the  Virginia  journal,  has 
reference  to  the  American  Foundation  Studies,  in 
the  form  of  a  publication  entitled,  "American  Med- 
icine." 
"Dear  Atlantic: 

If  there  is  one  factor  that  comes  out  more  ob- 
viously from  this  report  than  any  other,  it  is  the 
unlikelihood  that  sickness  insurance,  either  volun- 
tary or  compulsory,  will  answer  the  problem  of 
medical  care  suitably  for  the  people  of  the  United 
States.  The  outlook  would  seem  to  be  best  for  a 
gradual  improvement  in  medical  care  by  the  evo- 
lution that  has  been  going  on  for  some  time.  The 
extension  of  preventive  medicine,  increased  funds 
for  preventive  medicine,  and  the  improvement  of 
medical  knowledge  are  bound  to  affect  the  extent, 
the  severity  and  the  character  of  illness  in  coming 


years.  Any  fixed  plan  that  failed  to  take  the  cer- 
tainty of  these  advances  into  account  would  in- 
volve organization  and  expenditure  far  beyond  the 
actual  needs  of  the  future. 

From  the  ancient  Greeks  and  Romans,  through 
the  statesmen  of  the  Middle  Ages,  down  to  modern 
times,  the  greatest  leaders  have  stated  that  the  care 
of  the  public  health  should  be  the  first  interest  of 
the  State.  Can  it  be  that  American  statesmen  of 
today  fail  to  appreciate  the  essential  truth  of  this 
governmental  aphorism,  evolved  from  thousands  of 
years  of  human  experience?  The  mere  fact  that 
the  present  budget  of  our  government  for  preven- 
tive medicine  and  public  health  cannot  compare 
favorably  with  the  amount  of  money  spent  on  the 
dole  has  been  offered  as  one  reason  for  keeping 
public  health  in  a  subservient  position.  Perhaps 
the  proportions  that  now  exist  may  some  day  be 
reversed — a  time  may  come  when  the  nation  will 
spend  $4,000,000,000  a  year  on  preventive  medicine 
and  $100,000,000  on  unemployment  and  the  dole. 
It  will  no  doubt  then  be  a  far  happier  nation. 

Morris  Fishbein,  M.D." 

It  is  heartening  to  the  humble  worker  in  public 
health  and  preventive  medicine  to  know  that,  ap- 
parently, the  Editor  of  the  Journal  of  the  A.  M.  A. 
endorses  a  larger  budget  for  preventive  medicine, 
saying  that  "the  care  of  the  public  health  should 
be  the  first  interest  of  the  State." 

And  what  is  more,  he  not  only  suggests  an  in- 
creased budget  for  preventive  medicine  but,  by 
implication,  endorses  "the  extension  (italics  ours) 
of  preventive  medicine." 

When  the  head  of  the  house  of  organized  medi- 
cine speaks  as  Fishbein  has  here  spoken,  it  presages 
the  dawn  of  a  new  day  for  the  reasonable  extension 
of  public  health  and  preventive  medicine  efforts. 
And  reasonable  extension,  i.e.,  extension  deserving 
the  support  of  organized  medimine,  is  the  only  kind 
of  extension  sought  by  the  informed  health  officer. 


UROLOGY 

For  this  issue,  Joe  M.  Van  Hoy  and  Robert  W.  McA'ay, 
M.D.,  Charlotte,  N.  C. 


Congenital  Imperforate  Urethra 
Congenital  imperforation  of  the  anterior  ure- 
thra in  male  infants  is  a  quite  rare  condition.  It  is 
extremely  important  to  immediately  recognize  the 
condition  and  relieve  it,  as  obviously  life  cannot 
exist  without  urination. 

Obstructing  anomalies  of  the  posterior  urethra, 
such  as  valves,  hypertrophy  of  the  verumontanum, 
strictures  and  hypertrophy  of  the  vesical  neck,  are 
well  covered  in  the  literature.1,  -',  3  The  two  cases 
we  have  seen  recently  are  of  a  kind  less  commonly 
seen,  but  equally  as  interesting  and  important  as 
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those  of  the  posterior  urethra. 

In  1880  Englisch4  collected  from  the  literature 
39  cases  of  congenital  obstruction  of  the  urethra, 
14  of  which  were  at  the  glandular  portion.  Kauf- 
man0 described  seven  cases  of  congenital  mem- 
branes obstructing  the  urethral  meatus.  Reports 
of  such  cases  are  very  rare  in  the  English  literature. 
Birdsall1'  had  a  case  of  obstruction  three-fourths  of 
an  inch  from  the  meatus  in  a  four-hour-old  infant. 

The  male  urethra  develops  from  the  urogenital 
groove  formed  by  an  infolding  of  the  urogenital 
membrane.  The  urethra  forms  by  a  fusion  of  the 
edges  of  this  groove.  Its  formation  proceeds  from 
behind  forward;  thus  the  glandular  portion  of  the 
canal  is  the  last  to  be  formed.  The  congenital  an- 
omaly  found  in  our  cases  consisted  of  imperforation 
of  the  glandular  portion  of  the  urethra.  This  might 
conceivably  have  been  the  result  of  either,  1 )  lack 
of  formation  of  the  groove  out  to  the  terminal  por- 
tion of  the  phallic  anlage,  or,  2 )  obliteration  of 
that  portion  as  the  closing-over  process  took  place. 

Both  patients  were  brought  in  within  24  hours  of 
b'rth  because  it  had  been  observed  that  neither  had 
voided.  Inspection  by  the  family  physicians  re- 
vealed the  absence  of  any  urethral  meatus. 

Treatment  in  each  case  consisted  of  careful  dis- 
section with  a  sharp-pointed  scalpel  on  the  ventral 
side  of  the  glans  along  the  raphe  until  the  patent 
portion  of  the  urethra  was  encountered.  In  both 
instances  the  patent  urethra  was  found  after  cut- 
ting through  only  a  few  millimeters  of  tissue.  One 
has  to  be  extremely  careful  not  to  dissect  beyond 
the  actual  opening  of  the  patent  portion  of  the 
urethra  since  this  will  throw  the  opening  so  far 
back  that  the  patient  will  have  the  same  condition 
as  one  sees  in  hypospadias,  and  it  will  complicate 
the  child's  voiding  later  on  in  life  and  may  even 
necessitate  subsequent  plastic  operations. 

We  consider  both  of  the  cases  reported  below  as 
true  congenital  obliterations  of  the  phallic  urethra. 

In  the  first  case  the  urethra  behind  the  stricture 
was  so  small  that  we  were  only  able  to  introduce  a 
No.  4  filiform  ureteral  catheter  into  the  bladder  and 
evacuate  the  urine  by  means  of  suction,  using  a 
luer  syringe  and  a  hypodermic  needle. 

In  the  second  case  the  urethra  behind  the  obliter- 
ated portion  was  so  dilated  that  one  was  able  to 
nick  with  the  scalpel  the  junction  and  introduce  a 
No.  8  catheter  into  the  bladder. 

For  several  days  in  both  cases  the  newly-formed 
meatus  was  gently  dilated  to  prevent  stricture. 

The  first  case  was  that  of  a  male  infant  who, 
24  hours  after  birth,  had  not  wet  his  diaper.  This 
was  called  to  the  attention  of  the  family  physician, 
who  upon  examination  was  unable  to  find  any 
urethral  meatus.  We  found  the  genitalia  infantile, 
the  penis  perfectly  formed.  There  was  no  groove 
or  dimple  in  the  phallic  portion  of  the  urethra  but 


the  anterior  urethra  beyond  its  glandular  portion 
was  filled  with  urine  and  distended,  as  described 
above.  With  a  sharp  scalpel  an  incision  was  made 
in  the  glandular  portion  of  the  urethra  down  to  the 
distended  part  and  a  No.  8  catheter  put  into  the 
bladder.  The  bladder  contained  two  ounces  of  clear 
urine.  The  catheter  was  left  in  place  24  hours  and 
then  withdrawn,  following  which  the  child  began 
normal  voiding. 


Fig-.  1. — This  illustrates  tin-  ci>nditi<>n  found  present  in 
Case  2.  The  normal  urethra  was  not  picked  up 
until  dissection  had  been  carried  down  a  small 
distance  below  the  glans  penis.  This  child  lias 
had  no  further  difficulty  since  the  above  proce- 
dure was  carried  out. 

At  the  birth  of  the  infant  who  furnishes  the  sec- 
ond case  the  obstetrician  and  pediatrician  imme- 
diately examined  the  genitalia  and  found  no  open- 
ing of  the  urethra.  There  was  a  dimple  in  the 
phallic  portion  at  the  proper  location  for  the  ure- 
thra, but  there  was  no  canal  present.  This  child 
also  had  normal  genitalia  except  for  this  develop- 
mental defect;  however,  in  this  case  it  was  neces- 
sary to  dissect  all  the  way  back  to  the  coronary 
sulcus  on  the  frenum  before  the  urethra  was  en- 
tered by  using  a  whalebone  probe.  Following  this, 
one  was  able  to  introduce  only  a  ureteral  catheter. 
After  24  hours  this  was  withdrawn  and  the  child 
began  normal  urination. 

Both  children  were  gone  over  by  a  pediatrician 
for  other  evidences  of  congenital  abnormalities  but 
no  other  abnormality  was  found  in  either  case. 

Cases  of  congenital  urinary  obstruction1,  2,  3,  4 
often  show  distention  of  the  bladder  (often  to  the 
point  of  seriously  interfering  with  labor),  dilatation 
of  ureters,  and  hydronephrosis.  In  oilier  cases 
there  are  accessory  tracts  by  which  the  urine  is 
diverted,  as  by  rectovesical  fistula,  persistent  cloaca 
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and  patent  urachus.    Still  others,  as  with  our  cases, 
show  none  of  these  abnormalities. 

Conclusions:  Congenital  obliteration  of  the 
urethra  in  male  infants  is  a  very  rare  condition; 
however,  when  the  condition  is  recognized  it  should 
be  immediately  relieved  by  dissecting  down  the 
shaft  of  the  penis  until  the  patent  portion  of  the 
urethra  is  located,  following  this  a  catheter  should 
be  introduced  into  the  bladder  for  24  hours  and 
then  withdrawn  after  which  normal  urination  should 
establish  itself. 
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INTERNAL  MEDICINE 

Paul   H.   Ringer.   A.B.,   M  D.,   F.A.C.P.,   Editor 
Asheville,  N.  C. 


Shaving 

When  the  editor  looked  at  the  number  of  th? 
Journal  of  the  American  Medical  Association  for 
July  10th  and  saw  therein  the  leading  article  en- 
titled: "Factors  Involved  in  Satisfactory  Shaving," 
by  Dr.  Lester  Hollander,  Chief  of  the  Dermatol- 
ogical  Service  of  Pittsburgh  City  Hospital;  and 
Elbridge  J.  Casselman,  S.B.,  Industrial  Fellow  at 
Mellon  Institute,  University  of  Pittsburgh,  he  was 
much  surprised  and  looked  upon  it  almost  as  a 
joke;  but  when  he  read  the  paper  he  found  it  one 
of  the  most  interesting  communications  that  he  has 
seen  in  a  long  while. 

Shaving  is  a  trial  and  a  joy  to  practically  all  of 
us  these  days  since  the  fashion  of  full  beards  ha5 
gone  out.  The  editor  did  not  know  that  there  was 
a  word,  pogonotomy,  which  signifies  shaving.  He 
also  did  not  know  that  the  Bible  contained  decrees 
regarding  shaving,  but  it  does  as  can  be  verified  by 
anybody  caring  to  look  at  Numbers  6:  5  and  9; 
Leviticus  21:5:  Ezekiel  5:1.  He  further  did  not 
know  that  there  was  as  much  of  a  bibliography  on 
shaving  as  there  appears  to  be  and  gives  some  oi 
the  titles  in  the  biliography  of  Doctors  Hollander 
and  Casselman:  "Pogonotomy  or  the  Art  of 
Learning  to  Shave  Oneself,''  published  in  France 
in  1770:  "Is  Shaving  Injuries  to  the  Health,"  from 
the  Edinburgh  Medical  Journal,  1861;  "The  Beard 


Question";  "Shall  We  Stop  Shaving";  "Menace  of 
Whiskers'";  "On  Whiskers  and  the  Brutal  Art  of 
Shaving";  "To  Shave  or  Not  to  Shave";  "The 
Science  of  Shaving,"  published  by  Heffer  &  Sons, 
Cambridge,  England,  in  1931;  to  say  nothing  of 
many  other  articles  of  a  puerly  medical  nature, 
having  to  do  with  hair,  etc. 

The  authors  state  that  in  this  article  "we  are 
going  to  deal  with  the  softening  of  the  hair  in 
preparation  for  shaving,  with  the  effects  of  shaving 
on  the  skin  and  with  the  technique  of  controlling 
these  aspects  of  shaving."  In  order  to  do  this  a 
shaving  clinic  was  established  at  Mellon  Institute 
in  1931  under  the  direction  of  Dr.  Casselman, 
which  consisted  at  various  times  of  from  ten  to 
fifteen  experimental  shavers,  who,  being  scientists, 
were  unusually  well  qualified  to  follow  directions 
and  to  observe  effects.  Sensitiveness  to  shaving  did 
not  seem  to  depend  particularly  upon  the  com- 
plexion, whether  blond  or  brunette,  and  did  not 
seem  to  have  any  relationship  to  the  beards  being 
heavy  or  light.  All  the  shavings  were  done  with 
safety  razors.    The  authors  say: 

"In  respect  to  evaluating  the  design  of  different  types  of 
safety  razors,  our  experiments  showed  that  the  knowledge 
of  .  .  .  the  'effective  shaving  angle'  is  the  item  of  prime 
importance." 

They  illustrate  the  measurement  of  this  angle; 
but  it  is  too  geometric  for  the  mind  of  the  editor, 
whose  temperament  is  essentially  anti-mathemati- 
cal. 

"Other  observations  were  made  by  the  'patients'  of  the 
shaving  clinic,  who,  under  various  conditions  (types  of 
safety  razors,  various  soaps  or  brushless  creams),  reported 
their  own  reactions  to  the  following  aspects: 

1.  The  relative  amount  of  effort  required  to  obtain  a 
clean  shave. 

2.  The  relative  discomfort  associated  with  'pulling'  ef- 
fects during  the  passage  of  the  razor. 

3.  The  relative  amount  of  stinging  following  the  use  of 
an  after-shaving  lotion  containing  50  per  cent,  ethyl 
alcohol. 

4.  Other  miscellaneous  and  pertinent  information. 

The  director  of  the  clinic  (E.  J.  C.)  kept  detailed  infor- 
mation regarding  (1)  the  kind  of  soap  used  in  both  prep- 
aration and  shaving,  (2)  the  water  temperature,  (3)  the 
time  consumed  for  preshave  facial  preparation,  (4)  the 
effective  shaving  angle  of  the  razor,  (5)  nondestructive 
tests  of  the  initial  and  final  sharpness  of  the  blade  by 
means  of  an  instrument  designed  for  this  purpose,  (6) 
razor  blade  hardness,  brittleness  in  bending,  composition, 
metallographic  structure  and  the  like,  (7)  razor  edge  con- 
formation, (8)  degree  and  character  of  the  injury  sustained 
by  the  shavers,  and  (9)  a  general  record  of  the  individual 
characteristics  of  the  'patients';  i.e.,  average  diameter  of 
the  hair,  density  of  spacing,  and  the  average  angle  between 
the  hairshafts  and  the  skin." 

It  would  seem  from  the  reports  of  the  experi- 
menters in  the  clinic  that  the  greatest  difficulty  in 
shaving  is  encountered  in  the  upper  lip  and  the 
central  portion  of  the  chin.  It  also  was  demon- 
strated that  hair  on  the  face  never  grows  out  per- 
pendicularly except   occasionally  on  the  curvature 
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of  the  chin  anteriorly.  The  authors  were  not  able 
to  discover  the  cause  of  ingrowing  hairs,  but  slant- 
ing wounds  through  the  corium  above  the  hair  root 
and  also  traumas  of  the  skin  surrounding  the  hair 
shafts  seem  to  have  a  predisposing  action.  The 
opinion  seems  to  have  been  formed  by  many  that 
ingrowing  hairs  were  caused  by  dull  razors,  but  the 
authors  feel  that  in  their  experiments  with  safety 
razors  injury  to  the  skin  was  less  likely  with  dull 
than  with  sharp  blades. 

"We  found  a  very  slight  stretching  of  the  skin  sufficient 
to  make  the  surface  essentially  smooth ;  more  severe  stretch- 
ing caused  the  disappearance  of  deep  wrinkles;  still  more 
severe  stretching,  especially  over  the  bony  parts  of  the  face, 
resulted  in  the  protrusion  of  the  skin  at  the  site  of  the  hair 
follicles,  giving  the  appearance  of  gooseflesh  (cutis  anserina). 
Thus  one  can  readily  appreciate  that  severe  stretching  may 
cause  a  man  to  cut  himself  while  shaving,  because  the  pro- 
trusion mentioned  causes  an  unevenness  of  the  skin  surface. 

In  some  cases  the  skin  forms  a  deep  pit  or  depression 
around  the  emergence  of  the  hair  shafts.  These  deep  pits 
interfere  materially  with  obtaining  a  close  shave.   .   .  . 

The  primary  purpose  in  preparing  the  face  for  shaving 
is  to  modify  the  initial  hard  condition  of  the  hair-shaft. 
Secondary  purposes  are  the  lubrication  of  the  razor  blade, 
provision  of  a  stiff  supporting  medium  for  the  hairshaft, 
the  protection  of  the  skin  from  trauma,  and  the  antiseptic 
action  of  soaps.  Our  experience  leads  us  to  believe  that 
those  purposes  classed  as  secondary  are  of  minor  import- 
ance. Dull  blades,  incompletely  softened  hairs  or  improper 
shaving  angles  are  the  main  causes  of  unsatisfactory  shav- 
ing. The  preparational  period  is  concerned  largely  with 
the  softening  of  the  hair  prior  to  shaving." 

The  authors  have  found  that  preparation  of  the 
beard  for  shaving  cannot  be  satisfactorily  done  in 
less  than  three  minutes.  They  find  that  hot  water 
softens  the  berd  much  more  satisfactorily.  (There 
are  many  men,  however,  who  much  prefer  cold  wa- 
ter for  shaving  purposes. — Ed.)     The  authors  say: 

"The  best  shaving  soap  devised  does  not  compensate  for 
the  use  of  cold  water  or  for  a  dull  blade.  On  the  other 
hand,  the  use  of  hot  water,  a  preparational  time  of  from 
two  and  one-half  to  three  minutes  and  a  sharp  blade  in  a 
correctly  designed  razor  make  the  use  of  any  nonirritating 
soap  perfectly  satisfactory  whether  a  brush  is  used  for 
lathering  or  not." 

The  authors  have  the  following  to  say  under 
"Mechanics  of  Shaving": 

''The  shaving  of  a  hairshaft  having  a  growth  of  from 
0.5  to  1  mm.  above  the  surrounding  skin  surface  is  similar 
to  any  planing  operation.  There  are  a  number  of  compli- 
cations, however,  that  enter  into  the  picture.  One  is  that 
the  hair  is  set  in  a  yielding  rather  than  in  a  rigid  base ; 
thus  when  the  razor  blade  is  forced  against  the  hairshaft 
there  is  a  tendency  to  reflect  the  latter  about  its  root  (not 
at  its  point  of  emergence  from  the  skin)  as  a  center,  to  a 
position  in  which  it  makes  an  even  smaller  angle  with  the 
skin  than  it  normally  does.  The  result  is  that,  when  the 
skin  is  shaved  off,  a  somewhat  pointed  stub  remains,  and 
the  impression  is  gained  that  the  shave  is  not  close  or 
clean.  The  duller  the  blade,  the  more  conspicuous  is  this 
effect.  .  .  . 

Some  men  can  never  get  a  close  shave  on  the  first  passage 
of  the  razor  because  of  the  combination  of  an  unusually 
small  hair-skin  angle  and  an  unusually  yielding  skin.  The 
difficulty  can  be  surmounted  only  by  shaving  against  the 
grain,   or   by   the   use   of   an   increased   angle   between   the 


blade  and  the  skin,  or  by  a  dangerous  overstretching  of 
the  skin  to  increase  its  rigidity.  The  guard  bar  of  a  safety 
razor  should  function  as  the  stretcher  of  the  skin." 

Shaving  was  found  to  remove  small  quantities  of 
skin  along  with  the  hair.  An  examination  of  the 
freshly  shaved  skin  led  to  the  observation  that 
trauma  of  the  skin  consisted  principally  in  the  ex- 
cision of  the  horny  layer,  and  found  that  the  trau- 
matism is  increased  in  proportion  to  all  the  factors 
that  tend  to  promote  a  close  shave;  namely: 

"(1)  When  a  new  sharp  blade  is  used  in  a  razor  having 
a  large  effective  shaving  angle,  (2)  when  thin  lathers  or 
plain  hot  water  is  used,  (3)  when  the  skin  is  excessively 
s'retched,  (4)  when  the  shaving  is  against  the  'grain',  (5) 
when  the  face  is  shaved  over  more  than  once,  and  (6)  when 
the  pressure  between  the  razor  and  the  face  is  increased. 
Traumatism  also  increased  as  the  preparational  period  was 
shortened  or  inadequate." 

They  are  rather  insistent  upon  the  care  of  the 
face  after  shaving,  and  recommend  to  control  bleed- 
ing the  use  of  bismuth  subgallate,  which  acts  as  a 
styptic  without  causing  any  burning  or  any  other 
sensation.  As  an  antiseptic  after  shaving  they 
have  used  50  per  cent,  ethyl  alcohol,  70  per  cent. 
ethyl  alcohol,  and  SO  per  cent,  ethyl  alcohol  con- 
taining 4  per  cent,  salicylic  acid,  all  of  which  solu- 
ttions  were  found  satisfactory.*  They  advise  fol- 
lowing up  application  of  the  solution  with  the  use 
of  talcum  powder.  They  conclude  in  part  as  fol- 
lows: 

"Our  previous  discussion  shows  that  blade  sharpness  and 
razor  design  are  inextricably  interwoven ;  they  cannot  be 
specified  in  definite  terms  because  of  the  wide  variation  in 
individual  tastes  and  requirements.  Generally  speaking, 
men  to  whom  discomfort  of  shaving  is  an  important  item 
will  require  a  smaller  effective  shaving  angle  and  sharper 
blades  than  will  men  having  insensitive  skins.  The  same 
is  true  in  the  case  of  men  having  particularly  thin  horny 
layers  of  epidermis. 

In  providing  satisfactory  shaving  for  himself  the  indi- 
vidual can  go  a  long  way  by  means  of  adequate  facial  prep- 
aration.   The  best  procedure  found  by  us  is  as  follows: 

Wash  the  face  first  with  soap  and  water,  using  hot  water 
and  some  toilet  soap  that  has  been  found  not  to  irritate  the 
skin.  Carry  on  this  operation  for  one-half  minute  and 
then  rinse  the  face  thoroughly.  The  purpose  of  this  wash- 
ing is  to  remove  the  grit  from  the  face,  which  might  damage 
the  blade,  and  to  remove  the  external  layer  of  sweat  and 
sebum  from  the  skin  and  hair,  as  well  as  other  extraneous 
material.  After  the  soap  has  been  thoroughly  rinsed  off 
with  hot  water,  a  second  layer  of  soap  should  be  applied. 
This  may  be  one's  favorite  shaving  soap.  It  is  to  be  thor- 
oughly rubbed  into  the  surface  of  the  skin  with  the  hanc'. 
copious  amounts  of  water  to  be  used.  These  two  operations 
should  be  made  to  consume  from  two  and  one-half  to  three 
minutes. 

If  latherless  cream  is  preferred  for  shaving,  it  should  be 
applied  on  top  of  the  soap  and  should  be  rubbed  around 
enough  to  mix  thoroughly  with  the  lather.  If  lather-form- 
ing soap  is  to  be  used,  it  should  be  whipped  into  a  lather 
with  a  shaving  brush.     When  this  lathering  is  completed, 


•My  own  experience  is  that  alcohol   burns   the   face  .'ill 
day.     Two  blocks   ->!'   gum   camphor  in   a   pint    of   rubbing 

.ii'Mtn.l  ni.ik.-s  an  exeeiienl  after-shave  lotioi I  panacea 

for    mild    skin    lesions.      <>M    -Man    Phil    Wright,    Wolf-pil 

( Ireek  distiller  when    I    w  as  a    boy,    said   a    i inem    flea 

con   used   to  buy   Bve  gallons  of   brandy    from  him   ever; 
two  weeks  "to  make  camphor."— J.  M.  N. 
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nc  harm  will  be  done  by  extending  the  time  the  face  is  in 
contact  with  the  soap  by  finding  other  things  to  do  at  this 
time,  such  as  brushing  the  teeth  or  reloading  the  razor. 

Shaving  should  be  begun  by  wetting  the  razor  with  hot 
water  and  keeping  the  face  well  lathered;  both  the  razor 
and  the  face  should  be  kept  wet  during  the  entire  opera- 
tion. It  is  good  practice  to  shave  the  less  difficult  portions 
of  the  face,  in  order  that  the  more  difficult  portions  shall 
have  the  benefit  of  a  still  longer  contact  with  water.  Fol- 
lowing shaving  the  preferred  lotion  or  other  post-shaving 
preparation  can  be  used  after  the  soap  has  all  been  rinsed 
thoroughly  from  the  face. 

The  author  regrets  that  all  these  experiments 
were  performed  with  the  use  of  a  safety  razor. 
Having  shaved  himself  daily  for  over  thirty-five 
years  with  a  straight  or  knife  razor,  he  probably  is 
mid-Victorian  in  his  attitude,  but  must  register  an 
unqualified  vote  in  favor  of  that  type  of  razor  over 
the  safety.  He  has  tried  both  kinds  with  exactly 
the  same  facial  preparation  and,  in  his  opinion,  a 
closer  shave  with  less  pulling  and  less  post-shaving 
irritation  can  be  obtained  with  the  use  of  the 
straight  razor  than  with  the  safety.  He  realizes 
that  he  is  with  the  minority  but  that  does  not 
change  his  opinion. 

It  is  very  valuable  to  have  a  process  which  is  a 
burden  to  some,  a  nuisance  to  many  and  a  necessity 
for  nearly  all,  outlined  as  has  been  done  here. 


CLINICAL  PSYCHIATRY 

Claude  A.  Boseman,  M.D.,  Editor,  Pinebluff,  N.  C. 


The  Schizophrenias 

Of  all  the  problems  confronting  modern  medi- 
cine, probably  none  is  more  baffling  than  that  of 
schizophrenia.  This  disease  is  insidious  in  its  on- 
set, bizarre  in  its  manifestations,  and  in  its  therapy. 
The  old  name  for  schizophrenia  is  dementia  prae- 
cox.  Schizophrenia  was  suggested  as  a  better  name 
because  the  disease  does  not  always  end  in  demen- 
tia, and  because  it  affects  not  only  the  young  but 
often  people  past  middle  age. 

Schizophrenia  means  a  splitting  of  the  personal- 
ity, which  splitting  takes  place  in  two  spheres. 
There  is  a  splitting  of  the  personality,  as  a  part  of 
the  attention  of  the  individual  is  focused  on  reality 
and  the  other  part  on  fantastic  unreality.  For 
instance,  the  patient  may  be  perfectly  aware  of 
what  is  going  on  in  his  environment,  such  as  what 
the  nurses  or  attendants  are  doing,  what  other  pa- 
tients are  doing,  or  what  is  being  said  to  him;  yet. 
at  the  same  time  he  may  be  very  busily  engaged 
listening  to  voices  which  are  imaginary  and  in  re- 
plying to  them.  Splitting  also  occurs,  in  that  the 
emotional  response  is  oftentimes  apparently  entire- 
ly inappropriate  to  the  mental  content.  A  patient 
will  tell  the  physician  that  he  expects  to  be  put  to 
death  that  night  by  being  boiled  in  oil,  and  imme- 


diately laugh  quite  hilariously.  Such  behavior,  of 
course,  is  quite  baffling,  as  it  seems  impossible  for 
a  person  concerned  with  such  gloomy  thoughts  to 
show  this  gaiety  of  affect.  It  is  probable  that, 
deeper  down  in  the  psyche,  this  apparently  inap- 
propriate emotional  response  is  due  not  to  the 
thoughts  which  the  patient  is  expressing,  but  to 
something  else  to  which  that  emotion  is  appropri- 
ate. 

Schizophrenia  has  generally  been  divided  into 
four  types — the  simple,  the  hebephrenic,  the  cata- 
tonic and  the  paranoid.  This  arbitrary  division  is 
generally  useful,  but  it  by  no  means  covers  all  the 
types.  Schizophrenia  is  really  as  varied  in  its  man- 
ifestations as  personalities  are  varied.  Every  case 
is  an  individual  type. 

The  point  of  most  concern  to  general  practition- 
ers of  medicine  is  the  onset,  because  it  is  then 
that  the  schizophrenic  patient  comes  under  the  care 
of  the  general  practitioner.  After  the  disease  is 
advanced  and  the  signs  and  symptoms  are  unmis- 
takable hospital  care  is  necessary.  However,  the 
onset  generally  covers  a  considerable  period.  It  is 
insidious  and  may  go  for  a  long  period  unnoticed, 
even  by  members  of  the  family.  Often  the  initial 
complaints  are  somatic.  The  patient  feels  that 
something  is  wrong  and  generally  refers  it  to  some 
part  of  his  body.  Often  such  a  patient  will,  in  the 
early  stage  of  the  disease,  believe  that  he  has  heart 
disease  or  some  stomach  trouble  and  consult  a  phy- 
sician, and  even  when  positively  reassured  that 
nothing  is  wrong  physically  he  will  believe  that 
that  physician  is  mistaken  and  consult  another  and 
perhaps  another.  One  young  man  in  the  two  or 
three  years  prior  to  admission  to  the  hospital  con- 
sulted all  the  general  practitioners  of  medicine 
whom  he  knew,  and  was  treated  at  various  times 
for  heart  trouble,  stomach  trouble  and  prostatic 
trouble.  Also,  he  had  consulted  osteopaths  and 
chiropractors,  and  had  been  treated  over  a  long 
period  by  a  quack  who  specialized  in  "men's  dis- 
eases." Almost  invariably,  there  is  some  disturb- 
ance of  the  sexual  function.  These  patients  tend 
to  become  seclusive,  to  avoid  their  old  friends  and 
acquaintances,  and  to  spend  much  time  alone  star- 
ing into  space.  They  may  become  suspicious  and 
antagonistic  to  other  members  of  the  family.  When 
patients  of  this  type  are  told  by  their  physician 
that  nothing  is  wrong,  they  almost  certainly  seek 
aid  from  someone  else.  They  know  that  something 
is  wrong. 

The  following  case  is  an  illustration  of  schizo- 
phrenia: 

Father  and  mother  in  good  health,  ages  57  and  45,  re- 
spectively. The  family  history  was  negative  for  overt  men- 
tal disease,  though  the  paternal  side  of  the  family  was  said 
to  be  nervous,  highstrung  and  peculiar.  The  father,  in  gen- 
eral,  was  a  strict,   domineering  type   of  parent,  who   was 
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rather  impatient  at  times  with  his  children.  An  older 
brother  was  definitely  feeble-minded  and  later  developed  a 
mental  disease  quite  similar  to  that  of  the  patient. 

The  patient  was  twenty-one  years  of  age.  His  birth  and 
early  development  were  said  to  have  been  normal.  He  was 
considered  a  very  bright  boy,  active,  energetic,  and  out- 
going in  his  personality.  He  began  school  at  the  age  of 
six,  was  graduated  with  honors  from  high  school  and  at- 
tended college  for  three  years. 

At  college  he  did  not  do  as  well  as  he  had  done  in  high 
school  and  kept  thinking  of  leaving.  His  father  thought 
that  he  saw  a  change  in  him  about  six  months  after  he  went 
to  college,  il/z  years  before  his  actual  breakdown.  He  had 
been  mildly  interested  for  a  short  time  in  a  girl  on  one 
occasion  in  his  home  town.  After  leaving  college,  he  wanted 
to  go  to  a  business  school,  but  his  father  refused,  and  he 
worked  for  his  father  for  two  or  three  months  in  a  lumber 
mill,  acting  as  timekeeper.  Here,  he  proposed  that  he  re- 
arrange the  method  of  checking  lumber.  He  soor  began  to 
pay  practically  no  attention  to  his  work,  and  speat  as  much 
time  as  possible  lying  in  the  sun  saying  that  this  would 
make  him  well.  On  one  occasion,  he  wanted  to  buy  a  pis- 
tol, and  on  another,  asked  for  bichloride  tablets.  Six  months 
before  admission,  telling  his  father  that  he  was  going  to 
visit  in  a  neighboring  town  in  North  Carolina,  he  borrowed 
$200.00  from  his  grandmother,  went  to  New  York,  and  took 
passage  for  England.  He  was  detained  in  Liverpool  and 
returned  to  this  country.  When  he  returned  home,  he  was 
listless,  unenergetic,  reticent,  finally  refusing  to  talk  at  all, 
ate  very  little,  and  either  lay  in  bed  all  day  or  sat  in  a 
chair  in  an  unnatural  position  gazing  into  space.  He  was 
admitted  to  the  hospital  on  January  30th  of  this  year.  At 
that  time,  his  physical  condition  was  good  excepting  that 
he  was  much  undernourished.  His  blood  pressure  was 
105,  65,  pulse  60  and  deep  reflexes  hyperactive.  Mentally, 
he  presented  a  typical,  rather  far  advanced  case  of  schizo- 
phrenia, catatonic  type.  He  sometimes  would  move  his  lips 
slightly  when  questioned,  but  never  audibly.  He  remained 
in  bed  unless  taken  up  by  the  attendant,  and  then  sat  in  a 
chair  staring  into  space  and  always  assuming  the  intra- 
uterine position,  head  bent  far  over  between  his  knees, 
hands  hanging  listlessly  at  his  side.  He  did  not  move  or 
respond  to  stimulus  of  any  sort.  Often,  day  or  night,  he 
masturbated  openly  and  without  shame. 

This  patient  was  given  insulin  in  dosage  sufficient  to 
produce  shock.  To  produce  the  desired  effect  110  units 
daily  were  required  and  this  was  continued  over  a  period 
of  six  weeks.  The  patient  gained  considerable  weight, 
looked  very  much  better  physically,  and  was  more  alert 
mentally.  During  the  period  of  treatment,  he  took  walks, 
talked  with  other  patients  and  at  times  played  tennis. 
Within  one  week  after  the  cessation  of  insulin  therapy  the 
patient  slumped  back  into  his  original  condition.  Appar- 
ently the  insulin  was  withont  benefit  in  this  case.  It  is 
likely  that  this  will  be  a  hospital  case  throughout  the  pa- 
tient's life  and  that  deterioration  will  be  rather  marked 
and  rapid. 

s.  m.  at  8. 

PEDIATRICS 

G.  W.  Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


The  First  Day 
The  most  precarious  period  of  our  life  is  the  mo- 
ment of  our  birth.  The  next  most  dangerous  pe- 
riods are  the  first  hour  and  then  the  first  day.  Our 
chances  of  surviving  are  fairly  good  if  we  make  it 
the  first  day.    Nature  is  a  good  obstetrician  in  the 


average  case  and  in  this  group  the  baby  usually 
survives.  But  the  abnormal  case  needs  the  best 
obstetrician  available  to  save  both  the  mother  and 
the  infant.  Since  it  is  only  in  hospital  practice  that 
a  pediatrician  or  some  other  assisting  hand  is  avail- 
able, then  on  the  shoulders  of  the  accoucheur  falls 
the  burden  of  resuscitation  of  the  newborn  in  the 
home.  All  too  often  the  dual  responsibility  of  ob- 
stetrician and  resuscitator  means  the  loss  of  a  new- 
born's life  to  save  the  mother's. 

With  the  baby  safely  delivered  and  functioning 
normally,  the  rest  is  routine.  Silver  nitrate  in  the 
eyes  is  superior  to  any  other  form  of  silver  as  a 
prophylaxis  against  gonorrheal  ophthalmitis.  In 
the  hospitals  impetigo  of  the  newborn  is  greatly 
feared,  hence  the  use  of  commercial  antiseptic  oils, 
ammoniated  mercury,  copper  preparations,  calomel 
powder,  etc.  In  the  home  a  good  old-fashioned  hot 
soap  and  water  bath  appears  adequate  as  this  dan- 
ger does  not  arise  so  frequently  outside  the  hos- 
pital. 

Everyone  seems  to  have  his  own  pet  way  of  feed- 
ing the  newborn.  No  plan  is  best  for  all  babies. 
Every  scheme  must  be  flexible  enough  to  allow  for 
individual  variation.  A  general  plan  that  I  have 
found  best  suited  to  my  needs  calls  for  placing  the 
baby  to  breast  when  he  is  12  hours  old.  If  he 
cries  excessively  in  this  first  interval,  sterile  water 
is  offered.  To  save  the  mother's  nipple  the  baby 
is  allowed  to  suckle  the  breast  for  only  five  minutes 
the  first  three  or  four  feedings,  thereafter  he  re- 
mains up  to  20  minutes — no  longer.  All  babies 
under  seven  pounds  are  started  on  a  three-hour  day 
and  four-hour  night  program.  For  larger  babies  a 
straight  four-hour  interval,  night  and  day,  is  or- 
dered. Following  nursing  at  the  breast  the  baby  is 
given  7  per  cent,  dextri-maltose  solution,  as  much 
as  he  will  take.  Hydrating  solutions  have  come 
and  practically  gone  and  this  supplementary  feeding 
is  still  satisfactory. 

Somewhere,  someone  has  decided  that  the  baby 
can  do  without  the  two  morning  feedings  from 
birth;  but  it  ain't  so.  No  mother  at  home  would 
try  to  starve  her  baby  at  this  hour,  beyond  the 
second  night.  In  the  hospital  the  baby  cries  reg- 
ularly at  2  a.  m.  but  the  nurses  let  it  cry — so  they 
say;  but  I  have  seen  them  giving  glucose  solution 
to  stop  the  "brat"  from  crying.  The  first  night 
after  the  mother  arrives  home,  she  learns  to  her 
surprise  and  sorrow  that  the  baby  cries  regularly 
at  2  a.  m.  It  is  the  rare  baby  that  can  go  from 
10  p.  m.  to  6  a.  m.  without  getting  hungry  and 
crying  for  food.  Neither  does  it  seem  practical  nor 
humane. 

It  is  embarrassing  to  have  the  mother  inform  you 
that  the  baby  has  a  cleft  palate  or  six  fingers  on 
one  hand  after  you  assured  her  only  yesterday  that 
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the  baby  was  perfect.  True,  99  out  of  100  babies 
are  born  without  physical  defects,  but  a  complete 
physical  examination  saves  chagrin,  sometimes  a 
life.  The  anus  may  appear  normal,  but  when  the 
stool  is  not  passed,  the  little  finger  had  better  be. 
Failure  to  urinate  the  first  36  to  48  hours  need 
cause  no  alarm,  but  after  that  pass  a  probe  if  a 
small  catheter  is  not  available. 

Very  few  diseases  present  symptoms  as  early  as 
the  first  day.  Jaundice  at  birth  is  pathological. 
Convulsions  usually  mean  severe  intracranial  hem- 
orrhage or  tetany.  Vomiting,  especially  if  forcible, 
usually  indicates  obstruction  somewhere  along  the 
gastrointestinal  tract.  Cyanosis  calls  for  oxygen 
immediately  until  the  cause  can  be  found.  Very 
rapid  shallow  respirations  refer  us  to  the  atelectatic 
lung. 

In  general,  the  first  day  is  perfectly  calm;  but 
many  a  pediatrician  has  spent  the  entire  first  24 
hours  of  a  child's  life  at  his  cribside.  There  seems 
to  be  no  in-between;  they  are  either  good  or  bad. 


HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Wherein  We  Lack 

"Why  do  doctors  so  often  make  mistakes?  Be- 
cause they  are  not  sufficiently  individual  in  their 
diagnoses  or  their  treatment.  They  class  a  sick 
man  under  some  given  department  of  their  nosol- 
ogy, whereas  every  invalid  is  really  a  special  case, 
a  unique  example.  How  is  it  possible  that  so  coarse 
a  method  of  sifting  should  produce  judicious  thera- 
peutics? Every  illness  is  a  factor  simple  or  com- 
plex, which  is  multiplied  by  a  second  factor,  in- 
variably complex, — the  individual,  that  is  to  say, 
who  is  suffering  from  it,  so  that  the  result  is  a 
special  problem,  demanding  a  special  solution,  the 
more  so  the  greater  the  remoteness  of  the  patient 
from  childhood  or  from  country  life. 

"The  principal  grievance  which  I  have  against 
the  doctors  is  that  they  neglect  the  real  problem, 
w-hich  is  to  seize  the  unity  of  the  individual  who 
claims  their  care.  Their  methods  of  investigation 
are  far  too  elementary:  a  doctor  who  does  not  read 
you  to  the  bottom  is  ignorant  of  essentials.  To  me 
the  ideal  doctor  would  be  a  man  endowed  with 
profound  knowledge  of  life  and  of  the  soul,  in- 
tuitively divining  any  suffering  or  disorder  of  what- 
ever kind,  and  restoring  peace  by  his  mere  presence. 
Such  a  doctor  is  possible,  but  the  greater  number 
of  them  lack  the  higher  and  inner  life,  they  know 
nothing  of  the  transcendent  laboratories  of  nature; 
they  seem  to  me  superficial,  profane,  strangers  to 
divine  things,  destitute  of  intuition  and  sympathy. 
The  model  doctor  should  be  at  once  a  genius,  a 


saint,  a  man  of  God." 

The  two  paragraphs  above  are  quoted  from  the 
Journal  Intimc  of  Henri-Frederic  Amiel,  through 
the  translation  from  the  French  by  Mrs.  Humphry 
Ward,  and  published  by  the  Macmillan  Company 
in  a  two-volume-in-one  book  in  1923.  Amiel  was 
a  melancholic  mystic,  who,  in  spite  of  much  trav- 
elling about  over  the  world  from  his  home  in  Ge- 
neva, made  most  of  his  adventures  in  that  boundless 
and  invisible  world  within  himself.  A  certain 
frailty  of  health,  which  ended  his  life  at  fifty-three, 
invited  morbid  introspection,  and  he  found  himself 
more  and  more  disinclined  and  unfitted  to  grapple 
with  the  world  of  reality  around  him.  He  exhibited 
the  sterility  of  genius  seen  not  infrequently  in  the 
divinely  endowed,  and  he  left  the  world  into  which 
he  came  little,  if  at  all,  changed  by  his  residency 
in  it. 

It  must  be  true  that  we  differ  amongst  ourselves 
quantitatively  rather  than  qualitatively.  In  making 
his  journeys  in  the  domain  of  his  own  thoughts 
and  feelings  Amiel  must  have  experienced  adven- 
tures not  wholly  unlike  those  that  he  would  have 
encountered  had  he  made  those  peregrinations, 
within  you  and  within  me. 

Lately  some  of  us  doctors  have  become  at  times 
somewhat  overwrought  by  the  expressed  opinions 
of  laymen,  sometimes  highly  placed  officially  or 
financially,  that  medicine  is  failing  to  measure  up 
to  the  demands  of  present-day  civilization.  (Who 
believes  we  are  civilized?)  We  physicians  know 
that  we  are  not  professionally  omniscient,  but  we 
prefer  to  be  thought  so  by  those  outside  of  medi- 
cine. Sometimes  we  criticize  ourselves  mildly: 
sometimes  our  fellow-physician  less  mildly;  but  the 
talk  of  medical  inadequacy  must  be  quietly  amongst 
ourselves. 

All  along  I  have  felt  that  at  the  bottom  of  crit- 
icism of  us  and  of  our  procession  lies  a  concealed 
tribute  to  the  spirituality  of  our  medical  ministra- 
tions. The  criticism  has  its  origin  in  the  mechani- 
zation of  modern  medicine,  and  in  the  increasing 
impersonalization  of  our  activities. 

Psychiatry  within  the  last  quarter  of  a  century 
has  been  emphasizing  the  need  in  mental  medicine 
of  the  highly  individualized  personalization  of  med- 
ical practice.  Psychoanalysis  represents  Freud's 
response  to  his  own  conception  of  the  size  and  the 
complexity  and  the  importance  of  that  vast  invisible 
world  that  lies  unexplored  and  unknown  within 
each  of  us.  Out  of  it  come  the  nervous  affections 
and  those  manifestations  of  failure  in  adaptation 
that  we  speak  of  somewhat  learnedly  but  always  in 
ignorance  as  the  psychoses.  We  cannot  know  what 
those  so-called  mental  diseases  mean  to  the  indi- 
vidual and  to  the  community  until  we  know  the 
psychotic  person  longitudinally  and  individually — 
ancestrally  and  personally.     And  inasmuch  as  the 
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environment  is  a  factor  in  every  mortal's  life,  we 
must  know  the  environment,  too,  of  the  person  who 
is  living  poorly  in  tune  with  that  environment. 
The  demand  of  today's  psychiatry  is  that  the 
psychiatric  patient,  and  everyone  else,  indeed,  be 
dealt  with  thoroughly  as  a  distinct  and  distinctive 
individual. 

Behavior  has  a  meaning,  whether  it  be  thought 
to  be  rational  or  irrational,  and  it  is  the  business 
of  the  doctor  to  find  out  what  the  behavior  repre- 
sents in  the  life  of  the  individual.  No  so-called 
insane  person  behaves  otherwise  than  sensibly  in 
his  own  opinion.  His  conduct  offers  the  explanation 
to  himself  of  himself.  Within  recent  years  the  lit- 
erature of  mental  medicine  has  been  filled  with  ref- 
erences to  the  organism — as  a  whole.  It  is  that 
entity,  the  entire  person,  and  not  an  organ  or  two, 
that  does  the  behaving.  But  Amiel,  you  observe, 
'way  back  on  the  22nd  of  August  in  1873,  was 
complaining  of  the  neglect  by  physicians  of  the 
"unity  of  the  individual." 

It  is  true  that  the  spiritual  aspect  of  the  practice 
of  medicine  is  being  neglected.  We  physicians  pay 
too  little  attention  to  the  spiritual  phases  of  our 
own  lives,  and  for  that  reason  we  do  not  even  sense 
the  spiritual  distresses  of  many  of  our  sick  folks. 

Some  of  the  best  medical  textbooks  were  written 
by  non-medical  men — by  David  and  Moses  and 
Solomon  and  Shakespeare  and  Samuel  Pepys  and 
Robert  Burns  and  Dickens  and  Mark  Twain  and 
O.  Henry  and  Uncle  Remus  and  Thomas  Lomax 
Hunter — and  by  Henri-Frederic  Amiel. 


COMMUNICATION 


Columbia,  S.  C,  July  27th,  1937. 
Dear  Dr.  Xorthington: 

Your  reader;  may  be  interested  in  my  impression  of  the 
recent  annual  meeting  of  the  American  Urological  Associa- 
tion held  in  Minneapolis  the  last  week  in  June. 

Minneapolis  impressed  me  as  being  a  good-size  town  of 
very  friendly  people.  Dr.  William  Jones,  of  Columbia,  is 
doing  quite  well  there  confining  his  practice  to  surgery. 
He  gave  me  an  excellent  view  of  the  city  and  somewhat  of 
an  intimate  insight  into  the  folks  who  live  there.  I  was 
delighted  with  everything  but  the  awful  hardness  of  their 
water.  We  South  Carolinians  should  appreciate  our  pure, 
soft  water,  for  hard  water  is  an  every-minute  handicap 
and  annoyance 

Receiving  certification  from  the  American  Urological 
Board  of  Examinations  is  still  very  prominent  in  the  minds 
of  many  men  who  confine  their  practice  to  this  specialty. 
The  Examining  Board  will  continue  to  be  very  busy  for 
several  years  to  come. 

The  high-light  of  the  scientific  meeting  was  the  problem 
of  urinary-tract  infections.  We  had  a  symposium  on 
pyelonephritis  and  a  special  paper  from  Dr.  Braasch  on  this 
subject.  There  was  another  symposium  on  the  infected 
prostate.  Hydronephrosis,  and  renal  tumors  received  much 
discussion. 

To  summarize,  I  would  say  that  great  emphasis  was  laid 


on  the  importance  of  thorough  bacteriological  studies  in 
urinary-tract  infections.  We  must  know  accurately  the 
source  and  causative  germ  to  accurately  and  scientifically 
direct  our  treatment.  For  example,  the  cocci  group  will 
often  respond  to  neosalvarsan  and  the  bacilliary  group  are 
he'ped  or  cured  with  mandelic  acid. 

Sulfanilamide  received  a  great  deal  of  comment.  It 
apparently  will  prove  to  be  a  valuable  drug  with  which  to 
fight  urinary  sepsis.  It  is  worthy  of  note  that  Dr.  Hugh 
Wyman.  of  this  city,  had  been  using  sulfanilamide  for  over 
two  months  before  Dr.  Colston  came  out  in  Time  with  his 
comments.  Dr.  Wyman  had  about  arrived  at  some  definite 
conclusions,  having  used  the  drug  on  some  fifty-odd  pa- 
tknts  and  was  preparing  to  report  his  impressions  at  just 
about  the  time  Dr.  Colston  published  his  results.  Our 
ccnclusions,  however,  very  accurately  parallel  the  opinion 
of  others  who  have  used  the  drug.  We  feel  large  doses 
should  be  pushed  for  the  first  week  and  then  continued 
with  smaller  doses  for  the  following  week,  then  two  more 
weeks  of  only  four  tablets  a  day.  We  have  had  a  number 
of  mild  to  moderate  reactions.  All  should  be  told  that  they 
will  feel  let-down  and  much  below  par.  Some  will  have 
skin  reactions  and  fever.  One  patient  had  a  rather  severe 
but  only  temporary  jaundice.  I  believe  twelve  tablets  for 
the  first  four  days,  then  ten  tablets  for  four  days  followed 
with  eight  a  day  for  a  week  and  continuing  with  four  a 
day  until  a  month  is  completed,  is  a  safe  dose  regimen 
to  follow.  Of  course  the  patient  and  his  urine  should  be 
examined  daily  and  the  drug  stopped  temporarily  if  fever 
or  a  skin  rash  or  jaundice  occur.  The  hemoglobin  should 
also  be  recorded  every  few  days. 

Drainage  in  the  face  of  urinary  tract  infections  was 
stressed  by  Dr.  Hunner.  I  am  proud  that  I  read  a  paper 
to  our  State  Association  several  years  ago  on  the  subject 
c"  the  importance  of  drainage  of  infections. 

Any  urinary  tract  sepsis  is  evidenced  by  pus  in  the  urine, 
requires  a  complete  urinary  tract  study  with  the  x-ray  and 
csstoscope.  I  have  a  patient  in  the  hospital  this  minute, 
whose  kidney  I  had  to  remove  last  week,  who  has  had  pus 
in  her  urine  for  years.  She  has  even  been  cystoscoped  but 
no  x-ray  was  taken  until  I  examined  her  and  found  a  large 
staghorn  calculus  completely  filling  the  kidney  pelvis  and 
calyces  accompanied  by  such  a  total  and  long  standing 
impairment  of  the  kidney  function,  that  it  was  necessary 
tj  remove  that  kidney. 

I  fear  that  if  the  use  of  sulfanilamide  prevents  complete 
urological  studies  it  will  do  more  harm  than  good. 

—MARION  H.  WYMAN,  MB. 


-S.    M     it   8.- 


Tobacco  Ash 
(A.  W.  Dumas,  sr.,  Natchez,  in  Jl.  Nat'l.  Med.  Assn., 
Aug.) 
Employees  of  tobacco  factories  are  entirely  free  from 
any  of  the  diseases  due  to  ringworm.  Experiments  made 
thus  far  in  the  treatment  of  ringworm,  pruritus  ani,  ath- 
lete's feet  and  superficial  ulcerations  have  proven  so  satis- 
factory that  I  call  attention  to  this  hitherto  unknown  ther- 
apeutic agent.  I  have  used  this  in  chancroidal  ulcers  with 
astonishingly  good  results.  The  ash  is  desiccant,  stimulant 
and  antiseptic.  As  an  ointment — 2  drams  of  ash  to  1  oz. 
of  lanolin — it  allays  the  severest  itching  almost  immediately. 
In  a  very  severe  case  of  ringworm  1  application  controlled 
the  itching  at  once,  and  a  2nd  and  3rd  application  cured 
the  long-standing  ringworm  completely. 


Cuts  and  Bruises  About  Eyelids — Before  swelling  use 
cold,  compresses  frequently  renewed;  afterward,  hot  com- 
presses and  gentle  massage. 
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Medical  Society  of  the  State  of  North  Carolina 


Following  the  address  of  Senator  J.  Hamilton 
Lewis  to  the  House  of  Delegates  of  the  A.  M.  A.  at 
the  Atlantic  City  meeting,  a  number  of  State  so- 
cieties have  adopted  resolutions  protesting  against 
the  socialization  of  the  medical  profession  threat- 
ened in  it.  These  were  sent  to  other  State  societies 
as  well  as  to  the  officials  of  the  A.  M.  A.  and  their 
Senators  and  Representatives  in  Congress.  Our 
own  State  Executive  Committee  met  in  Raleigh  on 
the  hottest  day  of  the  year — July  13th — and  adopt- 
ed a  modification  of  the  resolution  adopted  by  the 
Florida  society.  Copies  of  it  have  been  sent  to  the 
secretaries  of  the  various  county  societies  in  the 
State,  but  it  will  not  be  amiss  to  reproduce  it  here: 

Whereas,  the  reports  from  the  House  of  Delegates  of  the 
American  Medical  Association  at  Atlantic  City,  June  7th 
to  10th,  1937,  indicate  that  a  plan  is  being  contemplated 
by  the  Federal,  Executive,  Administrative  and  Congres- 
sional authorities  to  place  the  practice  of  medicine  in  the 
United  States  as  it  involves  the  medical  care  of  indigent 
persons,  under  Federal  Government  control,  and 

Whereas,  the  Executive  Committee  representing  the  Med- 
ical Society  of  the  State  of  North  Carolina  hereby  affirms 
its  willingness  to  co-operate  at  all  times  with  the  proper 
authorities  in  order  to  secure  adequate  medical  care  for  all 
indigent  persons,  yet  at  the  same  time  is  convinced  that 
such  care  is  distinctly  a  State  and  County  responsibility 
and  is  properly  a  function  of  the  local  governmental  unit 
and  local  medical  profession,  and 

Whereas,  Federal  supervision  of  the  medical  care  of  the 
indigent  without  local  control  by  the  component  medical 
units  of  the  various  State  Medical  Societies  will  destroy 
those  principles  which  maintain  for  the  public  the  highest 
quality  of  medical  service  and  the  possibility  of  improve- 
ment in  this  service. 

Therefore,  be  it   resolved,   that   the   Medical    Society   of 


the  State  of  North  Carolina,  in  justice  to  the  medical  pro- 
fession of  the  State,  hereby  records  its  unequivocal  opposi- 
tion to  any  plan  that  involves  Federal  supervision  and 
control  of  medical  practice  in  the  United  States.  Yet  while 
feeling  that  the  care  of  the  indigent  and  other  social  aspects 
of  medical  practice  are  community  problems  they  stand 
ready  and  willing  through  their  constituted  authority  to 
furnish  any  statistics  and  aid  in  the  solution  of  this  prob- 
lem. 

Be  it  further  resolved,  that  a  copy  of  these  resolutions 
be  forwarded  to  the  secretaries  of  all  State  medical  associa- 
tions with  the  recommendation  that  similar  resolutions  be 
adopt  by  such  associations,  and 

Be  it  further  resolved,  that  copies  of  these  resolutions  be 
forwarded  to  all  of  our  congressional  representatives  in 
Washington. 

The  sudden  and  untimely  death  of  Dr.  Coite 
Sherrill  left  two  vacancies  to  be  filled,  since  he  was 
chairman  of  the  committee  on  Post-graduate  Course 
and  also  chairman  of  the  Section  on  Practice  of 
Medicine.  Dr.  J.  R.  Paddison,  of  Kernersville,  has 
been  made  chairman  of  the  Section  on  Practice. 
Dr.  Paul  Ringer,  of  Asheville,  is  now  chairman  of 
the  Committee  on  Post-graduate  Course,  and  Dr. 
R.  H.  Hardin,  of  Banner  Elk,  has  been  added  to  it. 
Dr.  J.  W.  Vernon,  of  Morganton,  is  the  other  mem- 
ber of  the  committee.  Both  Drs.  Hardin  and  Ver- 
non have  served  on  this  committee  from  its  begin- 
ning, and  with  Dr.  Ringer  should  make  an  excellent 
combination. 

Dr.  Frank  C.  Smith,  of  Charlotte,  after  rendering 
excellent  service  on  the  Industrial  Commission  Ad- 
visory Committee,  has  resigned,  and  Dr.  W.  G. 
Suiter,  of  Weldon,  has  been  appointed  in  his  place. 
— WINGATE  M.  JOHNSON. 
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home  by  the  author. 


(Once) Pink  Whiskers  At  Atlantic  City 

Much  has  been  said  and  written  about  the  ap- 
pearance and  speech  of  Senator  James  Hamilton 
Lewis  at  the  recent  meeting  of  the  American  Med- 
ical Association.  It  seems  that  there  was  a  tremen- 
dous flurry  in  the  dove  cot;  but  that  this  has  sub- 
sided is  evidenced  by  the  less  and  less  apprehensive 
expressions  of  various  medical  editors.  The  editor 
of  at  least  one  State  medical  journal,  in  the  issue 
for  July,  calls  the  cause  of  the  flurry  "a  staunch 
friend  of  organized  medicine." 

The  first  news  was  disquieting,  for  it  was  that 
the  Senator  had  told  the  delegates  that,  hence- 
forth, it  would  be:  Call  me  not  Patient,  but  call 
me  Citizen,  for  the  Almighty  Federal  Government 
hath  taken  over  the  practice  of  medicine — lock, 
stock  and  barrel. 

It  turns  out,  though,  that  the  Senator  was  speak- 
ing for  nobody  but  himself,  so  it  is  in  order  to 
inquire,  Who  is  Senator  James  Hamilton  Lewis?, 
what  manner  of  man  is  he?  Certainly  he  is  not  a 
senator  conspicuous  for  ability,  influence  or  mod- 
esty for  the  only  things  we  could  call  to  mind 
about  him  were  that  he  is  called  Jim  Ham,  has  (or 
had)  pink  whiskers  and  is  proud  of  them,  wears 
loud  clothes,  and  that  Speaker  Thomas  B.  (Czar) 
Reed  once  described  him  as  "A  garrulous  rainbow." 
Since  then  we  have  obtained1  additional  informa- 
tion in  keeping.  One  item  is  that  in  a  most  out- 
landish riding  habit,  on  a  charger,  he  danced 
through  the  streets  of  Seattle  every  afternoon  bow- 
ing to  all  he  met  "and  so  he  established  his  law 
practice."  Another,  that  he  became  a  national 
figure  merely  because  of  the  violence  of  his  color- 
ing. After  being  granted  an  interview  by  Clemen- 
ceau  during  the  World  War,  he  gave  a  statement 
to  the  papers  which  brought  forth  the  comment 
from  The  Tiger  that  he  could  not  be  held  respon- 
sible for  statements  of  "well-intentioned  visitors 
more  or  less  familiar  with  the  nuances  of  the  French 
language." 

The  New  York  Times,  in  an  editorial  captioned 
"Hark,  Hark,  the  Lark,"  said  his  speeches  would 
sound  as  well  if  read  backward. 

We  must  return  to  our  first  source,  though,  for 
the  most  revealing  information,  which  is  that  "he 
is  always  worrying  about  something;"  that  he 
thought  and  said  there  was  constant  and  imminent 
danger  that  Russia  would  grab  Alaska,  that  Japan 
was  after  the  Philippines,  that  France  and  Ger- 
many wanted  Mexico,  that  in  four  years  from  1920 
Germany,  Russia,  England  and  Japan  would  be 
shooting  at  us  from  every  side. 

Here  we  have  abundant  explanation  of  the  Sen- 
ator's wish  to  appear  before  the  House  of  Dele- 
gates.    His  whiskers  have  about  lost  their  pink- 
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ness,  and  so  lost  their  owner  his  claim  to  fame, 
or,  what  passes  for  it,  newspaper  headlines;  and 
he  had  found  another  thing  to  worry  about.  Here 
was  a  grand  opportunity  to  see  his  name  in  print 
again.  There's  no  more  evidence,  or  reason  to  be- 
lieve, that  the  President  sent  Jim  Ham  to  Atlantic 
City,  or  that  he  spoke  the  President's  thoughts, 
than  that  he  was  sent  by  and  that  he  spoke  for  the 
King  of  England.  Indeed,  there's  mighty  little 
substance  in  his  speech.  It's  a  remarkable  odd-lot 
of  childish  fears,  allegory,  reckless  prophecy  and 
plain  nonsense,  punctuated  with  syrupy  "dears." 
The  speech  of  the  North  Carolinian  which  occa- 
sioned the  use  of  buncombe  (shortened  to  bunk) 
as  a  common,  a  very  common,  noun  has  now  a 
fellow. 

After  inviting  himself  to  the  party  and  fixing 
his  own  day  and  hour,  the  Senator  kept  nearly  200 
Delegates  waiting  half  an  hour,  and  then,  with  no 
word  of  apology,  launched  into  an  unprepared  ha- 
rangue. Likely,  he  never  heard  of  the  Sheridan 
who  said  that  "easy  writing  makes  damned  hard 
reading."  The  abundance  of  "I's,"  "dear  friends," 
"dear  doctors"  and  "dear  gentlemen,"  suggested 
Elspeth  Macfadyen's  comment  on  the  sermon  of  an 
evangelist  come  to  Drumtochty:  .  .  .  "Fu'  o'  self- 
conceit.  Did  ye  hear  hoo  often  he  said  T?'  A'  got 
as  far  as  saxty-three,  and  then  a'  lost  count.     But 

a'  keepit  'dear;'  it  cam  tae  the  hundred  neat 

Gruel,  Netherton,  juist  gruel,  and  eneuch  tae 
scunner  ye  wi'  sugar." 

Says  the  Senator: 

"I  am  a  lawyer.  I  must  be  admitted  to  my  State  bar; 
I  must  be  admitted  to  the  county  bar,  but  I  must  be  ad- 
mitted to  the  United  States  federal  courts  before  I  can  rise 
in  a  federal  court  to  seek  in  behalf  of  my  client  his  rights 
under  the  federal  law." 

"You  are  going  to  have  a  certain  set  of  individuals, 
thoughtless  from  my  point  of  view,  meaning  nothing  un- 
kindly to  them,  who  are  shortly  going  to  demand  of  you 
that  there  be  a  system  of  examination  and  application  by 
the  federal  government  on  every  doctor  of  America  and  to 
prove  his  right  to  be  admitted  to  practice  under  the  federal 
law  in  addition  to  that  which  he  is  now  enjoying  under  his 
local  acts." 

The  Senator  would  have  us  believe  that  a  lawyer 
must  pass  a  searching  examination,  far  more  diffi- 
cult than  that  admitting  to  practice  in  State  courts, 
before  he  "can  rise  in  a  federal  court."  There  is 
no  word  of  truth  in  it.  Having  been  licensed  to 
practice  in  the  courts  of  a  State,  the  matter  of 
admission  to  practice  in  a  federal  court  is  a  mere 
formality  involving  no  examination  whatsoever. 
And  on  this  false  statement  is  based  the  argument 
that  every  doctor  in  America  is  going  to  be  re- 
quired to  pass  an  examination  at  the  hands  of  the 
Federal  government  before  he  can  practice  med- 
icine! Such  reasoning,  it  is  to  be  hoped,  is  more 
prevalent  in  the  wards  of  Saint  Elizabeth's  than 
in  the  Senate  chamber. 


And  he  wants  to  know,  "What  is  to  be  done 
about  it?"  The  answer  to  the  Senator  is:  Noth- 
ing is  to  be  done  about  anything  on  your  state- 
ment. 

The  Senator  told  the  Delegates: 

"I  say  I  want  that  poor,  that  afflicted,  that  suddenly 
injured,  having  no  funds,  unable  to  make  his  private  indi- 
vidual contract,  to  have  the  right  to  summon  any  doctor 
all  around  him,  however  high,  however  elevated,  without 
regard  to  what  his  elevation  is,  the  quickest,  the  nearest  to 
him  for  service;  that  doctor  at  once  turns  to  the  obedience 
of  the  demand,  to  the  obedience  of  the  need,  and  this  pa- 
tient is  taken  charge  of  at  once  as  if  he  had  been  employed 
by  a  paying  patient.  He  promptly  sees  the  need  of  this 
patient  for  hospital,  and  to  the  extent  that  the  patient  needs 
the  hospital  this  doctor  has  a  right  by  virtue  of  the  fact 
that  he  is  now  a  federal  auxiliary  to  step  into  any  hospital 
of  any  kind  at  once  and  have  this  person  attended  accord- 
ing to  the  need  as  the  doctor  sees  it." 

Really,  that  is  just  what  he  said.  So  far  as  it 
means  anything  it  means  that  the  Senator  wants  to 
compel  doctors  to  do  what  they  are  already  doing, 
have  always  been  doing,  of  their  own  free  will — 
with  the  exception  of  the  absurdity  of  stepping 
"into  any  hospital  of  any  kind  at  once" — a  thing 
that  will  not  be  done  until  there  is  no  longer  such  a, 
thing  as  private  property  or  reason  in  these  United 
States. 

The  Senator  goes  on  to  say  that  the  doctor  is  to 
be  paid  for  his  services.  As  this  was  being  written 
there  appeared  in  the  papers  a  statement  that  the 
Senator  had  introduced  in  the  Senate  a  bill  pro- 
viding for  these  things.  Shorn  of  a  lot  of  its  ab- 
surd features,  maybe  it  would  be  all  right:  but  this 
journal  mistrusts  any  and  all  regulation  from  Wash- 
ington of  the  practice  of  medicine,  even — perhaps 
especially — when  the  would-be  regulator  comes 
bearing  gifts.  It  could  put  no  confidence  in  th? 
mental  output  of  Jim  Ham  even  if  he  had  never 
declared  "there  is  no  longer  any  need  of  a  State 
government,"  nor  been  counsel  for  "a  group  of 
crystal-gazing  American  investors  who  put  their 
money  in  a  Trans-Siberian  Railway  which  prepared 
to  tunnel  the  Bering  Straits  and  run  through  trains 
from  New  York  to  Paris."2 

Argumcntum  ad  hominem?  Surely,  and  entirely 
properly  against  an  argumentum  ad  ignorantiam. 

It  is  significant  that  senator  and  senility  have 
the  same  derivation;  but  Jim  Ham  seems  always 
to  have  been  that  way. 

1.     The  Outlook,  July  30th,  1930. 


Why  do  Some  Children  Get  on  Poorly  in 
School? 

The  relationship  between  physical  defects  and 
school  progress  is  a  subject  of  great  importance, 
first  to  the  students,  then  to  parents,  taxpayers 
and  society  in  general.  That  there  is  a  direct  ratio 
between  these  two  has  been  widely  proclaimed:   if 
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valid  proof  has  been  adduced,  we  have  not  seen  it. 

In  this  issue  is  carried  a  study  which  represents 
a  step  in  the  right  direction.  Dr.  Lewis'  figures 
are  instructive,  but,  evidently,  he  does  not  regard 
them  as  conclusive. 

Only  one  part  of  the  tale  is  told.  Information 
is  needed  as  to  the  prevalence  of  defects  and  dis- 
orders among  those  who  are  promoted  regularly. 

Dr.  Lewis'  figures  tell  us  that,  of  828  repeaters, 
he  found  591  with,  and  227  without,  defects. 

Seeing  nutritional,  dental,  tonsillar  and  nasal  de- 
fects and  disease  conditions,  and  unhygyienic  con- 
dition of  the  mouth  in  the  list,  it  seems  that  227 
without  defects  is  an  excellent  showing. 

Most  everybody  has  a  dirty  mouth,  and  the  vast 
majority  of  humans  have  dental  defects.  Some 
time  ago  we  asked  a  gentleman  who  served  12  years 
as  dentist  to  a  good  city's  public  schools  how  many 
of  the  children  he  examined  in  that  time  had  no 
dental  defects,  and  his  prompt  answer  was,  "not 
more  than  25." 

To  know  normal  from  diseased  tonsils  is  impossi- 
ble in  the  vast  majority  of  cases.  A  teacher  of 
laryngology  in  a  great  university  has  said  that  all 
tonsils  are  diseased  and  should  be  removed.  Fol- 
lowing removal  of  a  good  many  tonsils  which  seem 
to  require  removal,  the  expected  improvement  does 
not  manifest  itself:  after  taking  out  tonsils  that 
look  disappointingly  innocent  many  a  child  shows 
astonishing  improvement. 

It's  a  complicated  problem.  Dr.  Isaac  Welling- 
ton Faison  would  have  suggested  taking  a  good 
look  at  the  parents  before  assigning  a  cause  for  poor 
school  progress. 

From  his  excellent  beginning  we  look  to  Dr. 
Lewis  to  go  far  enough  into  this  subject  to  supply 
information,  so  far  sadly  lacking,  which  will  serve 
as  a  sound  basis  for  reasoning  on  why  some  chil- 
dren get  on  better  than  others  in  school,  and  what, 
if  anything,  is  to  be  done  about  it. 


Doctor  J.  P.  Matheson 

On  the  5th  of  this  month,  while  returning  home 
from  Myrtle  Beach,  Dr.  Matheson  was  killed  when 
his  car  got  out  of  control  of  the  chauffeur,  left  the 
road  on  a  curve  and  crashed  into  a  tree.  For  sev- 
eral years,  not  being  in  robust  health,  he  had  spent 
much  of  each  summer  at  the  South  Carolina  resort. 
Lately  he  had  appeared  and  expressed  himself  as 
feeling  much  improved  in  health,  and  his  multitude 
of  friends  and  patients  were  entertaining  high 
hopes  that  he  would  soon  be  able  to  resume  the 
many  activities  of  his  former  busy  life.  Then, 
when  our  hopes  were  highest,  were  they  shattered 
by  this  appalling  news. 

James  Pleasant  Matheson  was  born  at  Taylors- 
ville   in    1878   and   schooled   at    Davidson   College 


and  the  University  of  Maryland  Medical  School. 
After  a  short  period  of  practice  at  Belmont,  he 
came  to  Charlotte  where  Dr.  Charles  A.  Meisen- 
heimer  shared  office  space  with  him.  Dr.  Matheson 
never  ceased  to  feel  grateful  for  the  kindnesses 
shown  him  by  Dr.  Meisenheimer.  He  spoke  often 
of  them  in  private  conversations,  and  unusually 
feelingly  in  the  course  of  a  tribute  he  paid  Dr. 
Charles'  son,  Dr.  Thomas  Meisenheimer,  in  the 
1935  In  Memoriam  service  of  the  Tri-State  Med- 
ical Association. 

After  a  few  years  in  general  practice  Dr.  Mathe- 
son pursued  a  course  of  study  in  Vienna  to  fit  him- 
self for  practice  in  the  specialty  of  diseases  of  the 
eye,  ear,  nose  and  throat.  Soon  after  his  return 
he  became  associated  with  Dr.  E.  Reid  Russell, 
and  when  Dr.  Russell,  soon  afterward,  moved  to 
Asheville  because  of  health  considerations,  Dr. 
Matheson  conducted  the  practice  alone  until  1917 
when  a  partnership  was  entered  into  with  Dr.  C.  N. 
Peeler,  and  these  two,  in  1920,  established  the  Char- 
lotte Eye,  Ear  and  Throat  Hospital.  Since  then, 
as  the  work  expanded,  other  specialists  have  been 
added  to  the  staff,  always  with  the  end  in  view  of 
providing  health  care  in  this  line  of  the  very  high- 
est order. 

Dr.  Matheson  held  membership  in  the  County, 
State,  Tri-State,  Southern  and  American  Medical 
Associations,  in  the  Laryngological,  Rhinological 
and  Otological  Society,  and  the  American  Medical 
Association  of  Vienna.  He  was  a  Trustee  of  Da- 
vidson College,  a  Fellow  of  the  American  College  of 
Surgeons,  a  member  of  the  Academy  of  Ophthal- 
mology and  Oto-Laryngology,  a  member  of  Beta 
Theta  Pi,  Phi  Beta  Kappa  and  Omicron  Delta 
Kappa;  and  of  the  Forty-and-Eight,  honorary  or- 
ganization of  the  American  Legion.  Some  years 
ago  Davidson  College  awarded  the  LL.D  degree 
to  her  distinguished  alumnus. 

He  was  the  originator  of  the  idea  and  the  prime 
mover  in  the  building  of  the  eight-story  Profes- 
sional Building  and  the  Mayfair  Hotel,  and  one 
among  the  first  in  the  Hotel  Charlotte  and  the  In- 
dependence Building. 

In  the  last  few  years  he  had  developed  a  delight- 
ful country  place  just  outside  Charlotte  and  stock- 
ed its  artificial  lake  with  waterfowl  from  all  parts 
of  the  world;  and  at  the  time  of  his  death  he  was 
busy  with  a  more  extensive  development  near  Myr- 
tle Beach. 

Dr.  Matheson  was  a  man  of  good  business  judg- 
ment and  great  executive  ability;  but  his  activities 
outside  his  profession  were  never  allowed  to  take 
precedence  over  his  life  work.  First  of  all,  even 
to  the  last,  he  was  a  doctor  and  a  humanitarian ; 
indeed,  the  former  implies  the  latter.  His  charities 
were  many  and  well  thought  out,  and  there  was  in 
them  no  ostentation.     He  held  it  to  be  better  to 
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allow  a  person  in  very  poor  circumstances  to  pay  a 
dollar  or  two  for  an  operation,  and  then  to  encour- 
age the  patient  or  the  parent  to  feel  that  everything 
had  been  paid  that  should  have  been  paid  under 
the  circumstances,  and  that  nothing  more  was  due 
him.  "In  that  way,"  he  would  say,  "they  keep 
their  self-respect." 

Dr.  Matheson  ranks  among  the  great  of  his  gen- 
eration in  making  available  to  his  people  the  best 
of  health  care  in  his  specialty  and  his  example  and 
leadership  were  a  constant  stimulation  to  those  in 
other  fields  of  medicine  and  surgery. 

A  busy  brain  has  ceased  its  work.  A  warm, 
sympathetic,  generous  heart  is  cold  and  still.  A 
good  and  great  doctor-man  is  gone  from  among  us. 

He  was  a  bulwark  of  strength  to  this  journal 
and — 

"He  was  my   friend,  faithful  and  just  to  me." 


Doctor  Claude  A.  Boseman 

With  the  issue  of  this  journal  for  January,  1935, 
Dr.  E.  M.  Poate,  of  Southern  Pines,  began  the  edi- 
torship of  a  new  Department  of  Clinical  Psychiatry 
and  Forensic  Medicine.1  A  few  days  before  the 
opening  of  the  month  of  February  copy  for  his  de- 
partment in  the  issue  for  that  month  came  in.  On 
the  last  day  of  January  Dr.  Poate  died. 

In  September,  1936,  Dr.  C.  A.  Boseman  suc- 
ceeded Dr.  Poate  in  the  editorship  of  the  Depart- 
ment of  Clinical  Psychiatry,  and  each  month  since 
there  has  come  from  him  and  been  passed  on  to 
our  readers  instruction  of  the  greatest  helpfulness 
in  our  daily  ministrations. 

In  the  meeting  of  the  Tri-State  Medical  Associa- 
tion held  within  three  weeks  of  his  death,  I  said  I 
believed  the  last  words  Dr.  Poate  wrote,  he  wrote 
and  sent  to  me  along  with  his  contribution  for  the 
issue  of  the  journal  which  came  out  a  fortnight 
after  his  death. 

By  a  series  of  strange  coincidences,  the  good 
doctor  who  came  to  near-by  Pinebluff  a  good  many 
months  after  Dr.  Poate's  death  and  took  up  Dr. 
Poate's  pen,  sent  me  his  contribution  for  the  present 
issue  of  the  journal  just  two  days  before  his  death. 

From  such  coincidences  do  the  superstitious 
gather  materials  for  their  own  mystification  and 
marveling.  Dr.  Poate  and  Dr.  Boseman  would 
have  been  among  the  last  to  attribute  any  signifi- 
cance to  these  two  happenings;  but  would  be  dis- 
posed to  use  them  to  point  out  how  occurrences 
which  could  have  no  cause  in  common,  may  be  so 
related  as  to  impose  on  the  naturally  over-credu- 
lous. 

Dr.  Boseman  was  only  forty-three  years  old. 
Born  at  Enfield,  he  was  graduated,  Bachelor  o.r 
Arts,  from  the  University  of  North  Carolina,  where 
he  won  the  Phi  Beta  Kappa  key. 

After   a   few  years   of   teaching   in    the   Enfield 


High  School,  he  returned  to  the  University  for  two 
years  of  medicine,  transferred  to  the  University  of 
Pennsylvania,  where  he  received  his  degree  of  Doc- 
tor of  Medicine.  He  was  a  member  of  Phi  Chi 
medical  fraternity.  During  the  war,  he  served  as 
a  Lieutenant  of  Artillery.  He  interned  at  Chestnut 
Hill  Hospital,  Philadelphia,  and  later  served  at 
Ward's  Island  Psychiatric  Hospital  and  at  Gallin- 
ger  Hospital,  Washington,  and  still  later,  on  the 
staff  of  the  Spring  Grove  Hospital,  at  Catonsville. 
in  Maryland.  He  and  Dr.  Malcolm  Kemp,  in 
January,  1936,  established  near  Pinehurst  the  Pine- 
bluff  Sanitarium,  an  institution  which  has  gained 
rapidly  the  esteem  of  the  profession  in  the  State, 
and  beyond  its  borders. 

He  is  survived  by  his  mother,  Mrs.  Bessie  Gun- 
ter  Boseman,  of  Enfield;  two  sisters,  Mrs.  John 
Sherrod,  of  Enfield,  and  Mrs.  Charles  Loughlin,  of 
Charleston;  two  brothers,  Dr.  Edgar  Boseman,  of 
New  York  City,  and  Andrew  Gunter  Boseman,  of 
Enfield. 


1.  l>r.  Poate  had  a  degree  in  Lav 


veil  as  in  Medicine. 


NEWS 


The  Buncombe  County  Medical  Society,  Asheville, 
July  5th,  Pres.  Huffines  in  the  chair,  44  members  present. 

Visitors  attending  the  Tuberculosis  Seminar  were  intro- 
duced by  Dr.  Schaffle.  Dr.  Grantham  introduced  Dr.  Du- 
val of  Covington,  Kentucky. 

The  guest  speaker  for  the  evening  was  introduced  by  Dr. 
H.  S.  Clark.  Dr.  Lloyd  W.  Ketron,  Associate  Professor  of 
Dermatology  in  John  Hopkins  Medical  School,  then  spoke 
on  Tuberculosis  of  the  Skin:  1)  Tuberculides,  2)  Lupus, 
and  i)  Sarcoids.  In  the  tuberculides  the  organism  is  rarely 
found ;  it  may  be  exogenous  or  endogenous  in  origin ;  most 
from  external  sources.  In  contrast.  Lupus  is  of  tubercle 
origin.  It  is  resistant  to  therapy  and  spreads  slowly.  The 
etiologic  agent  in  Sarcoids  is  doubted,  but  by  many  it  is 
believed  to  be  the  tubercle  bacillus.  Tuberculosis  of  the 
skin  is  rarely  seen  in  the  white  race  in  contrast  to  its  fre- 
quency in  the  Negro.  High  concentrations  of  tuberculin 
solutions  are  often  required  to  obtain  a  positive  tuberculin 
reaction  in  skin  tests  in  some  cases  of  skin  tuberculosis.  Dr. 
Ketron  showed  many  slides  of  the  condition  in  the  gross 
as  well  as  histologic  sections  of  the  infected  skin.  Discus- 
sion by  Drs.  Whitehead,  B.  0.  Edwards,  Ringer,  Schaffle, 
Matros  and  C.  H.  Cocke. 

In  closing,  Dr.  Ketron  mentioned  that  the  Tuberculide 
tends  to  heal  spontaneously;  Lupus  is  treated  successfully 
in  Europe  with  a  salt-free  diet ;  in  the  Sarcoid  type,  sur- 
gery with  electro-desiccation  may  be  tried,  but  metastasis 
must  be  kept  in  mind  and  searched  for  in  each  case. 


Buncombe  County  Medical  Society,  Asheville,  July  19, 
President  Huffines  in  the  chair,  40  members  present. 

Dr.  John  Dougherty  introduced  Dr.  Cooley  of  New  York. 
Dr.  Huffines  then  introduced  Dr.  Clark,  who  read  a  paper 
on  The  Management  of  the  Commoner  Rectal  Diseases. 
Dr.  Clark  believes  that  80%  of  people  past  the  age  of  40 
are  suffering  from  some  rectal  disorder,  much  of  this  the 
result  of  indifference  on  the  part  of  the  physician,  which 
allows  the  various  cults  to  pray  upon  the  public  as  rectal 
specialists. 

Dr.  Elias  presented  the  case  of  a  6-year-old  boy  who  had 
been   in   the   hospital   several   times   for  a  complication   of 
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pneumonia.  The  child  was  given  a  transfusion  and  a  few 
days  later  his  t.  rose  to  104  on  alternate  days,  and  the 
blood  showed  malaria  Plasmodium.  The  donor  who  had 
recently  been  to  Florida  had  malaria  without  symptoms. 
Further  discussion  by  Drs.  Colby  and  Sumner. 

Dr.  Schaffle  read  a  detailed  report  of  the  Seminar.  It 
was  moved,  seconded  and  passed  that  a  committee  be 
appointed  to  review  the  report  and  give  their  findings  at  the 
next  meeting. 

Dr.  Huffines  then  read  a  set  of  resolutions  passed  by  the 
executive  committee  of  the  Medical  Society  of  the  State  of 
North  Carolina.  These  resolutions  are  appended.  After 
much  discussion,  it  was  finally  decided  by  vote  that  a 
committee  be  appointed  to  study  these  resolutions  and  report 
later. 


The  Catawba  Valley  Medical  Society  held  its  July 
meeting  at  the  Lincoln  Lithia  Inn,  near  Lincolnton,  on  the 
evening  of  July  13th  at  6:30.  Supper  was  served  to  all 
members  and  guests,  followed  by  the  program: 

North  Carolina  Hypnotic  Laws  and  Barbiturate  Legis- 
lation, by  Mr.  P.  J.  Suttlemyre,  Hickory,  president  of  the 
North  Carolina  Pharmaceutical  Association. 

Congenital  Atresia  of  the  Nose,  by  Dr.  J.  S.  Norman, 
Hickory. 

Treatment  of  Sciatica  by  the  Injection  of  Novocain  and 
Normal  Sodium  Chloride  Solution  into  the  Caudal  Canal, 
by  Dr.  A.  M.  Cornwell,  Lincolnton. 

A  discussion  on  the  new  Section  on  General  Practice  of 
the  N.  C.  State  Medical  Society,  formed  at  the  last  State 
meeting,  was  given  by  its  first  chairman,  Dr.  Walter  J. 
Lackey,  Fallston. 

Address  by  Dr.  Ben  Kendall,  Shelby,  new  Councilor  Sev- 
enth Medical  District. 

H.  W.  Griffin,  M.D.,  President,  Hickory. 

L.  A.  Crowell,  jr.,  M.D.,  Sec.-Treas.,  Lincolnton. 


Cabarrus  County  General  Hospital  has  entered  on  its 
usefulness  with  Dr.  R.  M.  King  of  Concord,  chief-of-staff, 
A  D.  Kincaid,  superintendent,  Miss  Louise  Harkey,  super- 
intendent of  nurses. 

Charles  A.  Cannon  is  chairman  of  the  hospital's  executive 
committee,  which  is  composed  of  W.  W.  Flowe,  vice  chair- 
man; G.  A.  Batte,  jr.,  secretary;  Joe  D.  Glass,  Zeb  B. 
Bradford,  G.  F.  McAllister  and  f.  N.  Spencer. 


The  Southern  Tuberculosis  Conference  and  the 
Southern  Sanatorium  Association  will  hold  a  meeting  at 
the  John  Marshall  Hotel,  Richmond,  Virginia,  September 
29th-October  1st  next. 

Conference  officers  are:  president,  Edward  J.  Murray, 
M.D.,  Lexington,  Kentucky;  vice  president,  Mrs.  W.  J. 
Harrell,  Memphis;  secretarv-treasurer,  J.  P.  Kranz,  Nash- 
ville. 

Association  officers:  president,  J.  Donnelly,  M.D.,  Char- 
lotte; secretary,  Paul  A.  Turner,  M.D.,  Louisville. 

Conference  Governing  Board:  Paul  H.  Ringer,  M.D., 
Asheville;  W.  Atmar  Smith,  M.D.,  Charleston,  and  the 
officers  of  the  conference. 


The  Health  Bulletin  of  the  North  Carolina  State  Board 
o)  Health  fur  July  carries  on  its  front  page  a  splendid  like- 
ness of  Dr.  L.  B.  McBrayer,  who  recently  retired  on  account 
of  poor  health  from  the  secretaryship  of  the  Medical  So- 
ciety of  the  State  of  North  Carolina,  after  service  of  twenty- 
one  years.  From  1914  until  1923  Dr.  McBrayer  was  also 
superintendent  of  the  State  Tuberculosis  Sanatorium. 
The  Health  Bulletin  pays  a  high  tribute  to  Dr.  McBrayer. 


Dr.  A.  R.  Shands,  jr.,  of  the  Duke  University  School  of 
Medicine,  is  to  be  the  Medical  Director  of  the  Nemours 
Foundation  for  Crippled  Children,  established  by  the  will 
of  Alfred  I.  du  Pont. 
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Dr.  Z.  L.  Lewis,  who  is  employed  by  the  State  Board  of 
Health,  has  been  elected  district  health  physician  for  Tyr- 
rell, Hyde  and  Washington  Counties.  His  headquarters  will 
probably  be  established  in  Plymouth. 


Dr.  M.  A.  Griffin,  of  Asheville,  was  a  speaker  at  the 
University  of  North  Carolina's  third  Conference  on  Con- 
servation of  Marriage  held  in  July. 


Dr.  William  A.  Graham,  formerly  of  Edenton,  is  now 
located  in  Durham,  offices  in  the  Depositors  National  Bank 
Building,  specializing  in  Obstetrics  and  Gynecology. 


Dr.  William  deB.  MacNider,  Dean  of  the  School  of 
Medicine  of  the  University  of  North  Carolina,  spoke  to  the 
graduating  class  of  the  new  Rex  Hospital  in  Raleigh  on 
May  27th  on  The  Ideal  Nurse.  His  remarks  were  published 
in  full  in  the  Health  Bulletin  of  the  State  Board  of  Health 
for  July. 


Dr.  Carl  E.  Ervin,  native  of  Troutman,  N.  C,  and  head 
of  the  Medical  Department  of  the  George  F.  Geisinger  Me- 
morial Hospital,  Danville,  Pa.,  since  1921,  will  engage  in 
private  practice  of  internal  medicine  at  Harrisburg,  Pa. 
The  Morning  News  of  Danville  gives  something  of  his  suc- 
cessful administration,  stating  that  development  in  the  field 
of  medicine  and  research  work  in  the  medical  department 
of  the  hospital  under  Dr.  Ervin  has  placed  it  among  the 
best. 

Dr.  Ervin  was  graduated  from  the  University  of  North 
Carolina,  from  the  University  of  Pennsylvania  School  of 
Medicine  and  served  two  years  with  the  medical  corps  of 
the  U.  S.  Navy  Reserve  Force  during  the  World  War.  He 
has  many  friends  in  this  section  who  will  be  interested  in 
the  change  he  contemplates  and  will  appreciate  the  tribute 
paid  him  by  the  Pennsylvania  paper. 
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Dr.  W.  D.  McLelland,  Mooresville,  N.  C,  recently  spent 
a  part  of  his  vacation  in  Richmond  and  in  other  places  in 
Virginia. 


Dr.  Maurice  Sullivan  announces  the  opening  of  offices 
at  21  East  Eager  Street,  Baltimore.  Practice  limited  to 
Dermatology  and  Syphilology. 


Dr.  E.  F.  Fincher  announces  the  association  of  Dr. 
Exltm  Walker  in  the  practice  of  Neurological  Surgery. 
Offices  384  Peachtree  St.,  Atlanta. 


Dr.  George  B.  Lawson,  of  Roanoke,  Virginia,  has  been 
reappointed  a  member  of  the  Virginia  Board  of  Health  for 
a  term  ending  June  30th,  1942.  Dr.  Lawson  was  appointed 
to  the  board  in  1930  for  a  term  of  seven  years  which  ended 
last  June  30th,  and  he  held  over  until  his  reappointment. 


Dr.  J.  L.  Presslv  has  given  up  private  practice  to  be- 
come a  member  of  the  staff  of  the  H.  F.  Long  Hospital  at 
States  ville. 


Dr.  T.  V.  Goode  has  been  appointed  local  surgeon  of  the 
Southern  Railway  at  Statesville.  Dr.  Goode  is  a  mayor  pro 
tern,  of  his  city. 


The   name   of   Ralney   Hospital,    Burlington,    has   been 
changed  to  Alamance  General  Hospital. 


Dr.  R.  S.  Beam,  Lumberton,  has  returned  to  his  offices 
for  part-time  practice  after  a  ten-weeks  illness,  which 
caused  him  to  take  treatment  in  a  Philadelphia  hospital. 


Our  Medical  Schools 


Duke 


The  following  new  members  were  added  to  the  faculty 
of  the  School  of  Medicine  July  1st:  Dr.  Joseph  W.  Beard, 
Assistant  Professor  of  Surgery;  Dr.  J.  Lamar  Callaway, 
Instructor  in  Dermatology.  Syphilology  and  Medicine;  Dr. 
Walter  L.  Thomas,  Assistant  Professor  of  Obstetrics  and 
Gynecology ;  Dr.  Karl  A.  Youngstrom.  Instructor  in  Anat- 
omy, and  Dr.  Cyrus  C.  Erickson,  Instructor  in  Pathology'. 

During  the  summer  quarter  the  following  students  are 
studying  in  London  for  credit  here:  W.  R.  Haas,  A.  H. 
Joistad,  W.  H.  Kaufman  and  E.  H.  Thornhill. 


-s.  M.  &  6.- 


MARRIED 

Dr.  R.  Terrell  Johnson,  of  Manassas,  Virginia,  and  Miss 
May  Margaret  Bell,  of  Richmond,  Virginia,  were  married 
on  July  17th. 


Dr.  Edward  Rhodes  Stitt,  Surgeon  General,  Rear  Admiral. 
United  States  Navy,  retired,  and  Mrs.  James  Thornwel! 
Newton  were  married  in  Norfolk,  Virginia,  May  3rd. 


Dr.  Neill  Henry  McLeod  and  Miss  Sara  Leinster,  of  Ral- 
eigh, were  married  June  26th. 


Dr.  Charles  Edwin  McNamara,  of  Washington,  and  Mis 
Virginia  Adams,  of  Lynchburg,  were  married  June  16th. 


Miss  Margaret  Anita  Mitchell  and  Dr.  Carl  Wise  Meador, 
both  of  Richmond,  were  married  on  Wednesday  morning, 
July   7th. 

Dr.  and  Mrs.  Meador,  after  an  extended  trip  to  Canada, 
are  at  home  at  2315  Floyd  Avenue. 
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Dr.    John    Max    McCulloch,    Maryville,    Tennessee,    and 

Miss  Maria  Elizabeth  Bran,  Raleigh,  North  Carolina,  were 
married  on  July  2nd. 


BOOKS 


Dr.  Davis  Lee  Moore,  of  Stokes,  North  Carolina,  and 
Miss  Vandervoort  Tatum,  of  Salisbury,  were  married  on 
July  9th. 


Dr.  H.  H.  Neel,  formerly  of  Greensboro,  and  Miss  Maj- 
Stina  Bjornson,  of  Wellsville,  New  York,  were  married  on 
July  29th.    Dr.  Neel  is  a  member  of  the  Mayo  Clinic  Staff. 


Dr.  Robert  H.  Moorefield,  of  Kannapolis,  and  Miss  Iola 
Kathrvne  Schultz,  of  Cooleemee,  were  married  on  April 
25th. 


Dr.  Marion  Timothy  Plyler,  jr.,  of  Raleigh  and  Durham, 
and  Miss  Alma  Odell  Blanchard,  of  Gatesville,  were  married 
on  July  31st.  Dr.  Plyler  is  a  member  of  the  staff  of  the 
State  Board  of  Health. 


Dr.  Harold  Schiro,  of  Bangor,  Maine,  and  Miss  June 
Elizabeth  Fox,  of  Dunn,  North  Carolina,  were  married  in 
Cincinnati  on  April  12th. 


DEATHS 

Dr.  Frederick  F.  Davis,  of  Gloucester  County,  Virginia, 
died  in  a  Richmond  hospital  on  July  19th,  at  the  age  of 
66.  He  was  a  graduate  of  the  Medical  College  of  Virginia, 
in  the  class  of  1894. 


Dr.  Harry  Hartsell  Penrod,  Johnstown,  Pennsylvania, 
died  on  April  7th.  He  was  a  graduate  of  Jefferson  Medical 
College  of  1904,  and  he  had  a  number  of  classmates  in 
North  Carolina. 


Dr.  William  Beckwith  Fuqua,  jr.,  34,  college  physician  at 
Radford  State  Teachers'  College,  died  June  28th  in  a  Roa- 
noke hospital  after  an  operation.  He  was  a  graduate  of 
Hampden-Sidney  College  of  Virginia  and  of  the  Medical 
College  of  Virginia. 


Dr.  E.  C.  Brasington,  one  of  the  oldest  and  most  honored 
physicians  of  South  Carolina,  died  at  his  home  at  Kershaw, 
July  30th,  after  an  illness  of  several  weeks.  He  was  77 
years  old,  a  graduate  of  Rush,  class  of  '88. 


The  City  of  Durham  and  the  County  of  Durham 
have  jointly  made  an  appropriation  for  a  monument  to  be 
placed  at  the  grave  of  Dr.  Bartlett  Durham.  At  the  age  of 
thirty-six  in  1858  Dr.  Durham  died.  His  body  was  buried 
in  the  northern  part  of  Chatham  County,  North  Carolina 
The  city  occupies  the  site  of  Dr.  Durham's  farm.  He  trans- 
ferred to  the  predecessor  of  the  Southern  Railway  a  four- 
acre  lot  on  a  portion  of  which  the  railroad  station  was 
built.  Around  it  grew  up  the  present  City  of  Durham,  and 
Dr.  Durham  is  looked  upon  as  the  founder  of  Durham. 
His  remains,  after  having  lain  in  an  unmarked  grave,  hav; 
been  transferred  to  the  cemetery  in  the  city  which  he 
founded. 


-s.  M.  &  6.- 
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Pulse  Pressure  in  Coronary  Thrombosis 
I.  Loehr,  Versailles,  Ind.,  in  J  I.  Ind.  State  Med. 
Assn.,  Aug:. ) 
Two  cases  of  coronary  thrombosis  presented  pulse  pres- 
sure of  15  and  10  mm.  Hg.  from  2  to  3  weeks  prior  to  the 
heart  attack.  The  suggestion  is  made  that  this  may  be  a 
helpful  physical  sign  and  others  are  urged  to  look  for  it 
and  aid  in  determining  its  value. 


CLINICAL  ENDOCRINOLOGY,  by  Samuel  A.  Lowen- 
herg,  M.D.,  F.A.C.P.,  Clinical  Professor  of  Medicine,  Jeffer- 
son Medical  College,  Philadelphia;  Assistant  Visiting  Phy- 
sician, Jefferson  Hospital;  Visiting  Physician,  Philadelphia 
General  Hospital,  Northern  Liberties  Hospital,  and  Eagle- 
ville  Sanatorium  for  Consumptives;  Consulting  Physician 
to  the  Philadelphia  Hospital  for  Contagious  Diseases;  Author 
of  "Diagnostic  Methods  and  Interpretation  in  Internal 
Medicine."  Foreword  by  Hobart  A.  Reimann,  M.D.,  Pro- 
fessor of  Medicine  and  Clinical  Medicine,  Jefferson  Medical 
College,  Philadelphia,  with  194  illustrations  and  37  charts 
and  tables.  F.  A.  Davis  Co.,  Philadelphia,  1937.  $8.00. 

The  facts  of  endocrinology  are  so  startling  that 
anyone  could  have  predicted  that  sensationalists 
would  build  on  this  basis  a  department  of  fiction. 
The  author  is  of  the  level-headed  sort.  He  gives 
many  opinions  on  some  subjects,  but  concludes 
each  discussion  with  a  statement  of  the  opinion 
which  is  best  backed  up. 

An  excellent  historical  summary  and  a  table  of 
the  Endocrines  and  their  Hormones  are  given  in 
the  first  chapter,  then  the  anatomy  and  physiology. 
Subsequently,  disease  conditions  of  the  different 
glands  or  groups  of  glands,  winding  up  with  a 
discussion  of  laboratory  investigations  and  their 
meaning. 

One  can  but  marvel  at  the  revelations  of  the 
wonderful  things  done  in  the  animal  economy  by 
that  bit  of  tissue  at  the  base  of  the  brain,  the  size 
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of  a  navy  bean — the  pituitary  gland!  And  just  a 
few  years  ago  it  was  called  the  pituitary  body  be- 
cause no  one  knew  that  it  had  a  function! 

The  author  separates  fact  from  fiction  in  a  fine 
way  and  gives  us  a  valuable,  a  reliable  and  a 
stimulating  book. 


Operation,  Privileged  Communications,  Narcotics, 
Wills  and  Slander — all  subjects  on  which  nurses 
should  have  information. 


SYNOPSIS  OF  GYNECOLOGY:  Based  on  the  Textbook 
Diseases  of  Women,  by  Harry  Sturgeon  Crossen,  M.D., 
F.A.C.S.,  Professor  Emeritus  of  Clinical  Gynecology,  Wash- 
ington University  School  of  Medicine;  Gynecologist  to  the 
Barnes  Hospital,  St.  Louis  Maternity  Hospital  and  St. 
Luke's  Hospital,  and  Robert  James  Crossen,  M.D.,  Assis- 
tant Professor  of  Clinical  Gynecology  and  Obstetrics,  Wash- 
ington University  School  of  Medicine.  Second  edition.  The 
C.  V.  Mosby  Company,  St.  Louis.  1937.  $3.00. 

The  great  advances  made  in  this  field  and  record- 
ed in  Crossen 's  Diseases  oj  Women  are  given  briefer 
notice  here.  It  is  remarkable  how  much  condensation 
can  be  made,  how  helpfully  all  the  subjects  are 
covered  in  this  little  book,  many,  indeed,  sufficiently 
for  all  practical  purposes. 


A  TEXTBOOK  OF  SURGICAL  NURSING,  by  Henry 
S.  Brookes,  jr.,  M.D.,  Instructor  in  Clinical  Surgery,  Wash- 
ington University  School  of  Medicine ;  Surgeon  to  the  Out- 
patients Washington  University  Dispensary;  Assistant  Sur- 
geon to  Barnes  Hospital.  With  2ii  illustration's.  The  C.  V. 
Mosby  Co.,  St.  Louis.  1937.  $3.50. 

It  is  hard  to  say  what  should  be  left  out  of  an 
article  for  a  student  of  nursing  that  should  be 
included  in  one  on  the  same  subject  for  a  student 
of  medicine.  The  author  of  this  book  for  nurses 
holds  that  the  greater  the  nurse's  knowledge  the 
better  able  will  she  be  to  discharge  her  function. 
However,  special  attention  is  paid  to  the  parts  that 
deal  with  dressing  room  technique;  sterilization  of 
supplies;  operating  room  work  that  is  the  nurse's 
own;  prevention  of  bedsores;  giving  enemas,  irri- 
gations, injections,  etc.  The  final  chapter  on  Medi- 
colegal   Points    is    about    Contracts,    Consent    to 
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Analgaslc  and  Sedative     \  <•»'•»      ■  l>art«       •  J*rt 
Aspirin  Phenaeetis  Caf/ela 


We  will  mail  professional  samples  regularly 
with  our  compliments  if  you  desire  them. 
Carolina   Pharmaceutical   Co.,    Clinton,  S.  C. 


THE  LABORATORY  DIAGNOSIS  OF  SYPHILIS: 
The  Theory,  Technic,  and  Clinical  Interpretation  of  the 
Wassermann  and  Flocculation  Tests  with  Serum  and  Spinal 
Fluid,  by  Harry  Eagle,  M.D.,  Passed  Assistant  Surgeon, 
U  S.  P.  H.  Service,  Washington;  Lecturer  in  Medicine, 
Johns  Hopkins  University  Medical  School,  Baltimore;  For- 
merly Assistant  Professor  of  Bacteriology,  University  of 
Pennsylvania  Medical  School;  with  foreword  by  J.  Earle 
Moore,  M.D.,  Associate  in  Medicine,  Johns  Hopkins  Uni- 
versity; Physician-in-Charge,  Syphilis  Division  Medical 
Clinic,  and  Assistant  Visiting  Physician,  Johns  Hopkins 
Hospital,  Baltimore.  The  C.  V.  Mosby  Co.,  St.  Louis,  1937. 
$5.00. 

The  author  emphasizes  the  necessity  for  history, 
physical  examination  and  laboratory  tests  other 
than  serological.  He  tells  us  that  one  can  not  know 
what  a  laboratory  report  means  unless  he  knows 
the  sources  of  error  in  the  technique  and  the  signifi- 
cance of  the  various  shades  of  report.  Of  great 
practical  interest  is  the  statement  that  the  much 
simpler  precipitation  test  bids  fair  to  replace  the 
Wassermann  test. 

Part  I  is  devoted  to  the  Wassermann  reaction:* 
properties,  preparation  and  standardization  of  com- 
plement and  of  antigen,  properties  of  serum  which 
affect  the  W.  reaction,  preparation  and  use  of  the 
hemolytic  system,  the  intimate  mechanism  of  the 
W.  reaction,  relative  merits  of  various  techniques, 
attempts  at  standardization  and  common  sources  of 
error. 

Part  II  deals  with  the  flocculation  tests  for  syph- 
ilis: mechanism,  essential  identity  with  the  W.  test, 
factors  affecting  sensitivity  and  specificity,  outline 
of  7  such  tests  in  use. 

Part  III  is  on  the  examination  of  the  spinal  fluid 
by  the  various  colloidal  tests  and  by  more  specific 
tests. 

Part  IV  describes  and  explains  tests  for  syphilis 
other  than  the  W.  reaction  or  the  flocculation  of 
tissue  lipoid;  and  Part  V  gives  the  clinical  evalua- 
tion of  the  serologic  report,  including  analyses  of 
false  positive  reactions,  discussion  of  serologic  con- 
flicts and  of  the  response  to  treatment. 

In  Part  VI  is  found  a  statistical  comparison  and 
discussion  as  to  method  of  choice.  Wassermann  or 
flocculation?  is  given  in  an  informative  and  enter- 
taining way.  We  are  told  that  many  laboratories 
have  given  up  the  W.  test;  but  that,  in  the  hands 
of  any  but  the  very  skilled,  positive  or  doubtful 
results  due  to  technical  error  are  more  frequent 
with  the  flocculation  method. 

This  book  should  exert  a  great  influence  toward 
standardizing  and  simplifying  the  laboratory  tests 
and  making  them  mean  more  to  clinicians  and  to 
patients. 
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OPIUM  ADDICTS  AND  ADDICTIONS,  by  John  A. 
Hawkins,  M.D.,  Danville,  Va.    1937. 

In  consequence  of  excruciating  suffering  over 
many  months  from  x-ray  burns,  the  author  became 
addicted  to  the  use  of  morphine.  By  the  exercise 
of  rare  will-power,  supported  by  sympathy  and 
confidence  when  he  needed  them  most,  he  gave  up 
the  use  of  the  drug.  He  has  written  a  book  to  urge 
his  fellow  practitioners  to  be  more  careful  in  giving 
or  prescribing  habit-forming  drugs,  to  be  more  tol- 
erant and  sympathetic  toward  those  who  have  be- 
come addicted,  and  to  adopt  a  method  of  cure  which 
he  has  found  an  improvement  on  present  methods. 

A  number  of  case  reports  illustrate  the  various 
phases  of  addiction,  the  various  responses  according 
to  the  nature  of  the  individual  and  the  circum- 
stances of  his  or  her  life. 

Whether  or  not  one  may  agree  with  the  author 
that  no  drug  should  be  given  to  assuage  the  pangs 
of  abrupt  deprivation  of  the  drug,  any  doctor  will 
find  in  this  little  book  much  to  enlarge  his  under- 
standing of  the  problems  of  drug  addiction  and  ad- 
dicts. 


Barring  active  syphilitic  processes  of  the  brain  struc- 
ture, such  as  interstitial  keratitis  and  congenital  syphilis  in 
older  children,  there  is  no  such  thing  as  a  Wassermann-fast 
case.  Asymptomatic  "Wassermann-fast"  cases  will  become 
negative  and  remain  so  if  the  treatment  consists  of  the  best 
drugs,  is  continuous,  and  is  persisted  in  long  enough. — 
Cannon,  in  77.  A.  M.  A.,  July  31st. 


ELIXIR 

DIGESTENZYME 

Contains  the  active  enzymes  and  acids  of  digestion — 
Pepsin,  Veg.  Ptyalin,  Pancreatine,  Lactic  and  Hydro- 
chloric acid — combined  in  similar  proportions  as  they 
exist  in  the  human  system.  These  digestive  agents 
comprise  the  principal  known  substances  employed 
by  nature  in  the  preparation  of  food  for  assimilation. 

It  is  a  valuable  aid  in  Dyspepsia,  and  diseases  ari- 
sing from  imperfect  digestion.  Also  particularly  valu- 
able in  many  forms  of  Diarrhoea,  and  Vomiting  in 
Pregnancy. 

Average  Dosage 
Two    teaspoonfuls   to    one   tablespoonful   after   each 
meal. 

How  Supplied 
In   Pints   and   gallons   to   Physicians   and   druggists. 


Burwell  &  Dunn  Company 


Sample 


CHARLOTTE,  N.  C. 

ent  to  any  physician  in   the  U.S.  on   request 


CHUCKLES 


Off-color  Doc:  "I  don't  like  to  mention  it,  but  that 
cheque  you  gave  me  has  come  back." 

Ditto  Dame:  "Well,  that  sure  is  funny,  Doc,  same  way 
with  my  pregnancy." 


At  a  recent  party,  a  game  called  for  each  participant  to 
represent  the  title  of  some  famous  book  or  novel.  One 
elderly  lady  (who  copped  the  prize)  appeared  with  a  large 
picture  of  the  Dionne  Quintuplets  pinned  across  her  gown. 
She  said  she  represented  Sinclair  Lewis'  latest  novel,  "It 
Can't  Happen  Here." 


"My  ambition  is  to  be  a  great  doctor.    I  want  to  become 
a  bone  specialist." 

"Well,  you  have  a  good  head  for  it." 


It  is  said  that  non-Nordic  German  children  are  not  per- 
mitted to  have  German  measles. 


Scientists  at  Cornell  University  have  succeeded  in  giving 
a  pig  nervous  prostration.  Now  let  them  turn  their  talents 
to  scaring  a  road  hog  out  of  his  wits,  if  any. — St.  Louis 
Star-Times. 


"George,"  said  the  bride's  mother,  "did  you  send  for  a 
doctor?" 

"I  sent  for  three,"  replied  the  efficiency  expert  proudly. 
"Whoever  gets  here  first  gets  the  case." — Country  Gentle- 
man. 


"Intoxicated  driving,  uncontrolled  thumbing,  and  indis- 
criminate spooning  are  among  the  major  menaces  to  our 
highway  safety.  Or  to  put  it  more  briefly:  hie,  hike  and 
hug." 


Two  years  ago  an  Australian  furrier  crossed  a  kangaroo 
with  a  raccoon  and  now  is  raising  fur  coats  with  pockets. 


Diner:     "My  doctor  allows  me  only  one  glass  of  ale." 
Sympathetic  Waiter:     "We  have  a  glass,  sir,  that  holds  a 
quart." — Ibid. 


A  Scotchman  returned  to  his  native  land  after  a  30  years' 
absence,  wrote  and  asked  his  brothers  to  meet  him  at  the 
station,  and  upon  his  arrival  at  the  home  town  was  met  by 
two  bearded  men  whom  he  had  difficulty   in   recognizing. 

"Why  the  beards?"  he  asked. 

"Dinna  ye  remember,  Donald?"  they  replied,  "ye  took 
the  razor  with  ye." 


Socialist  Father:  "What  do  you  mean  by  playing  truant? 
What  makes  you  stay  away  from  school?" 
Son:  Class  hatred,  father." 


An  Englishman,  on  a  visit  to  an  American  friend,  heard 
a  screech  owl.  He  asked:  "Wot's  that,"  The  host  replied: 
"That's  an  owl."  "I  know  bloody  well  it's  a  'owl,  but  what 
the  'ell  is  'owling?" — Chapel  Hill  Weekly. 


Aloysius  Mullowney,  a  member  of  the  volunteer  hose 
company  in  a  New  England  town,  died,  and  his  fellow  fire 
fighters,  as  an  expression  of  their  sorrow,  sent  to  his  funeral 
a  large  pillow  of  white  flowers  on  which,  in  red  flower 
letters,  were  the  words:     "Gone  to  his  last  fire." 


"Doctor,  does  a  fish  diet  strengthen  the  brain?" 
"Perhaps  not;   but  going  fishing  certainly  seems  to  in- 
vigorate the  imagination." 
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One  of  the  sanatorium  physicians  received  a  telephone 
call  from  another  member  of  the  staff,  who  invited  him  to 
make  a  fourth  at  bridge. 

"Going  out,  dear?''  asked  his  wife  sympathetically. 

"I'm  afraid  so,"  was  the  grave  reply.  "It's  a  very  serious 
matter.    There  are  three  doctors  there  already." 


Annoyed  by  conversation  in  the  row  behind: 

"Excuse   me,"   he   said,  turning,   "but   we   can't   hear  a 

word." 
"Is  that  so!"  retorted  the  woman  behind.     "Well,  what 

we  are  talking  about  isn't  any  of  your  business." 


Nurse:  "There's  no  difficulty  in  the  world  that  can't  be 
overcome  if  you  try  hard  enough." 

Patient:  "Did  you  ever  try  to  squeeze  tooth  paste  back 
into  a  tube?" 


Detroit,  Juiy  9. — Noah  Justice  didn't  want  to  go  on  a 
picnic,  so  when  his  wife  arranged  one  he  expressed  his  dis- 
approval by:  1)  Going  to  a  union  meeting;  2)  getting 
drunk;  3)  throwing  away  the  picnic  chicken;  4)  throwing 
the  potato  salad  and  tomatoes  at  his  wife;  5)  pinching  his 
mother-in-law;  6)  leaving  home. 


Young  bride:  "I  would  like  a  mess  of  slumps,  Mr. 
Coleslaw." 

Grocer:  "Slumps,  I  don't  quite  understand  what  you 
mean." 

Bride:  "Why,  I  heard  my  husband  saying  there  were 
fresh  slumps  in  the  market  and  I  wanted  to  surprise  him  by- 
having  some  for  dinner." 


"Does  Anne  always  have  her  own  way?" 

"Sure,  she  even  writes  her  diary  a  week  ahead  of  time.' 


The  town  bachelor  noticed  writing  on  one  of  his  three- 
minute  eggs  and  made  out  the  following:  "This  egg  was 
packed  by  a  girl  who  is  prepared  to  marry  the  man  who 
notices  this  message.  She  is  said  to  be  the  prettiest  girl  in 
this  neighborhood." 

He  wrote:  "I  would  like  to  correspond  with  you — ob- 
ject matrimony." 

Several  days  later  he  received  a  reply:  "I  am  flattered 
by  your  offer,  but  I  am  now  married  and  have  three  chil- 
dren." 


The  operation  [blood  transfusion]  awakened  some  sin- 
gular questions.  Thus  Boyle  was  curious  to  know  whether 
it  would  change  the  temperament  of  the  patient,  while 
Sigismund  Elsholz,  of  Berlin,  proposed  to  reconcile  all  un- 
happy marriages  by  the  reciprocal  transfusion  of  the  blood 
of  the  "incompatible"  consorts!  Samuel  Pepys  records  in 
his  diary  under  date  of  Nov.  21st,  1667:  "With  Creed  to  a 
Tavern,  where  Dean  Wilkins  and  others:  and  a  good  dis- 
course: among  the  rest  of  a  man  that  the  College  have 
hired  for  20s.  to  have  some  of  the  blood  of  a  sheep  let 
into  his  body:  and  it  is  to  be  done  on  Saturday  next.  They 
purpose  to  let  in  about  12  ozs. ;  which  they  compute  is 
what  will  be  let  in  in  a  minute's  time  by  a  watch."  On  the 
30th  of  the  same  month  Pepys  writes:  "I  was  pleased  to 
see  the  person  who  had  his  blood  taken  out.  He  speaks 
well,  and  did  this  day  give  the  Society  a  relation  thereof  in, 
Latin,  saying  that  he  finds  himself  much  better  since;  but 
he  is  cracked  a  little  in  his  head,  though  he  speaks  very 
reasonably  and  very  well.  He  had  but  20s.  for  his  suffer- 
ing it,  and  is  to  have  the  same  again  tried  upon  him." — 
Baass'  History  of  Medicine, 
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The   Use  of   Digitalis   and   Its  Allies*    ** 

James  P.  Baker,  Jr.,  M.D.,  Richmond,  Virginia 


BECAUSE  of  the  very  definite  value  of  digi- 
talis and  allied  substances  in  certain  forms 
of  heart  disease,  they  have  been  used,  and 
abused,  as  much  as  any  drugs  in  the  Pharmacopeia. 
They  have  been  abused  in  part  because  of  the 
thousands  of  different  preparations  which  have 
been  offered  to  the  medical  profession,  many  of 
which  were  never  standardized,  and  many  others 
of  which  were  inaccurately  standardized,  so  that 
accurate  dosage  was  impossible. 

Of  course,  the  drug  was  used  with  excellent  re- 
sults for  years  before  any  attempt  was  made  at 
accurate  dosage.  William  Withering,1  who  intro- 
duced digitalis  into  modern  medicine  in  1785, 
advised  that  it  be  continued  in  moderate  doses 
"until  it  either  acts  on  the  kidneys,  the  stomach, 
the  pulse  or  the  bowels;  let  it  be  stopped  upon  the 
first  appearance  of  any  of  these  effects."  For  many 
years  this  dictum  furnished  the  most  accurate 
estimate  of  how  much  of  the  drug  should  be  given. 

Our  present-day  concepts  of  digitalis  dosage  are 
based  largely  on  the  work  of  Eggleston,2  published 
in  1915.  He  showed  that  the  optimum  dose  for 
humans  could  be  calculated  in  so  many  cat  units, 
i.e.,  the  amount  of  drug  necessary  to  kill  a  kilo- 
gram of  cat.  Certain  experimental  animals  showed  a 
remarkable  uniformity  as  regards  the  amount  of 
digitalis  substances  necessary  to  cause  death,  and 
so  furnish  a  convenient  means  whereby  the  potency 
of  these  drugs  can  be  measured.  The  animals  most 
frequently  used  are  the  cat,  the  frog  and  the 
pigeon.  It  has  been  shown  that  the  fatal  dose  for  a 
Kg.  of  cat  bears  a  quite  constant  relationship  to  the 
optimum  dose  for  a  given  weight  of  man.  Therefore, 
knowing  the  weight  of  a  given  patient,  we  can 
calculate  about  how  many  cat  units  of  digitalis  are 
necessary  to  give  the  greatest  benefit  and  to  main- 
tain this  effect.  The  discovery  of  this  principle  has 
been  of  untold  value,  for  in  addition  to  giving  us  a 
method  of  estimating  dosage,  it  has  caused  all  com- 
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mercial  preparations  of  digitalis  to  be  standardized 
by  biological  assay.  Such  a  method  of  standardiza- 
tion, however,  leaves  a  great  deal  to  be  desired,  for 
every  batch  of  drug  must  be  tested  repeatedly  on 
experimental  animals,  because  we  are  measuring 
here  the  biological  effect  of  a  mixture  of  active 
principles,  and  not  the  weight  of  a  pure  chemical 
as  in  the  case  of  aspirin,  morphine,  etc. 

There  are  other  objections,  too,  to  using  dosage 
established  in  such  a  way  as  the  basis  for  human 
dosage.  This  method  of  assay  consists,  in  principle, 
of  injecting  intravenously  in  the  experimental 
animal  a  solution  of  the  drug  to  be  tested  until  the 
heart  stops  beating.  The  end-point  is  death  of  the 
animal,  an  end-point  which  we  try  not  to  attain  in 
patients.  Obviously,  such  a  method  leaves  out  of 
consideration  two  factors  which  seem  to  be  of  great 
importance  in  regulating  dosage  for  patients,  name- 
ly, the  speed  and  degree  of  absorption  from  the 
alimentary  tract,  and  the  persistence  of  effect  in 
the  body.  It  is  with  these  factors,  particularly  the 
latter,  that  a  great  deal  of  recent  investigation  has 
been  concerned.  It  so  happens  that  various  of  the 
digitalis  substances  are  excreted  by  the  body  at 
different  rates,  so  the  matter  is  sometimes  of  great 
importance  when  certain  of  these  substances  are 
used  over  long  periods  of  time.  If  the  particular 
preparation  can  be  excreted  rapidly,  it  will  be 
difficult  to  maintain  an  effective  concentration  in 
the  body.  If,  on  the  other  hand,  it  be  excreted  very 
slowly,  toxic  effects  may  result  from  accumulation. 
Let  it  be  said  at  the  outset  that  most  of  the  prepa- 
rations in  common  use,  i.e.,  most  of  the  powdered 
leaf  preparations  and  most  of  the  tinctures,  show 
a  fairly  uniform  rate  of  excretion,  so  their  dosage 
for  patients  can  be  estimated  satisfactorily  in  so 
many  cat  units.  Occasionally,  however,  one  en- 
counters a  standardized  preparation  which  is  either 
ineffective  or  produces  toxic  effects  when  used  in 
customary  doses.  Such  discrepancies  must   be  ex- 
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plained  on  the  basis  of  a  variation  in  absorption  or 
rate  of  excretion,  though  it  must  be  recognized  that 
a  few  individuals  are  tolerant  or  intolerant  to 
digitalis. 

The  question  of  the  persistence  of  action  of  digi- 
talis bodies  has  been  widely  investigated,  beginning 
with  a  series  of  experiments  by  Fraenkel3  in  1904. 
Hatcher  and  his  colleagues4,3,6  have  done  much  to 
clarify  the  matter  by  extensive  experiments  and 
clinical  investigations.  Haag7,  at  the  Medical  College 
of  Virginia,  has  worked  in  this  field  experimentally 
for  the  past  few  years,  and  it  was  his  work  which 
prompted  us  to  make  some  studies  along  clinical 
lines. 

Before  considering  our  clinical  studies,  I  would 
like  to  summarize  briefly  Haag's  experimental  re- 
sults. He  studied  the  persistence  of  action  of  a 
number  of  digitalis  substances,  including  four 
different  tinctures  of  digitalis  leaf,  one  specimen  of 
ouabain  (g-strophanthin,  Thorns),  one  specimen  of 
strophanthin-Merck,  three  specimens  of  verodigen 
(essentially  the  gitalin  fraction  of  Digitalis  pur- 
purea), and  one  specimen  of  digitoxin.  It  might  be 
mentioned  here  that  the  infusion  of  digitalis  and 
the  fluidextract  of  digitalis  are  no  longer  official 
U.  S.  P.  preparations. 

His  method  of  studying  the  persistence  of  effect 
was  essentially  as  follows.  The  minimal  lethal  dose 
of  each  of  these  preparations  was  determined  by 
intravenous  injection  of  the  drug  until  death 
resulted,  the  standard  method  for  biological  assay. 
Next  a  number  of  animals  were  given  a  certain  per- 
centage of  this  M.  L.  D.,  insufficient  to  cause  death. 
Then  at  various  intervals,  that  amount  of  the  same 
preparation  necessary  to  produce  death  was  estab- 
lished by  slow  intravenous  injection.  The  difference 
between  the  new  fatal  dose  and  the  one  previously 
established  upon  controls  represented  the  digitalis 
effectiveness  still  remaining  in  the  animal. 

The  results  of  these  persistence  studies  are  ex- 
tremely interesting.  Three  of  the  tinctures  showed 
no  persistence  of  effect  after  five  days,  but  one 
evidenced  persistence  for  longer  than  ten  days. 
"Ouabain  showed  a  continuance  of  effect  for  five 
days,  verodigen  up  to  about  two  weeks,  strophan- 
thin  about  three  weeks,  and  digitoxin  even  longer." 
Such  experimental  findings  would  seem  to  have  an 
important  bearing  on  clinical  work  where  certain  of 
these  preparations  are  employed. 

In  an  attempt  to  verify  these  results  from  a  clin- 
ical standpoint,  a  series  of  patients  in  the  hospitals 
of  the  Medical  College  of  Virginia  were  treated  with 
verodigen  by  Dr.  Nathan  Bloom  and  myself8. 
Verodigen,*  as  previously  mentioned,  is  essentially 
the  gitalin  fraction  of  Digitalis  purpurea.  It  has 
been  used  for  a  number  of  years  in  Europe,  and  has 
been  the  subject  of  numerous  reports0  10  n.  The 
earliest  report  of  its  use  in  this  country  was  by 


Stroud  and  his  coworkers12,  calling  attention  to  the 
fact  that  the  drug  was  130  times  as  potent  as  digi- 
talis by  biological  assay;  and  clinically,  360  times  as 
strong.  In  other  words,  1/240  grain  of  verodigen 
was  found  equivalent  to  1.5  grains  of  digitalis  leaf. 

In  our  study,  we  used  verodigen  in  a  group  of 
cases  of  congestive  heart  failure.  These  cases  were 
unselected,  and  represented  the  types  of  patients 
we  ordinarily  treat  with  digitalis.  Some  showed  a 
normal  sinus  rhythm,  others  auricular  fibrillation. 
Twelve  of  these  patients  were  studied  in  the  hospital 
and  followed  in  the  Out-patient  Department  for 
several  months  after  discharge.  Others,  who  did  not 
require  hospitalization,  were  treated  entirely  in  the 
Out-patient  Department.  The  hospital  patients  were 
kept  in  bed  at  conditions  as  nearly  uniform  as  possi- 
ble, until  compensation  was  restored.  The  ambu- 
latory cases  were  examined  at  the  Dispensary  about 
once  every  week. 

A  summary  of  these  cases  is  given  in  tables  1  and 
2.  In  the  hospital  cases,  the  top  line  gives  the  essen- 
tial features  on  admission  to  the  hospital;  the  bot- 
tom line,  after  maximum  therapeutic  effects  had 
been  obtained  with  verodigen. 

It  became  quite  obvious  to  us  quite  early  in  our 
study  that  the  cat  unit  established  by  biological 
assay  could  not  be  used  as  the  basis  for  estimating 
clinical  dosage.  It  had  been  shown  repeatedly  that 
the  cat  unit,  i.e.,  the  amount  of  verodigen  necessary 
to  kill  one  Kg.  of  cat,  was  about  1/80  grain.  Over 
and  over  again,  the  maximum  therapeutic  effects 
were  obtained  with  a  dosage  far  less  than  that 
calculated  on  this  basis.  As  nearly  as  we  could 
judge,  digitalization  was  attained  with  approxi- 
mately 1  3  to  1   2  the  calculated  dosage. 

The  amount  of  the  drug  necessary  to  produce  the 
optimum  effects  varied  from  6/80  to  10/80  grain, 
the  larger  doses  being  required,  in  general,  by  those 
patients  who  weighed  more  or  who  required  a  longer 
time  for  digitalization.  These  figures  are  in  con- 
formity with  the  findings  of  Stroud  ct  al.  From  such 
findings,  we  accepted  1/240  grain  as  a  daily  main- 
tenance dose.  Those  patients  who  were  given  this 
dose  daily  over  a  period  of  several  months  showed 
neither  toxic  effects  nor  return  of  congestive  failure. 
Of  course,  it  was  impossible  to  accurately  "titrate" 
human  beings  as  is  done  in  experimental  animals. 
The  problem  was  rendered  more  difficult  by  having 
as  criteria  of  improvement  certain  symptoms  and 
signs  that  do  not  lend  themselves  to  exact  measure- 
ment. Hence  the  dose  of  1/240  grain  may  not  be  a 
perfectly  accurate  amount  for  maintenance,  but  it 
appears  to  suffice  for  clinical  purposes. 

The  evidence  from  these  studies,  namely  that 
digitalization  can  be  attained  and  maintained  with 
doses  far  smaller  than  those  calculated  on  a  basis  of 
cat  unit  values,  strongly  suggests  that  the  drug  is 
eliminated  less  rapidly  than  digitalis.  This  fits  in 
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with  experimental  findings  as  to  its  persistence  of 
effect  in  animals. 

As  regards  the  effects  of  verodigen  on  the  heart 
in  congestive  failure,  they  appear  to  be  qualitatively 
similar  in  every  respect  to  those  obtained  with  digi- 
talis. Under  the  influence  of  the  drug,  our  group  of 
patients  showed  such  subjective  improvement  as  the 
disappearance  of  dyspnea,  orthopnea  and  other 
symptoms  which  usually  accompany  congestive 
failure.  Objective  improvement  was  shown  by  a 
slowing  of  the  heart  rate,  together  with  a  decrease 
in  pulse  deficit  in  those  patients  having  auricular 
fibrillation;  an  increase  in  vital  lung  capacity ;  dis- 
appearance of  rales,  ascites  and  edema;  diminution 
in  the  size  of  the  liver;  and  finally,  an  increased 
output  of  urine. 

We  had  little  experience  with  the  toxic  effects  of 
verodigen,  for  seldom  was  the  drug  forced  to  such  a 
point.  We  did  observe  mild  toxic  effects — nausea, 
vomiting,  extrasystoles  and  partial  heart  block — in 
two  patients  who  received  overdoses  of  the  drug. 
This  was  in  the  beginning  of  our  study,  when  we 
attempted  to  use  the  experimental  cat  unit  as  a 
measure  of  dosage. 

Our  clinical  experience  does  not  go  beyond  our 
studies  on  verodigen.  We  have  made  no  observa- 
tions on  other  of  the  digitalis  substances  which  have 
been  shown  experimentally  to  present  variations  in 
their  persistence  of  effect.  Similar  results  have  been 
reported  from  the  use  of  digitoxin  clinically,  it 
having  been  found  that  less  of  the  drug  is  necessary 
for  digitalization  than  would  be  predicted  on  the 
basis  of  cat  unit  values.  Strophanthin  and  ouabain, 
which  have  been  mentioned  as  exhibiting  differences 
in  their  persistence  of  effect,  are  suitable  only  for 
intravenous  use. 

Summary  and  Conclusions 

1.  An  attempt  has  been  made  to  review  the  fac- 
tors that  should  be  considered  in  the  use  of  the 
various  digitalis  substances. 

2.  It  has  been  shown,  experimentally  and  clin- 
ically, that  these  drugs  do  vary  in  their  potency, 
their  absorption  and  their  persistence  of  effect.  A 
knowledge  of  all  these  factors  is  essential  to  the 
proper  use  of  such  drugs. 

3.  In  the  clinical  use  of  digitalis,  it  seems  advis- 
able to  become  thoroughly  familiar  with  the  be- 
havior of  one  preparation,  and  to  use  this  one  rather 
than  another  which  might  show  unexpected  varia- 
tions. 

♦This  material  was  kindly  supplied  by  Rare  Chemicals, 
Inc.,  Nepera  Park,  N.  Y. 
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Belt  for  Use  in  Abdominal  Obesity 

(W.  J.   Keer  <£.  J.   B.   Lagen,  San  Francisco,  in  Jl.   Lab.  & 

Clin.   Med.,  Aug.) 

Obesity,  generalized  or  limited  to  the  abdomen,  is  usually 
the  precipitating  factor.  The  symptoms  which  we  have 
termed  the  "postural  syndrome."  Correction  depends  upon 
loss  of  weight,  restoration  of  muscular  function,  and  pos- 
tural exercises.    A  proper  supporting  belt  is  a  distinct  aid. 

The  front  sections  and  the  back  section  are  of  double 
thickness.  The  outer  layer  is  of  high  quality  coutil,  the 
inner  of  pekin-stripe  cloth.  The  only  difference  between 
the  two  is  in  the  softer  and  finer  quality  of  the  pekin-stripe 
material  which  next  to  the  skin  to  prevent  chafing.  Both 
sections  are  fashioned.  There  are  3  double  stays  in  the  back 
section  with  a  seam  at  each,  which  permits  fashioning  the 
supporter  to  fit  the  contours  of  the  patient.  The  back 
section  is  91/,  in.  in  height,  and  the  stays  are  of  whale-bone. 
For  extreme  lordosis,  the  cloth  section  in  back  may  be  ex- 
tended up  to  the  12th  thoracic  vertebra,  and  have  incor- 
porated in  it  firm  duraluminum  or  steel  stays.  The  stays 
should  not  be  bent  to  fit  the  curve  of  the  lumbar  spine  but 
should  touch  the  body  at  only  the  upper  and  lower  edges 
of  the  bett,  allowing  the  middle  to  span  or  bridge  the  lor- 
dosed  spine. 

The  unusual  feature  of  the  belt  is  the  width  and  height 
of  the  elastic  side  sections,  particularly  the  width.  This  is 
obtained  by  making  the  front  narrow,  permitting  the  elastic 
side  sections  to  extend  farther  forward  on  the  abdomen 
where  the  elasticity  is  most  beneficial.  Increased  elasticity 
permits  expansion  of  the  belt  during  inspiration.  This  aids 
rather  than  suppresses  abdominal  breathing,  and  prevents 
limiting  respiration  to  the  thorax,  as  is  seen  in  obese  states 
naturally  or  where  a  firm,  inelastic  belt  is  applied.  The 
increased  elasticity  also  aids  in  expiration,  and  overcomes 
the  prolonged  expiratory  period  seen  in  those  patients  with 
depressed  diaphragms  due  to  abdominal  ptosis  or  emphy- 
sema. There  is  no  decrease  in  the  supportive  effect  during 
the  inspirator  expansion. 

These  belts  have  been  made  for  us  by  the  C.  //.  Hitten- 
berger  Co.,  1103  Market  St.,  San  Francisco. 


A  New  Sign  in  Active  Rheumatic  Disease  in  Childhood 
(Charles  J.  Brim,  New  York,  in  Med.  Ree.,  Aug.  4th) 
Small  nodules  ranging  from  pin-point  to  pin-head,  as 
smooth,  pink  (at  times,  white-capped),  round  elevations, 
very  umerous  upon  the  anterior  surface  of  the  anterior 
faucial  pillars,  their  tendency  being  to  gather  near  the  free 
border,  giving  it,  at  times,  a  roseate  or  beaded  appearance. 
Very  often  these  nodules  are  continued  upon  the  uvula  and 
the  soft  palate.  They  are  almost  always  present  in  cases  of 
active  rheumatic  infection  where  the  pulse  rate  is  increased, 
the  t.  somewhat  elevated  and  some  manifestation  of  rheu- 
matic disease  is  present. 

From  the  study  of  numerous  throats,  I  am  convinced 
that  in  persistent  rheumatic  involvement,  the  activity  of  the 
disease  is  directly  correlated  with  the  presence  of  these  small 
nodules  upon  the  mucous  membrane  of  the  anterior  faucial 
pillars,  uvula  and  soft  palate. 
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IN  the  summer  of  1877  the  Medical  Department 
of  the  University  of  Pennsylvania  graduated 
a  young  Virginian,  Joseph  E.  Price.  In  the 
fall  of  that  same  year,  he  became  connected  with 
the  Philadelphia  Dispensary,  whose  function  it  was 
to  aid  in  caring  for  the  health  of  the  poor  of  that 
great  city. 

In  a  comparatively  short  time,  Dr.  Price  was 
given  control  of  the  obstetrical  department  of  the 
dispensary.  Soon  thereafter  he  introduced  the  de- 
partment of  gynecology.  The  bulk  of  his  early 
abdominal  sections  were  performed  in  the  tenement 
rooms  in  the  very  slums.  It  is  a  matter  of  record 
that  he  performed  100  consecutive  laparotomies  in 
that  environment  without  a  death. 

So  masterful  was  this  young  man's  surgical  tech- 
nique and  so  well  did  he  write  and  teach,  that, 
almost  before  he  knew  it,  he  had  become  a  national 
figure  in  American  surgery. 

At  the  height  of  his  career,  it  is  said  that  Dr. 
Price  operated  in  more  cities  in  more  different  States 
than  has  any  other  man  before  or  since  his  time. 
Among  the  many  others  who  flocked  to  Philadel- 
phia in  those  early  days  of  aseptic  surgery  to  see 
Price  operate  was  my  own  father,  who  was  just  be- 
ginning to  do  pioneer  surgery  in  his  own  home  town 
and  county.  So  enthused  did  Father  become  over 
what  he  saw  and  heard  that  he  made  repeated  trips 
to  Price's  clinic,  only  to  return  home  and  attack 
afresh  the  surgical  problems  as  he  found  them, 
first  in  his  own  practice,  and  later,  through  con- 
sultation, in  the  practice  of  other  physicians. 

The  older  surgeons  living  today  state  that  Price 
was  without  an  equal  in  repairing  the  torn  perineum 
and  in  performing  and  popularizing  the  vaginal 
hysterectomy  operation,  to  which  I  now  invite  your 
attention. 

Price  did  this  operation  with  the  Pryor  clamp, 
often  within  2-3-4  minutes  of  actual  operating  time, 
and  rarely,  if  ever,  did  he  use  ligatures  of  any  sort 
to  control  bleeding.  He  encircled  the  cervix  with 
an  incision  through  the  mucosa,  then  pushed  the 
vaginal  wall  upwards,  exposing  the  peritoneum  be- 
hind. This  he  opened,  leading  him  directly  into 
the  posterior  cul  de  sac.  Through  this  opening  he 
delivered  the  fundus,  then  immediately  carried  the 
middle  finger  of  his  left  hand  up  over  the  posterior 
aspect  of  the  fundus  and  forwards  towards  the 
cervix,  thus  easily  identifying  the  anterior  or  vesico- 
uterine peritoneum,  at  the  same  time  isolating  the 


bladder.  The  anterior  peritoneal  fold  was  incised, 
the  broad  ligaments  were  made  taut,  the  long 
blades  of  the  powerful  Pryor  clamp  were  applied 
first  on  one  side  and  then  on  the  other,  and  with 
two  sharp  swift  thrusts  of  the  scalpel  the  uterus 
was  entirely  detached  and  removed.  Drainage  was 
inserted  between  the  forceps  which  were  left  in  situ 
and  the  operation  was  complete. 

In  our  own  practice,  we  have  used  this  technique 
for  almost  every  conceivable  indication  with  the 
most  satisfactory  results. 

In  addition,  we  have  on  occasion  also  used  the 
technique  of  Chas.  H.  Mayo,  using  hemostats  and 
then  approximating  the  broad  ligaments  behind  the 
forceps  with  mattress  sutures  of  double  chromic 
catgut,  controlling  oozing  and  hemorrhage  by 
means  of  ligatures.  « 

Again  we  have  resorted  to  the  technique  of  con- 
trolling all  bleeding  by  suture  ligature,  first  on  one 
side  and  then  the  other  of  the  uterus,  as  the  organ 
was  pulled  down  into  view,  after  pushing  upwards 
the  vaginal  wall  from  the  uterus  itself.  This  is  the 
method  outlined  by  Babcock.  To  us,  it  was  more 
tedious,  required  a  longer  operating  time,  afforded 
a  much  smaller  visible  operating  field  and  was  a  bit 
more  bloody  as  a  rule. 

In  the  main,  however,  we  have  always  turned 
back  to  the  original  Price  operation  and  it  is  the 
one  we  now  use  almost  universally. 

Vaginal  hysterectomy  has  the  lowest  operating 
mortality,  the  least  post-operative  ill  effects  and  as 
broad  a  field  of  usefulness  as  any  one  major  oper- 
ation with  which  I  have  any  acquaintance. 

It  is  the  one  surgical  procedure  which  is  appar- 
ently slighted  in  all  our  large  medical  centers  and 
surgical  clinics.  The  operation,  for  some  unknown 
reason,  apparently  does  not  enjoy  the  popularity  it 
so  richly  deserves. 

In  many  instances  it  is  very,  very  easy  to  per- 
form, in  others  it  is  sometimes  extremely  difficult. 
It  can  often  be  performed  in  from  3  to  S  minutes 
of  actual  operating  time.  It  causes  little  if  any 
shock  and  is,  therefore,  suitable  in  cases  of  hyper- 
tension, myocardial  or  nephritic  disease.  It  requires 
but  a  minimum  of  the  anesthetizing  agent.  It  is 
a  particularly  good  field  for  spinal  anesthesia.  In 
the  vast  majority  of  cases,  when  using  clamps,  not 
a  single  ligature  or  suture  is  required. 

We  have  never  had  a  case  of  pulmonary  embol- 
ism, post-operative  intestinal  obstruction  or  femoral 
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phlebitis  to  follow  the  use  of  the  clamp  operation. 
Dr.  J.  W.  Kennedy,  a  successor  to  Dr.  Price,  in- 
formed me  that  they  had  never  had  a  sudden  death 
to  follow  in  the  several  thousand  clamp  operations 
they  had  performed. 

The  Pryor  clamps  are  rather  large  and  the  jaws 
are  thick  and  powerful.  The  handles  are  detach- 
able; the  clamps  are  easy  to  apply,  and  easier  still 
to  remove.  As  the  final  act  in  completion  of  the 
operation,  the  stumps  of  the  broad  ligaments  are 
carried  high  up  into  the  pelvis.  They  minimize 
the  danger  of  hemorrhage.  The  clamps  themselves 
act  as  additional  drainage  agents,  thereby  reducing 
the  danger  of  infection. 

Among  the  more  important  indications  for  the 
use  of  this  operation,  as  outlined  by  Kennedy,  are 
the  following: 

1.  Malignancy  of  the  uterus. 

2.  Benign  tumors,  small  enough  to  come  through 
the  pubic  outlet. 

3.  Procidentia  or  marked  prolapse  of  the  func- 
tionless  uterus. 

4.  Eroded  and  everted  cervical  lips  with  hyper- 
plasia. 

5.  Extensive  and  destructive  lacerations  of  the 
cervix  in  patients  past  40  years  of  age. 

6.  All  other  suspicious  cases  in  which  cancer 
may  be  lurking. 

7.  Hyperplastic  or  fibrotic  uteri  without  tumor, 
having  as  the  most  common  symptom,  about 
the  time  of  the  menopause,  excessive  hemor- 
rhage. 

Certain  cases  of  cancer  of  the  fundus  of  the 
uterus  are  better  treated  surgically  by  vaginal  hys- 
terectomy with  clamps  than  by  any  other  technique 
with  which  we  are  familiar.  Its  simplicity  alone 
makes  it  far  superior  to  the  Wertheim  operation, 
which  at  best  is  long,  tedious,  difficult  and  danger- 
ous. 

Fundal  carcinoma,  as  a  rule,  occurs  10  years  later 
in  life  than  does  carcinoma  of  the  external  or  in- 
ternal os,  and  this  age  incidence  in  itself  warrants 
less  operative  time  and  less  operative  shock. 

As  a  special  precaution  after  the  patient  has  been 
placed  in  the  proper  position  and  the  parts  thor- 
oughly cleansed,  we  insert  through  the  cervix  and 
up  into  the  fundus  a  piece  of  gauze  thoroughly 
wrung  out  of  a  solution  of  zinc  chloride  to  prevent 
dissemination  of  malignant  cells. 

Cases  of  cervical  carcinoma  and  of  carcinoma  of 
the  middle  third  of  the  uterine  body  not  only  occur 
earlier  in  life  than  do  the  fundal  cases,  but  they 
also  tend  to  break  down  quickly,  to  invade  adja- 
cent tissues  and  to  metastasize  early. 

They  nearly  always  occur  in  women  who  have 
had  children  and  whose  cervices  were  badly  torn 
and  left  unrepaired. 

Cervical  cancer  is  to  fundal  cancer  in  about  the 


proportions  of  ten  to  one. 

Cancer  of  the  internal  os  is  more  inaccessible 
and  hence  more  difficult  to  recognize  early.  Its 
close  proximity  to  the  broad  ligaments  makes  for 
an  early  invasion  of  these  structures  and  this  wide- 
spread involvement  makes  the  prognosis  grave.  In 
this  locality  carcinoma  is  more  fatal  than  in  any 
other  locality  in  the  uterus. 

It  is  only  in  the  very  earliest  of  cases,  of  carci- 
noma of  internal  and  external  os  that  we  now  at- 
tempt vaginal  hysterectomy,  our  method  of  choice 
being  cauterization  with  a  large  old-fashioned  sol- 
dering iron,  followed  by  radium  and  x-ray  therapy. 

Women  approaching  or  in  the  cancer  age  suffer- 
ing from  excessive  uterine  flow,  with  a  firm  uterus, 
slightly  if  any  enlarged,  smooth  in  contour,  without 
any  definitely  palpable  tumor,  have  what  we  call  a 
fibrotic  or  hyperplastic  uterus,  and  in  these  cases 
vaginal  hysterectomy  is  the  treatment  par  excel- 
lence. 

Uterine  fibroids  in  women  who  have  had  a  num- 
ber of  children,  whose  pelvic  measurements  are 
large  and  vaginal  outlets  voluminous,  can  often- 
times be  easily  removed  when  as  large  as  grape- 
fruits. By  resorting  to  morcellation,  tumors  much 
larger  can  be  removed  with  surprisingly  little  hem- 
orrhage. 

There  is  another  type  of  patient  for  whom  va- 
ginal hysterectomy  for  a  small  or  moderately  en- 
larged uterus  with  excessive  hemorrhage  is  espe- 
cially indicated.  I  refer  to  that  type  of  individual 
who  usually  stands  surgery  poorly,  whose  abdom- 
inal wall  is  prone  to  fatty  necrosis  with  post-oper- 
ative infection,  who  is  prone  to  post-operative  pneu- 
monia or  pulmonary  fatty  embolism,  the  patient 
on  whom  no  surgeon  especially  likes  to  operate,  i.e., 
the  large  fat  woman. 

Except  in  young  women  still  in  the  child-bearing 
age,  we  now  rarely  advise  amputation  for  a  cervical 
laceration  with  erosion  or  eversion.  Vaginal  hys- 
terectomy is  the  procedure  of  choice  in  the  vast 
majority  of  those  cases  when  past  the  child-bearing 
age. 

There  is  no  field  in  which  vaginal  hysterectomy 
has  a  greater  usefulness  than  in  the  woman  with 
procidentia,  complete  or  incomplete.  There  are 
many  women  with  uterus  protruding  for  a  varying 
length  through  the  vagina,  or  even  hanging  between 
the  thighs,  with  or  without  ulceration,  infection  or 
malignancy.  In  such  cases  the  operation  with 
clamps  should  have  its  greatest  popularity.  Upon 
completion  of  the  operation  the  clamps,  with  the 
broad  ligaments  in  their  jaws,  are  carried  high  up 
into  the  pelvis.  After  the  clamps  are  removed,  the 
ligaments  retract  laterally,  leaving  a  space  which 
fills  in  with  fibrous  tissue  thus  "coalesing  the  va- 
ginal fornix  with  the  extremities  of  the  retracted 
ligaments."      In   this   type   of  case,  with  cystocele 
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or  rectocele,  hysterectomy  in  itself  is  insufficient 
and  the  operation  is  not  complete  until  a  high  an- 
terior or  posterior  perineorrhaphy  is  performed  at 
from  18  to  20  days  after  the  primary  hysterectomy. 
In  no  case  is  the  patient  permitted  to  be  up  prior 
to  the  perineorrhaphy. 

Primary  hemorrhage  is  prevented  by  the  use  of 
the  clamp.  Secondary  hemorrhage  may  occur  here, 
as  elsewhere,  at  from  10  to  14  days.  Should  it 
ensue,  the  treatment  consists  solely  of  a  hypodermic 
injection  of  morphine  and  elevation  of  the  foot  of 
the  bed. 

A  retention  catheter  is  inserted  in  each  of  our 
cases  and  left  in  situ  until  the  day  following  the 
removal  of  the  clamps.  The  bladder  is  irrigated 
with  warm  boric-acid  solution,  and  1  to  2  ounces 
of  20  per  cent,  argyrol  solution  is  instilled  just 
prior  to  withdrawal  of  the  catheter. 

Forty-eight  hours  after  the  operation,  the  clamps 
are  opened.  They  are  left  in  this  condition  an- 
other 9  to  10  hours,  at  the  end  of  which  time  they 
are  simply  withdrawn.  The  drains  are  removed 
before  the  clamps  are  opened.  From  here  on,  abso- 
lutely nothing  is  done  to  the  vagina  unless  a  little 
discharge  develops  at  the  end  of  6  to  8  days.  Then 
a  low  warm  cleansing  douch  is  given. 

The  vaginal  approach  for  surgery  of  the  pelvis 
is  by  no  means  limited  to  the  uterus  itself.  The 
posterior  uterine  cul  de  sac  is  separated  from  the 
vagina  by  tissues  only  a  few  millimeters  in  thick- 
ness. Its  accessibility  is,  therefore,  quick  and  safe. 
In  suspected  ruptured  ectopic  pregnancy  this  nar- 
row partition  may  be  opened  and  if  rupture  has 
occurred,  a  gush  of  blood  will  ensue;  the  finger  is 
then  inserted,  the  tube  localized,  pulled  down  ant 
ligated  or  clamped.  A  simple  gauze  pack  or  cig- 
arette drain  is  inserted  and  the  operation  is  over 
with. 

Although  a  few  surgeons  operate  through  this 
route  for  bleeding  from  the  uterus  complicating 
suppurative  lesions  of  the  tubes  and  ovaries,  we 
mention  the  procedure  only  to  condemn  it.  It  is 
our  belief  that  these  lesions  should  be  attacked 
from  above,  where  we  can  both  see  and  feel  the 
better.  Moreover,  oftentimes  a  portion  of  the 
small  intestine  is  down  in  the  pelvis,  fastened  more 
or  less,  and  unless  we  relieve  this  attachment,  post- 
operative obstruction  may  take  place.  We  firmly 
believe  that  the  surgical  toilet  should  be  complete, 
all  pathological  tissue  removed,  the  small  bowel 
brought  entirely  up  out  of  the  pelvis  and  the  large 
bowel  placed  in  its  anatomical  position  and  the 
bowel  carefully  walled  off  from  the  site  of  the  pre- 
existing disease  by  means  of  the  omentum  or  by 
the  careful  introduction  of  plenty  of  rubber-cov- 
ered drains  forming  a  partition  across  the  entire 
pelvis;  for  by  this  means,  and  this  alone,  can  we 
reduce  to  a  minimum  the  danger  of  obstruction,  as 


well  as  of  peritonitis,  and  offer  to  the  patient  her 
best  chance  of  a  prompt  and  uninterrupted  conval- 
escence. 

In  conclusion,  we  feel  that  vaginal  hysterectomy 
with  clamps  is  a  procedure  which  has  not  been 
awarded  its  proper  place  in  surgery. 

Post-operative  hemorrhages,  post-operative  ob- 
struction, post-operative  shock  and  cases  of  pul- 
monary embolism  are  ail-but  unheard-of  after  this 
operation. 

Therefore,  as  the  post-operative  evils  are  ail-but 
nil;  and  as  the  time  of  the  operation  is  reduced  to 
a  minimum,  often  to  but  3  to  5  minutes,  and  as 
the  mortality  rate  is  so  low  as  to  be  comparable  to 
that  of  radium  without  the  sequelae  and  relapses 
of  the  latter,  and  as  the  operation  as  pointed  out 
by  J.  W.  Kennedy  violates  no  single  surgical  prin- 
ciple, we  have  no  hesitancy  in  recommending  it  for 
your  earnest  and  careful  consideration,  with  the 
full  expectation  that  a  few  trials,  on  comparatively 
easy  cases  to  begin  with,  will  at  once  prove  its 
merit  and  warrant  a  more  generous  use  at  your 
hands. 

Discussion 
Dr.  Charles  R.  Robins,  Richmond: 

I  enjoyed  Dr.  Black's  paper  and  I  compliment  him  on  it. 
Joe  Price  was  a  great  man  and  Dr.  Black  is  an  eminent 
disciple  of  his.  However,  in  discussing  vaginal  hysterec- 
tomy, there  are  several  things  that  have  to  be  taken  into 
account. 

The  first  of  these  is  that  the  abdominal  operation  permits 
exploration  of  the  abdomen.  It  does  happen  that  not 
infrequently  we  find  conditions  in  the  abdomen  that  had 
not  been  diagnosed  previous  to  the  exploration.  One  has 
to  be  quite  certain  that  the  vaginal  removal  of  the  uterus 
will  remove  all  the  pathology  from  which  the  patient  is 
suffering  before  this  operation  is  undertaken.  We  have  to 
take  into  consideration  also  that  often  conservative  proce- 
dures may  be  practiced  which  will  not  only  cure  the  patient 
but  conserve  necessary  functions  of  the  pelvic  organs. 

As  regards  inflammatory  pelvic  conditions,  great  prog- 
ress has  been  made  in  their  treatment  in  recent  years.  It 
is  possible  now  in  recent  gonorrheal  salpingitis  to  restore 
the  patient  to  normal  conditions  without  any  operation  at 
all.  This  applies  with  particular  force  to  young  girls  who 
are  so  unfortunate  as  to  have  contracted  this  disease. 

A  case  in  point  which  I  have  had  the  care  of  recently 
was  that  of  a  young  college  girl,  eighteen  years  old,  who 
contracted  gonorrhea.  When  she  was  examined  her  tubes 
were  enlarged  and  adherent,  presenting  masses  in  the  pelvis. 
Such  a  case  treated  by  surgery  would  have  called  for  radi- 
cal removal  of  the  tubes  at  least.  However,  she  was  treated 
by  the  Elliott  method  by  which  it  was  possible  to  raise  the 
temperature  of  the  pelvis  to  a  point  sufficient  to  kill  the 
gonococci.  She  showed  such  satisfactory  improvement  that 
the  treatment  was  persisted  in  until  the  masses  had  entirely 
disappeared.  Later  the  Rubin  test  showed  that  both  tubes 
were  patulous  and  the  pelvic  organs  were  considered  normal. 

About  a  year  after  she  was  first  taken  sick  she  developed 
an  appendicitis.  When  this  operation  was  performed  an 
opportunity  was  had  to  examine  the  pelvic  organs  and  they 
were  found  entirely  normal  with  the  exception  of  one  slight 
adhesion  between  the  right  tube  and  the  appendix. 

When  we  consider  that  fibroids  can  be  removed  in  many 
cases  and  still  leave  a  miniature  uterus  with  the  tubes  and 
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ovaries  attached  and  that  by  the  application  of  conservative 
measures  as  above,  inflammatory  conditions  can  often  be 
cured  without  any  operation  at  all,  the  indications  for  doing: 
a  total  hysterectomy  have  materially  decreased.  We  have 
certainly  found  it  so  in  our  practice. 

The  vaginal  hysterectomy  seems  to  give  excellent  results 
in  the  treatment  of  prolapse  of  the  uterus  and  it  is  princi- 
pally for  this  condition  that  we  use  it  at  the  present  time. 

Dr.  J.  Shelton  Horsley,  Richmond: 

Dr.  Black  has  made  out  an  excellent  case  for  vaginal 
hysterectomy.  I  think  it  should  be  employed  much  more 
frequently  than  it  is.  Of  course  there  are  limitations  in 
the  size  of  the  growth  and  the  measurements  of  the  pelvis, 
but  any  uterus  that  demands  a  hysterectomy  and  can  be 
brought  through  the  pelvis  should  be  removed  by  vaginal 
hysterectomy.  If  there  is  infection  in  the  uterus,  it  is  far 
less  dangerous  to.  use  the  vaginal  route.  In  cancer  of  the 
fundus,  vaginal  hysterectomy  is  particularly  indicated.  In 
cancer  of  the  cervix  radiologic  treatment  is  better,  prefer- 
ably according  to  the  views  so  well  expounded  by  Dr. 
Wright  Clarkson,  giving  x-ray  treatment  first  and  later 
radium. 

In  cancer  of  the  fundus  x-ray  treatment  may  be  given, 
but  vaginal  hysterectomy  is,  I  believe,  preferable  to  the 
application  of  radium,  and  certainly  to  abdominal  hyster- 
ectomy. 

The  technic  that  I  have  been  using  for  vaginal  hysterec- 
tomy has  been  described  in  two  articles  (Vaginal  Hysterec- 
tomy: Its  Indications  and  Technic,  Va.  Med.  Monthly, 
April,  1Q30,  and  Vaginal  Hysterectomy  With  Special  Refer- 
ence to  its  Employment  in  Cancer  of  the  Fundus  of  the 
Uterus,  Am.  Journal  of  Surgery,  24:58,  2-591,  June,  1934.) 
The  principles  consist  first  in  packing  the  cervix  and  the 
uterus  with  a  strip  of  iodoform  gauze  wrung  out  of  iodine 
solution,  closing  the  cervix  with  a  stout  silk  suture,  making 
a  transverse  incision  in  the  front  of  the  cervix  and  then  a 
longitudal  incision  down  the  anterior  wall  of  the  vagina  for 
about  two  inches.  The  cul-de-sac  and  the  anterior  peri- 
toneum are  opened,  the  broad  ligaments  are  clamped  and 
divided  in  segments,  and  each  segment  is  controlled  by 
transfixing  and  tying  it  with  catgut,  placing  two  ligatures 
at  the  upper  part  of  the  broad  ligaments.  This  longitudinal 
incision  in  the  anterior  vaginal  wall  permits  a  much  wider 
exposure.  Frequently  ovarian  or  tubal  lesions  can  be  re- 
moved. The  wound  is  closed  by  suturing  the  peritoneum 
over  the  bladder  to  the  peritoneum  over  the  rectum  with  a 
continuous  mattress  suture  of  fine  chromic  catgut.  The 
ligatures  on  the  broad  ligaments  are  gathered  into  a  cable 
and  brought  down  on  each  side.  The  vaginal  mucosa  is 
sutured  with  chromic  catgut,  and  the  two  cables  are  tied 
together  over  strips  of  iodoform  gauze  packed  in  the  vault 
of  the  vagina. 

The  mortality  from  this  operation  is  very  small.  Of 
course,  if  there  is  procidentia,  vaginal  hysterectomy  is  only 
one  step  in  the  technic,  because  the  weakened  structures 
under  the  bladder  and  over  the  rectum  must  be  repaired  as 
in  any  other  hernia  and  this  is  the  most  important  part  of 
the  operation.  In  procidentia  the  ends  of  the  broad  liga- 
ments must  be  sutured  together  or  lapped  over,  in  addition 
t.)  the  other  procedure.  At  the  time  of  the  publication  of 
my  paper  on  vaginal  hysterectomy  in  1934  we  had  done  14 
operations  for  cancer  of  the  fundus,  with  no  recurrence  up 
t.i  that  time. 


tion,  showed  nothing  abnormal.  On  the  third  day  few  , 
convulsive  seizures,  moved  to  a  hospital,  and  while  prep- 
arations were  being  made  for  blood  transfusion,  she  had 
another  convulsive  seizure  and  expired.  This  was  the  history 
given  me  when  I  was  called  to  perform  the  postmortem 
examination  a  few  hours  after  death. 

Positive  Postmortem  Findings:  Pale,  30  c.c.  bloody  fluid 
was  in  the  pouch  of  Douglas,  2  or  3  small  cysts  filled  with 
clear  fluid  occupied  a  fourth  to  a  third  of  the  mass  of 
each  ovary.  A  blood  clot  still  lay  in  the  vagina;  endore- 
trium  was  thickened,  1  or  2  very  tiny  clots  were  adherent 
to  it  near  the  internal  os,  no  ulceration,  nor  any  open  blood 
vessels  which  could  be  identified  grossly. 

The  uterine  glands  had  a  high  columnar  epithelium  and 
here  and  there  were  cystic.  The  picture  was  that  of  en- 
dometrium in  the  folliculin  phase.  Sections  of  the  ovaries 
showed  the  cysts  noted  on  gross  inspection;  one  of  these 
was  lined  with  a  shallow  layer  of  granulosa  cells.  One 
small  corpus  albicans  was  found,  but  no  corpus  hemorrhagi- 
cum  or  luteum.  The  convulsive  seizures  were  undoubtedly 
due  to  cerebral  anemia. 

This  is  the  typical  picture  of  what  we  may  call  a  hyper- 
folliculinism.  The  death  of  the  ovum,  with  failure  of 
ovulation  and  hence  the  absence  of  a  corpus  luteum  is 
profoundly  significant,  for  the  hormone  produced  by  this 
body  has  some  moderating  effect  upon  the  uterine  mucosa. 
In  its  presence  menstruation  pursues  a  normal  course.  Under 
the  unimpeded  stimulation  of  the  follicular  fluid,  however, 
menorrhagia  occurs. 

A  search  of  the  literature  of  the  past  80  years  shows 
only  about  20  reported  cases  of  fatality  from  menstrual 
hemorrhage  during  adolescence. 


Fatal  Menstrual  Hemorrhage  in  Adolescence 


A  girl,  13,  normally  developed;  no  history  of  blood  dys- 
crasia  in  her  or  family.  First  menstrual  period  1  month 
ago,  slight  for  1  day;  second  began  3  days  ago,  profuse, 
large  clots.     Physical  examination,  including  vaginal  palpa- 


Examination  of  Suspected  Semen  Stains  for 

Spermatozoa 

(W.    W.    Williams,  Springfield.    Mass.,   in   Jl.    Lab.   *.   C 

Med.,  Aug.) 

Spermatozoa  dried  on  clothing  or  elsewhere  maintain 
their  morphologic  and  staining  properties  over  long  periods 
of  time,  particularly  if  kept  dry.  Then  a  permanent  stained 
microscope  slide  preparation  of  the  spermatozoa  may  readily 
be  prepared  from  washing  a  piece  of  the  soiled  cloth,  y2  in. 
in  diameter.  This  placed  upon  a  clean  microscope  slide,  a 
few  drops  of  saline  solution  placed  upon  it,  and  with  the 
blunt  edge  of  a  scalpel  the  surface  is  scraped  off  carrying 
with  it  any  spermatozoa  present.  The  few  drops  of  fluid 
are  spread  over  the  slide.  After  drying,  the  film  is  fixed 
with  heat,  and  then  stained  by  the  following  method: 

Cover  film  with  a  1%  solution  of  Wollschwarz 

(Wollschwarz  1%  (aqueous)       4.00  c.c. 
Sulphuric  acid  2%  0.05  c.c.)  for  5  min. 

Wash  with  water. 

Counterstain  6  to  8  seconds  with  Loeffler's  methylene 
blue  which  has  been  diluted  with  15  parts  of  water.  This 
acts  as  a  mordant  to  the  Wollschwarz,  serving  to  fix  it  in 
the  nucleus. 

Wash  with  distilled  water.  Dry  the  film  and  examine 
under  oil  immersion  lens. 

This  stain  imparts  to  essentially  everything  aside  from 
the  heads  of  the  spermatozoa  a  dull  grayish  color,  and 
the  heads  will  be  seen  as  bright  golden  or  yellowish  spots. 
The  nuclei  of  tissue  cells  may  also  be  stained,  but  here 
the  morphology  is  so  different  that  there  need  be  no  con- 
fusion. 

Because  of  the  fact  that  the  semen  from  a  given  indi- 
vidual presents  characteristic  spermatic  anomalies  occur- 
ring in  constant  ratios,  it  is  possible  to  obtain  sufficient 
information  from  a  properly  prepared  semen  smear  to  enable 
one  to  say  positively  whether  another  sample  which  A 
submitted  for  comparison  was  or  was  not  derived  from  the 
same  person. 
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The  True   Story  of   Ureteral  Transplantation* 

Addison  G.  Brenizer,  M.D.,  Charlotte,  North  Carolina 


COFFEY1-1"  in  1909,  suggested  the  sub- 
mucosal transplantation  of  the  common  bile 
duct  or  ureter,  which  procedure  was  carried 
out  with  a  ureter  by  C.  H.  Mayo  in  1912. 

Dr.  Walters11  does  this  operation  practically  the 
same  way  now.  Dr.  Cabot11  has  done  it  extraperi- 
toneal^. One  ureter  at  a  time  is  transplanted. 

On  account  of  infection  from  entering  the  bowel 
immediately,  swelling  of  the  parts,  swelling  and 
lameness  of  the  ureter  and,  therefore,  temporary 
obstruction  of  the  ureter  and  hydronephrosis  and 
pyelitis,  in  spite  of  an  elaborately  cleaned  rectum 
and  sigmoid,  and  the  fact  that  only  one  ureter  could 
be  implanted  at  a  time,  for  the  above  reasons, 
Coffey  then  employed  ureteral  catheters  in  both 
ureters  and  after  a  very  elaborate  cleaning  and 
packing  of  the  rectum  and  sigmoid  and  an  enormous 
consumption  of  time  at  the  operation,  he  trans- 
planted both  ureters. 

Trouble  followed  ths  method,  the  catheters  ran 
poorly  for  the  first  days,  they  became  stopped  up. 
they  came  away  too  soon  or  with  difficulty,  the 
final  anastomoses  did  not  function  so  well.  Coffey 
finally  employed  a  necrosing  suture,  transfixing  the 
ureter  and  intestinal  mucosa,  after  anchoring  the 
severed  and  tied-off  ureter  to  the  muscularis  of  the 
intestine.  The  adantages  of  this  method  lay  in  the 
placing  of  the  ureter  first  in  the  submucosal  position 
without  opening  the  intestinal  mucosa  and  allow- 
ing the  ureter  to  heal  and  become  fixed  in  position, 
as  the  necrosing  suture  piercing  ureter  and  intes- 
tinal mucosa,  necrosed  through  ureter  and  intes- 
tinal mucosa  to  form  a  fistula. 

This  last  method  of  Coffey's,  method  No.  3,  as 
he  called  it,  not  only  offered  the  disadvantage  of 
his  first  method,  the  translation  of  one  ureter  at  a 
time,  but  the  decided  temporary  injury  of  the 
kidney  by  absolute  obstruction  and  hydronephrosis. 
and  likely  hydropyonephrosis  for  a  few  days,  (the 
temperature  rose  markedly  after  operation)  before 
the  necrosing  suture  came  through.  Not  only  this, 
but  Coffey  had  his  trials  in  being  sure  whether  or 
not  the  necrosing  suture  entirely  entered  the  lumen 
of  the  bowel  and  as  to  the  suture  actually  necrosing, 
depending  on  whether  it  was  tied  too  tight  or  too 
loose;  he  also  was  embarrassed  by  the  ureter's 
shifting  position,  though  anchored  at  its  tied-off 
end  to  the  whole  thickness  of  the  musculature  of 
the  bowel,  and  he  devised  a  long  curved  forceps 
with  a  hollow  olive-shaped  expansion  on  the  end  to 
contain  another  looped  suture.  The  necrosing  suture 

•Presented  to  the  Tri-State  Medical  Association  of  the  Ci 
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was  to  pierce  the  ureter,  then  the  intestinal  mucosa 
and  finally  through  the  loop  of  the  suture  con- 
tained in  the  olive-shaped  expansion,  which  loop 
projected  at  a  notch  in  the  olive.  Ths  was  often 
hard  to  hit.  Beyond  this,  Coffey  could  pass  his 
forceps  with  olive  in  the  dog,  but  due  to  valves,  he 
said,  only  with  difficulty  in  the  human.  At  this 
point,  I  suggested  a  small,  thick  metal  ring,  with  or 
without  a  silk  thread  tied  on  it  to  be  either  started 
up  the  rectum  on  a  forceps,  then  released  and 
rolled  to  any  desired  position  by  the  operator;  or 
several  of  these  rings  to  be  swallowed  the  day 
before,  and  then  picked  up  near  the  site  of  the 
proposed  transplantation  and  rolled  into  position. 
This  ring  and  this  ring  passed  up  from  below  with 
a  thread  tied  to  it  obviated  several  of  Coffey's 
difficulties,  namely: 

1.  If  the  necrosing  suture  passed  through  the, 
ring  in  the  intestine,  it  of  a  necessity  had  passed 
through  the  intestinal  mucosa. 

2.  The  ring,  as  a  more  or  less  fixed  point,  stead- 
ied and  held  the  ureter  against  the  intestinal  mucosa 
at  this  fixed  point. 

3.  The  tightness  or  looseness  of  the  necrosing 
suture  was  no  longer  of  great  importance,  though 
it  should  be  snugly  tied,  because  the  tug  of  in- 
testinal peristalsis  or  pulling  on  the  thread  tied  to 
the  ring  would  finally  pull  the  necrosing  suture 
through  on  the  ring. 

In  addition  to  this,  I  used  the  ring  with  the  thread 
tied  to  it  passed  up  the  rectum  in  the  end  opening 
or  side  opening  of  a  small  rectal  tube  or  catheter. 
I  also  used  the  stylet  of  an  Ochsner  bile  duct  probe 
bent  into  a  ring.  Finally  I  used  a  long  tonsil  wire 
to  pierce  the  ureter,  then  passed  down  the  end 
opening  of  a  catheter  and  out  the  anus  and  created 
the  uretero-intestinal  fistula  in  two  ways:  1.  By 
withdrawing  the  catheter  and  then  by  tugging  on 
the  wire  or  by  attaching  ends  to  a  rubber  band 
between  the  patient's  thighs  to  let  the  patient  do 
his  own  tugging  by  spreading  the  thighs  and  thus 
pulling  on  the  wire  below  until  it  necrosed  through 
above;  2.  By  pulling  down  on  the  wire  loop  and 
applying  an  electro-cutting  current  to  create  the 
fistula  at  will.  In  other  words,  I  established  defi- 
nitely several  ways  of  accurately  creating  a  uretero- 
intestinal  fistula,  tried  them  all  out  on  dogs,  applied 
them  to  the  human,  pictured  and  published  the 
whole  story.  Then  came  Higgins'  12-14  work  of 
placing  a  segment  of  both  ureters  at  the  same  time 
in  the  submucosal  position  of  Coffey,  and  employing 
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Coffey's  necrosing  suture,  leaving  them  unsevered 
and  continuous  with  the  bladder,  so  that  the  urine 
would  continue  to  flow  to  the  bladder,  during  and 
after  the  formation  of  the  uretero-rectal  fistula.  I 
thought  this  idea  of  leaving  the  ureters  intact  with 
the  bladder  until  and  after  the  fistulae  were  formed 
was  Higgins',  but  I  find  that  Ferguson,13  as  pointed 
out  to  me  by  Douglass  and  Edwards,ls  had  already 
employed  it  on  animals  and  published  it. 

At  any  rate,  the  idea  of  Higgins  or  Ferguson 
gave  me  what  I  wanted.  I  placed  a  segment  of  both 
ureters  in  the  submucosal  position  of  Coffey,  then 
straddled  the  lower  portion  of  this  ureteral  segment 
with  a  wire,  bent  double,  passing  the  two  ends 
through  the  mucosa  and  down  a  catheter  and  out 
the  anus.  The  wire  used  was  a  No.  9  tonsil  wire, 
and  when  bent  and  passed  down  and  out  the  end 
of  a  catheter  leaves  a  rather  rigid  and  patent  loop, 
surrounding  the  ureter  and  emerging  from  the  eye  of 
the  catheter  above.  The  wire  remained  jacketed  and 
insulated  by  the  rubber  catheter  until  severed  by 
electro-cutting  on  the  6th  to  8th  day — first  one 
upreter  and  then  the  other,  the  flow  of  urine  proved 
each  time,  by  the  giving  intravenously  of  neoskio- 
dan.  That  the  loop  of  wire  around  the  ureter  above 
remain  patent  and  not  too  large  a  loop  and  that  the 
loop  remain  in  place  and  not  become  pushed  up  into 
the  abdomen,  a  slit  was  made  in  the  lower  end  of 
the  catheter  and  the  two  ends  of  the  wire  below  bent 
or  release  the  pull  of  the  small  loop,  above,  around 
the  ureter.  Thus  pressure  or  pull  upon  the  ureter 
and  obstruction  of  the  ureter  were  avoided. 

When  the  time  came  to  sever  the  ureter,  the 
catheter  was  held  in  one  hand,  the  wire  pulled 
down  by  the  other,  bringing  about  two  very  definite 
positions  of  the  wire  loop  and  ureter:  the  lumen  of 
the  loop  was  narrowed  down  as  the  wire  was  pulled 
into  the  catheter  and  the  ureter  and  intestinal 
mucosa  was  pulled  down  a  short  way  into  the 
catheter,  also  the  whole  ureteral  segment  was  pulled 
down  upon.  Now  when  the  ureter  was  severed  by 
electro-cutting,  the  charring  was  confined  to  a  very 
small  spot  and  there  was  a  springing  away  from 
each  other  of  the  severed  ends,  leaving  a  gap  be- 
tween them.  This  latter  point  was  also  important  for 
this  reason:  The  proximal  severed  end  continued  to 
flow  urine  into  the  intestine  and  remained  patent, 
the  severed  lower  end  and  intervening  space  be- 
tween upper  and  lower  end  granulated,  filled  with 
scar  and  closed.  When  it  came  to  the  removal  of 
the  bladder,  with  not  a  drop  of  urine  running  to  it, 
it  was  quite  important  and  an  enormous  advantage 
to  be  able  to  actually  disregard  the  closed  distal 
stumps  of  the  ureters  attached  to  the  bladder  and 
to  be  able  to  remove  the  bladder  without  having  to 
isolate  these  ureteral  stumps  or  to  trace  them  back 
into  the  peritoneum,  to  tuck  them  back  into  the 
bowel.  On  the  other  hand,  with  no  urine  running 


from  above  to  the  bladder,  and  particularly  in 
extrophy  of  the  bladder,  with  a  dry  field,  which 
could  be  much  more  thoroughly  cleaned  and  with 
electro-cutting  and  ligation,  etc.,  at  our  beck  and 
call,  these  bladders  could  be  dispensed  with  in 
short  order.  Beyond  all  this,  in  certain  fistula  cases 
the  bladder  need  not  be  removed  at  all. 

Drs.  Douglass  and  Edwards  mentioned  my  work 
on  ureteral  transplantation  and  cystectomy  this  far 
and  in  this  fashion: — 

"Quite  recently  Brenizer111-17  has  described  a  two-stage 
method  of  transplanting  the  ureters  in  the  bowel.  His  sec- 
ond stage  was  performed  through  the  rectum  with  the  aid 
of  wires  and  an  electric  current,  necessitating,  therefore, 
only  one  abdominal  operation.  He  performed  this  opera- 
tion on  a  woman  with  irreparable  vesicovaginal  fistula.  So 
far  as  we  know,  he  is  the  first  to  utilize  this  plan  of  ureteral- 
intestinal  anastomosis  in  the  human." 

The  severing  of  the  ureters,  of- ce»!,se',MS»w9eeomi- 
stage  procedure,  it  is  true,  but  not  to  be  considered 
of  great  moment  and  certainly  not  as  a  second  oper- 
ation, since  it  is  done  in  a  few  seconds  and  barely 
with  the  knowledge  of  the  patient,  analogous  to  re- 
removing  a  drain.  Of  course,  the  removal  of  the 
bladder  is  a  second-stage  operation. 

Drs.  Douglass  and  Edwards,18  in  their  experi- 
ments with  animals,  using  the  wire  looped  over  the 
ureters  have  not  succeeded  and  have  had  troubles 
with  obstruction  and  death.  Their  troubles  to  my 
mind  are  fairly  simple:  1.  First,  their  wire  is  too 
small,  too  malleable  and,  doubled  up  in  the  dog's 
rectum,  filled  with  hard  masses  of  feces,  is  pulled 
upon  and  obstructs  the  ureter.  2.  They  used  no  way 
of  keeping  the  loop  around  the  ureter  open.  3.  They 
had  no  way  of  jacketing  their  wire,  nor  of  using  the 
the  wire-in-catheter  arrangement  so  that  it  could  be 
moved  up  and  down  or  the  wire  run  up  and  down 
in  the  catheter  to  temporarily  compress  and  release 
the  ureter.  In  fact,  my  son  and  I  are  now  using  this 
wire  loop  and  catheter  to  compress  and  liberate  the 
ureter  at  will  in  a  study  of  "more  or  less  prolonged 
ureteral  obstruction  and  hydronephrosis." 

There  is  one  factor  as  stressed  by  Kirwin,1"  which 
I  think  will  remain  in  any  method  of  ureter  and 
common-duct  transplantation,  and  that  is  the  ques- 
tion of  more  or  less  scar  at  the  site  of  implantation, 
resulting  in  a  certain  amount  of  rigidity  and  hamp- 
ering, or  contraction,  or  encroachment  upon  the 
caliber  of  the  implanted  ureteral  segment.  This  last 
difficulty,  that  of  scarring,  can  not  be  avoided  even 
when  the  ureter  is  implanted  into  the  bladder  and 
can  likely  only  be  avoided  when  the  rare  oppor- 
tunity is  given  to  do  an  end-in-end  anastomosis  of 
the  ureter.  However,  whenever  possible  the  urine  is 
to  be  made  to  follow  the  urinary  route  and  not 
transferred  to  the  rectum  and  sigmoid,  except  in 
cases  of  exstrophy,  large  bladder  fistulae,  certain 
ureteral  fistulae,  cancer,  and  a  few  exaggerated 
cases  of  submucous  fibrosis  vesicae.  In  such  cases, 
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there  is  no  other  alternative  than  ureteral  trans- 
plantation, and  usually  cystectomy. 

If,  as  stated,  the  trouble  in  the  use  of  the  wire 
by  Douglass  and  Edwards  (hair-pin  wire,  straddling 
the  ureter)  was  from  obstruction,  not  only  can  ob- 
struction of  the  ureter  be  avoided  as  suggested 
above,  that  is,  by  passing  a  stiffer  wire  down  the  end 
opening  of  a  small  rectal  tube,  but  at  the  same  time 
that  the  small  rectal  tube  is  passed  up  to  receive 
the  hair-pin  wire,  it  is  made  to  convey  a  small  metal 
ring  with  a  suture  tied  to  it  in  the  side  eye.  This 
ring  is  used  to  receive  a  necrosing  suture  just  above 
the  lower  end  of  the  submucosal  segment  of  the 
ureter,  where  the  loop  of  wire  surrounds  it  for  fu- 
ture severing.  A  uretero-intestinal  fistula  is  first 
created,  on  the  3rd  to  6th  day  after  operation,  be- 
fore the  ureter  is  severed  by  the  wire  loop  on  the 
8th  to  10th  day.  The  use  of  the  ring  to  assure  a 
fistula  and  thus,  theoretically  if  not  actually,  avoid 
obstruction  by  the  wire  loop  may  be  used,  and  was 
used  in  my  earlier  cases;  but  it  is  not  necessary. 
The  only  objection  to  the  use  of  the  ring  with  the 
wire  is  the  somewhat  more  cumbersome  manipula- 
tion at  operation. 

If  I  may  be  allowed  to  repeat  the  summary  made 
of  their  experiments  by  Douglass  and  Edwards. 
and  comment: 

"1.  In  our  experience  the  accepted  methods  of  ureteral 
transplantation,  when  applied  to  dogs,  have  nearly  always 
been  fatal. 

2.  The  high  mortality  of  the  operation  is  due  to  periton- 
itis or  obstruction  of  the  ureters  at  the  point  of  the 
anastomosis. 

3.  Renal  infections  developing  at  more  or  less  remote 
periods  following  transplantation  are  in  the  majority  of 
cases  sequelae  of  obstruction. 

4.  Ureteral  obstruction  results  from  angulation  of  the 
ureter,  stricture  of  the  ureter,  or  from  a  plug  of  exudate 
within  the  end  of  the  implanted  ureter.  A  brief  period  of 
partial  or  complete  obstruction  following  operation  allows 
the  exudate  to  collect  and  become  viscid. 

5.  In  these  experiments  we  observed  that  anastomoses 
produced  by  transfixion  suture  or  by  any  known  modifica- 
tions of  that  technic  were  most  prone  to  develop  stenosis. 
It  is  possible  that  in  some  of  these  cases  at  least,  an  ade- 
quate fistula  was  not  made  at  the  time  of  operation. 

6.  End-to-side  anastomoses,  Coffey's  first  technic,  where 
the  cut  end  of  the  ureter  is  brought  well  within  the  lumen 
of  the  bowel,  are  least  likely  to  develop  stricture. 

7.  If  stricture  follows  an  end-to-side  anastomosis,  it  is 
usually  because  an  excess  of  ureter  within  the  lumen  of  the 
intestine  has  not  been  maintained  following  operation.  Peri- 
stalsis and  elasticity  of  the  ureter  operate  to  bring  about 
this  postoperative  maladjustment. 

8.  Ferguson's  first-stage  operation  has  an  exceedingly  low 
primary  mortality  and  is  followed  apparently  by  no  per- 
manent impairment  of  renal  function. 

9.  In  order  to  benefit  in  the  fullest  measure  by  the  ad- 
vantages of  Ferguson's  first  stage,  the  anastomosis  must  be 
completed  at  a  second  operation,  carried  out  through  the 
rectum. 

10.  At  the  second  stage  the  ureters  should  be  completelv 
divided  so  that  the  late  danger  of  stenosis  may  be  minimized. 

11.  To  this  end,  silver  wire  was  looped  over  the  ureters 
at  the  first  operation. 


12.  When  wires  were  looped  over  the  ureters  in  dogs 
and  allowed  to  remain  in  place  from  10  to  14  days,  they 
often  obstructed  the  ureters  to  such  an  extent  that  the 
animals  did  not  long  survive  their  removal. 

13.  The  tendency  of  wire  to  obstruct  the  ureters  in  dogs 
may  be  due  to  the  fact  that  it  was  necessary  to  leave  the 
ends  of  the  wire  fastened  together  by  a  shot  well  within 
the  anus.  This  allowed  the  wires  to  ensnare  the  contents  of 
the  bowel.  In  time  the  weight  of  the  impaction  plus  the 
efforts  of  the  bowel  to  expel  it  by  increased  peristalsis  pro- 
duced such  traction  on  the  wire  loop  that  the  ureters  could 
not  function. 

14.  In  the  human,  where  the  cooperation  of  the  patient 
permits  the  ends  of  the  wire  to  clear  the  anus,  the  ten- 
dency to  obstruct  may  possibly  be  largely  removed. 

15.  Nevertheless,  if  this  method  of  transplantation  is 
employed  in  man,  it  is  highly  desirable  where  possible  to 
drain  both  kidney  pelves  while  the  wires  are  in  place  by 
indwelling  ureteral  catheters." 

Indwelling  catheters  may  be  used  to  avoid  ob- 
struction and  withdrawn  on  the  6th  to  10th  days 
when  the  ureters  are  cut  by  the  wire-in-tube  device, 
but  some  of  the  ureters  can  not  be  catheterized  and 
I  have  not  found  the  catheters  necessary,  nor  have 
I  used  them  in  any  case. 

It  so  happens  that  I  have  transplanted  ureters 
not  only  innumerable  times  in  the  dog,  proving 
first  what  I  was  trying  to  do,  but  have  transplanted  * 
25  ureters  in  13  human  beings  and  have  had  no 
trouble  from  the  operation  itself  except  in  two 
cases  there  have  been  attacks  of  pyelitis  or  pyohy- 
dronephrosis.  Repeated  examinations  of  the  pelvis 
and  ureters  after  neoskiodan  have  shown  some 
increase  in  dilatation  of  the  ureters  and  pelvis. 

Let  me  repeat.  The  ideal  of  all  ureteral  operations 
would  be  the  end-in-end  anastomosis  of  the  ureter 
as  done  by  Engel  at  the  Crile  Clinic,  and  the  routing 
of  urine  over  its  normal  passages;  but  there  are 
cases  of  exstrophy,  cancer,  fibrosis,  ureteral  and 
vesical  fistulae  in  which  this  cannot  be  done  and 
resort  must  be  made  to  transplantation. 

The  most  serious  objection  to  transplantation  is 
the  development  of  intermittent  or  chronic  obstruc- 
tion at  the  site  of  the  uretero-intestinal  anastomosis. 
Acute  obstruction  at  the  anastomosis  following 
operation  can  be  avoided  as  indicated  above:  By  the 
use  of  the  wire  loop  and  tube,  or  these  in  combina- 
tion with  the  ring  and  necrosing  suture.  And  may  I 
repeat  that  after  the  electro-cutting  of  the  ureter 
and,  at  the  same  time  the  creation  of  the  uretero- 
intestinal  fistula,  the  removal  of  the  bladder  is 
made  a  comparatively  easy  operation. 

—210  Professional  Building 
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Problems  of  Prostatism 
(N.   P.   Rathbun,  Brooklyn,  in   Urol.  <&.  Cutan.    Rev.,  Aug.! 

Usually  the  general  practitioner  first  sees  the  prostatic 
patient  either  as  an  office  patient  with  the  usual  train  of 
symptoms  or  in  an  acute  and  complete  retention,  perhaps 
in  the  middle  of  the  night. 

It  is  often  a  very  simple  matter  to  pass  a  catheter;  there 
are  times  when  the  utmost  patience  and  skill  are  demanded. 
First  try  a  small,  new,  fairly  firm,  soft-rubber  catheter, 
thoroughly  well  lubricated;  one  with  a  Coude  curve  at  the 
tip  is  very  good.  Steady,  gentle  pressure  will  often  be  re- 
warded with  success;  additional  pressure  will  do  no  better. 
If  the  soft  rubber  catheter  fails,  I  believe  the  next  best  bet 
is  the  Philips  whip — a  small,  solid  but  limber  bougie.  This 
in  the  bladder  attach  the  following-catheter  which  readilv 
follows  the  bougie  into  the  bladder.  If  this  fails  try  a  silk 
elastic  catheter,  preferably  one  with  a  prostatic  curve. 
Gentle  manipulation.  Failing  I  urge  you  not  to  yield  to  the 
temptation  to  resort  to  metal  catheters.  The  time  has 
arrived  to  invoke  the  aid  of  his  urological  colleague.  Rather 
than  resort  to  metal  catheters,  it  is  much  safer  to  employ 
a  suprapubic  trocar.  Selecting  a  point  in  the  midline  about 
Y\  in.  above  the  pubes,  which  is  definitely  dull  on  percus- 
sion. A  little  novocaine,  a  nick  with  the  scalpel,  the  trocar 
is  plunged  quickly  into  the  bladder,  the  obturator  with- 
drawn, a  soft  rubber  catheter  threaded  through  the  canula, 


which  is  in  turn  withdrawn,  the  catheter  anchored  to  the 
skin  with  a  silk  suture,  and  the  operation  is  complete.  A 
few  days  later,  with  the  congestion  subsided,  it  will  prob- 
ably be  a  simple  matter  to  pass  a  soft-rubber  catheter 
through  the  urethra.  Through  the  urethra  or  by  the  supra- 
pubic route,  urine  not  to  exceed  16  oz.  is  withdrawn,  the 
tube  anchored  in  position,  a  clamp  applied  which  is  re- 
moved every  hour,  evacuating  2  to  4  ozs.  each  time,  until 
the  bladder  is  gradually  emptied. 

Now  the  patient  who  calls  at  his  doctor's  office  present- 
ing the  usual  train  of  symptoms.  While  I  hesitate  to  make 
this  suggestion,  I  believe  that  it  would  be  good  practice  if 
all  of  these  patients  were  at  once  advised  to  have  a  com- 
plete survey  by  a  competent  urologist.  Caution  as  to  the 
avoidance  of  alcoholic  and  other  excesses,  long  automobile 
rides,  and  promptly  responding  to  the  call  to  void.  Many 
of  them  carry  on  for  years  with  perhaps  an  oz.  or  2  of 
residual  urine  and  void  perhaps  once  or  twice  at  night. 
Most  of  these  patients  require  no  treatment  other  than 
simple  hygienic  directions.  A  large,  boggy  prostate,  with 
considerable  frequency  and  a  mild  degree  of  obstruction  is 
often  benefited  by  gentle  prostatic  massage  at  weekly  in- 
tervals. If  improvement  is  not  seen  after  a  few  treatments 
it  is  useless  to  persist. 

Not  all  men  who  have  large  prostates,  including  even 
those  who  have  a  moderate  degree  of  obstruction,  should  be 
subjected  to  any  form  of  surgery.  Transurethral  prostatic 
resection  is  an  extremely  valuable  contribution  in  properly 
selected  cases.  For  the  large  prostate,  formal  prostatectomy- 
is  the  operation  of  choice.  Certain  cases  of  very  small  fib- 
rotic  prostates  are  best  treated  by  radical  resection  of  the 
bladder  neck  via  the  perineal  route.  Permanent  cystostomy 
still  has  a  place  as  a  palliative  procedure  in  certain  cases  of 
prostatic  carcinoma. 


Postoperative  Treatment  of  Appendicitis 
(Ellis  Allen.  Jr.,   Louisville,   in   Ky.   Med.  Jl.,  Aug.) 

Why  keep  a  patient  in  bed  6,  7  or  8  days  after  an  appen- 
dectomy? I  believe  in  early  rising.  The  longer  he  stays 
in  bed,  the  longer  it  will  take  him  to  regain  his  strength. 

Ninety-two  patients  with  the  gridiron  incision  have  been 
encouraged  to  get  out  of  bed  the  day  following  the  opera- 
tion if  t.  was  under  99,  but  in  many  we  could  not  allay 
their  fears,  so  we  did  not  insist  unless  we  had  some  definite 
reason  for  doing  so:  11  got  up  the  day  after  the  operation, 
21  the  second,  23  the  third  and  the  remainder  at  various 
later  dates.  Only  1  who  got  up  the  first  day  did  not  want 
to  get  up  the  following  day,  and  she  got  up  again  the  third 
day  and  thereafter.  Two  patients,  one  a  Louisville  sur- 
geon, would  not  get  up  until  the  12th  day.  Including  these, 
the  average  time  of  rising  was  3.6  days.  These  patients 
usually  returned  home  2  or  3  days  after  getting  up  and 
resumed  normal  activities  2  to  2%  weeks  after  the  opera- 
tion. One  patient  who  got  up  the  day  following  operation 
had  a  wound  infectien  develop  on  the  5th  day  and  was 
kept  in  for  3  more  days  because  of  this.  He  was  ambula- 
tory while  this  was  draining,  with  no  discomfort.  These 
patients  had  less  pain  when  upon  a  chair  than  when  in  bed, 
probably  because  sitting  relaxed  the  abdominal  muscles. 
They  had  practically  no  gas  pains,  and  resumed  normal 
bowel  habits  2  or  3  days  earlier  than  in  the  cases  done  by 
the  rectus  incision,  which  we  kept  in  bed  an  average  of  S.3 
days. 

The  gridiron  cases  went  home  on  an  average  of  7  days 
after  operation,  the  rectus  cases  11  days,  the  drained  cases 
IS  davs. 


Nicolas  Andry  of  Lyons  (1658-1742)  professor  at  Paris, 
wrote  on  orthopaedic  surgery  and  originated  the  name 
"orthopedie."- — Baass'  History  of  Medicine. 
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Heat  In  Pelvic  Infections* 

A.  E.  Baker,  M.D.,  F.A.C.S.,  Charleston,  South  Carolina 


THE  use  of  heat  for  the  relief  of  pelivc  pain 
has  been  practiced  for  many  years.  Hip- 
pocrates in  450  B.  C.  appreciated  its  useful- 
ness and  advocated  the  hot  douche.  A  thousand 
years  later  Galen  called  attention  to  it.  From  then 
until  1683  no  mention  of  it  is  found,  probably  be- 
cause of  the  prevalence  of  religious  laws  whereby  it 
was  unlawful  for  an  examination  to  be  made  of  the 
female  genitalia  by  male  physicians.  Later  German 
physicians  poured  heated  shot  into  the  vagina  in 
order  to  maintain  heat  and  pressure.  Gellhorn  in 
1924  reported  good  results  from  using  at  least  two 
gallons  of  hot  water  at  115°  F.  as  a  continual 
vaginal  douche.  He  was  the  first  to  recognize  that 
the  vaginal  membranes  could  tolerate  a  much  high- 
er degree  of  heat  than  the  skin,  vulva  or  perineum. 
Intrauterine--'  dewches  were  practiced  until  con- 
demned by  Emmet. 

Not  until  a  few  years  ago  did  we  have  a  satisfac- 
tory method  of  applying  heat  to  the  pelvis.  This 
was  suggested  by  Dr.  Charles  R.  Elliott  and  is  now 
used  in  almost  every  city  in  this  country.  Holden 
of  N.  Y.  and  Counsellor  of  the  Mayo  Clinic,  by 
their  publications  of  large  series  of  cases  of  pelvic 
infections  improved  and  cured  by  heat,  did  most  to 
establish  this  conservative  treatment. 

It  is  not  the  purpose  of  this  discussion  to  detail 
the  technique  of  the  Elliott  treatment  with  which 
you  are  already  familiar,  but  to  give  some  conclu- 
sions based  upon  a  series  of  forty  cases  of  pelvic 
infections  treated  by  heat  in  the  past  year.  Only  a 
few  of  these  patients  were  hospitalized,  the  others 
reported  to  my  office  daily  for  six  to  ten  treatments 
of  one  hour  each.  At  each  visit  the  nurse  inserted 
the  elastic  applicator  into  the  vagina  next  to  the  cer- 
vix. Water  from  115  to  125°  was  allowed  to  cir- 
culate through  the  applicator  under  pressure  of  two 
to  three  pounds,  which  is  comfortable  and  suffi- 
cient to  flatten  the  rugae  of  the  vaginal  wall. 

Total  leukocyte  counts  showed  an  increase  im- 
mediately after  treatment  of  200  to  350  cells,  an 
average  increase  of  16  per  cent,  which  corresponds 
to  the  average  of  17  per  cent,  increase  reported 
from  Bellevue  Hospital.  Differential  blood  counts 
showed  little  or  no  changes. 

The  average  oral  temperature  rise  was  .5°. 
Rectal  temperatures  showed  a  rise  from  normal  be- 
fore treatment  to  106  or  107°  during  treatment.  In 
the  acute  and  subacute  cases  some  rectal  tempera- 
tures rose  to  109c.  As  the  result  of  pelvic  heat  in 
these  cases,  there  was  a  softening  of  the  cervix  and 


widening  of  its  canal  from  which,  as  well  as  from 
the  vagina,  in  each  case,  came  a  profuse  exudation 
of  infected  glandular  secretion  which  collected  in 
the  vagina.  After  several  treatments,  pain  and 
tenderness  usually  subsided  and  on  several  occa- 
sions pelvic  masses  have  disappeared.  The  foul 
vaginal  and  cervical  exudate  gradually  became  clear. 
In  most  of  these  cases  there  was  entire  relief  from 
pain. 

The  cases  of  acute  and  chronic  gonorrheal  sal- 
pingoophoritis  responded  most  favorably.  C.  T. 
Stone  states  that  at  a  temperature  of  106  the 
gonococcus  is  killed  in  a  few  hours  and  at  a  temper- 
ature of  120°  in  ten  minutes.  These  organisms, 
which  flow  from  every  glandular  opening  in  the  cer- 
vix and  vagina  with  the  exudation,  come  in  contact 
with  the  heated  applicator  at  125°  and  are  killed  in 
a  very  few  minutes.  On  December  10th,  1936,  pelvic 
heat  was  administered  to  a  white  woman  28  years 
of  age  with  a  diagnosis  of  salpingitis.  Six  treat- 
ments of  one  hour  each  were  given.  Vaginal  slides 
were  positive  for  the  gonococcus.  Total  white  count 
was  12,950  with  84  per  cent,  polynuclear  cells,  tem- 
perature 102°,  pulse  110.  On  December  15th,  five 
days  after  treatment,  pains  had  subsided,  temper- 
ature was  normal,  total  white  count  was  6,250  with 
77  per  cent,  polynuclear  cells.  She  was  discharged 
from  the  hospital  on  December  17th,  and  has  had 
no  return  of  symptoms.  This  is  an  illustration  of 
what  might  be  expected  in  50  to  60  per  cent,  of  such 
cases. 

The  majority  of  cases  in  this  series  come  under 
the  class  of  pelvic  cellulitis  or  parametritis,  charac- 
terized by  inflammatory  changes  in  the  broad  and 
uterosacral  ligaments,  with  pelvic  pains,  backache, 
headache,  nervousness,  leukorrhea  and  dysmenor- 
rhea. Several  of  this  group,  desiring  children,  came 
to  determine  the  cause  of  sterility.  After  a  series 
of  treatments  three  of  these  women  became  preg- 
nant. In  one  case  the  uterus  had  been  displaced  and 
fixed  to  the  right.  After  treatment  the  uterus  was 
freely  movable,  pains  subsided  and  pregnancy  was 
established  in  two  months.  This  patient  was  de- 
livered a  few  weeks  ago.  There  are  obese  women 
who  suffer  with  pelvic  pains.  They  are  poor  oper- 
ative risks,  usually  with  myocardial  weakness.  They 
are  good  subjects  for  this  type  of  treatment  and,  in 
my  experience,  have  responded  well.  One  patient 
with  sciatic  neuritis  which  had  confined  to  bed  for 
a  week  was  completely  relieved  by  five  treatments. 
The  focus  was  in  the  pelvis. 
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Holden  of  New  York  City  reported  a  series  of 
£00  acute  and  chronic  gynecological  cases  so  treat- 
ed with  good  results.  Many  of  these  treatments  were 
begun  to  prepare  the  patients  for  operation;  but 
he  states  that  after  a  few  treatments  in  a  majority 
of  the  cases  all  evidence  of  disease  disappeared  and 
surgery  was  not  necessary.  Of  ii  cases  of  pelvic 
abscesses  in  which  treatment  was  given  he  found  it 
necessary  to  drain  only  three.  In  a  series  of  such 
cases  from  the  Mayo  Clinic  it  is  recorded  that 
satisfactory  results  were  obtained  in  70.8  per  cent. 

There  are  patients  with  pelvic  infections  who  do 
not  respond  to  heat  and  who  eventually  have  to 
submit  to  surgery;  but  there  are  many  more  who 
could  be  relieved  without  operation  or  made  better 
operative  risks  by  this  method.  Pelvic  heat  has 
been  found  to  be  very  beneficial  after  operations. 

This  method  for  the  relief  and  cure  of  infected 
female  organs  certainly  has  become  too  well  estab- 
lished to  be  overlooked  or  questioned.  It  is  an 
exception  when  operation  on  a  gyncological  case 
can  not  be  delayed  long  enough  for  the  surgeon  to 
make  an  effort  to  bring  about  a  recovery  by  such 
an  accepted  conservative  treatment.  The  patient 
has  all  to  gain  and  nothing  to  lose  by  it.  It  is  no 
longer  an  experiment  and  we  aie  taking  no  chances 
with  her. 

Let  us  not  forget  the  three  cardinal  points  in  the 
treatment  of  acute,  subacute  and  chronic  pelvic  in- 
fections as  pointed  out  several  years  ago  by  Curtis 
and  Simpson:  Time,  Rest  and  Heat. 

Discussion 

Dr.  R.  B.  Davis,  Greensboro: 

Dr.  Baker  has  brought  us  a  very  valuable  contribution  on 
the  treatment  of  pelvic  inflammatory  disease.  His  experi- 
ence bears  out  that  of  many  other  surgeons  and  gynecolo- 
gists during  recent  years. 

The  most  attractive  feature  of  this  treatment  is  that  it  is 
safe,  and  when  it  does  not  cure  it  certainly  raises  the  re- 
sisting power  of  the  inflamed  tissues.  This  makes  the  oper- 
ation, in  the  cases  in  which  operation  is  still  necessary,  much 
less  dangerous  and  the  convalescence  shorter. 

I  am  convinced  that  conservative  surgery  is  for  the  most 
part  honest  surgery,  and  any  type  of  treatment  which  helps 
to  put  hold-back  straps  on  the  radical  surgeon  is  certainly 
to  be  commended. 

I  hope  that  other  papers  similar  to  this  along  conserv- 
ative lines  will  be  read  at  our  meetings. 


A  Bed  for  Homte  Deliveries 

(Edmund  Lissack,  Concordia,  Mo.,  in  Clin.  Med.  &  Surg., 
Aug.) 

For  a  number  of  years  it  has  been  my  custom,  in  home 
deliveries,  to  use  a  Simmons  hospital  bed  having  a  firm 
mattress.  When  forceps  delivery  was  indicated  the  presence 
of  the  foot  end  of  the  bed  interfered.  To  overcome  this 
difficulty  I  developed  a  delivery  bed  and  also  a  lying-in 
bed,  simple  to  operate  and  comfortable  to  the  patient. 

This  bed  is  inexpensive,  easily  and  quickly  demountable, 
looks  like  an  ordinary  bed,  and  gives  the  obstetrician  all 
of  the  practical  operative  positions  necessary  for  home  de- 
livery and  for  repair  work.  It  is  taken  to  the  patient's 
home  at  some  convenient  time  before  the  expected  confine- 


ment date  and  set  up. 

This  bed  gives  the  full-length  horizontal  position;  the 
short  delivery  position  (by  removing  the  foot  piece)  ;  and 
the  operative  position  for  forceps  delivery,  permitting  the 
perineum  of  the  patient  to  be  placed  out  beyond  the  end 
of  the  bed,  giving  plenty  of  room  for  the  use  of  instruments 
and  later  for  the  use  of  needle  holders,  retractors,  etc.,  in 
repair  work. 

If  it  is  desired  to  use  leg  holders,  adjustable  mountings 
are  provided  into  which  these  are  inserted.  Tractor  straps 
of  heavy  sash  cord,  adjustable  to  shorten  or  lengthen  the 
hand  hold,  are  supplied  with  comfortable  grip  handles.  The 
tractor  nrds  fit  securely  into  holding  lugs  on  the  sides  of 
the  bed  fran.c  A  Simmons  link  fabric  spring  and  a  good 
quality   felt  mattrtt;  are  used  to  give  the  desired   firmness. 

The  frame  is  of  seasoned  oak  construction,  stained, 
mounted  on  sliding  furniture  shoes.  I  made  it  myself,  with 
the  help  of  a  patient  who  is  a  cabinet  maker,  at  a  total  cost 
of  ?15.00. 

After  the  delivery,  the  sheets  are  changed,  the  patient  is 
made  comfortable,  the  foot  end  is  replaced,  and  the  bed 
again  gives  the  appearance  of  an  ordinary  bed.  The  patient 
uses  this  bed  for  about  2  weeks  and  then  replaces  it  with 
her  usual  bed,  so  that  it  can  be  removed  for  the  use  of 
another  patient. 

I  am  trying  to  arrange  with  the  Simmons  people  for  the 
production  of  a  bed  like  this,  in  metal,  on  a  quantity 
basis.  In  the  meantime,  the  cost  of  this  bed  is  so  reason- 
able that  any  physician  who  has  an  obstetric  practice  could 
well  afford  to  have  1  or  2  for  regular  use. 


Prevention   of   Dental   Caries    During   Pregnancy   and 

Lactation 

(A.   Bucher,    Munch,   mediz.   Wochens.,   May  7th,  via 
Internat.  Med.  Dig.,  Aug.) 

Dental  caries  is  greatly  favored  by  vitamin  C  deficiency, 
and  this  vitamin  seems  to  be  very  much  deficient  during 
pregnancy.  Practically  all  the  pregnant  women  systemati- 
cally examined  by  the  writer  in  the  past  year  showed  a 
deficit  varying  between  600  and  2,400  mg.  (by  the  dichlo- 
rophenol-indophenol  test  in  the  urine).  The  need  was  2 
to  6  times  greater  than  outside  of  pregnancy,  according  to 
occupation,  season  and  constitution,  and  much  greater  still 
during  intercurrent  diseases,  for  example,  influenza. 

If  the  compensation  is  not  achieved  by  diet  within  1 
week,  synthetic  vitamin  C  should  be  given. 

Of  25  women  under  constant  control  from  the  onset  of 
pregnancy  until  the  end  of  the  puerperium,  none  lost  a 
tooth  or  a  filling,  or  showed  caries  of  a  previously  sound 
tooth.  The  multiparae  among  them  had  always  had  trouble 
along  these  lines  during  their  previous  pregnancies;  some 
had  regularly  lost  one  or  more  teeth  or  fillings  and  had 
needed  expensive  dental  work,  although  they  had  been 
treated  with  calcium  and  other  preventives  of  caries. 

None  developed  anemia,  very  few  complained  of  fatigue, 
rheumatoid  pains,  backache. 


Calcium  ortho-iodoxybenzoate  (A.  Cohen,  Philadelphia, 
in  Clin.  Med.  &  Surg.,  Aug.)  was  administered  to  a  group 
of  125  atrophic  arthritis  patients,  1  to  6  gms.  daily, 
average  3   gms. 

The  higher  dosage,  while  causing  intolerance  in  approxi- 
mately 24%  of  the  patients,  is  advocated,  on  the  ground  of 
therapeutic  efficiency.  Seventy-one  per  cent,  of  those  pa- 
tients had  definite  improvement  and  relief  from  pain.  Tests 
indicated  that  the  drug  has  no  untoward  effect  on  the  red 
or  white  blood  cell,  heart,  or  kidneys. 


Sexual  excitement  is  the  most  frequent  cause  of  sec- 
ondary hemorrhage  following  tonsillectomy. — Amer.  31.  of 
Surg. 
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FOR  many  years  after  the  communication  of 
Wolfert  and  Wood  in  January,  1932,  in  regard 
to  the  technique  and  meaning  of  the  chest 
lead  of  the  electrocardiogram,  there  was  a  feeling 
that  we  were  indeed  dealing  with  something  new, 
but  at  the  same  time  that  the  premises  had  not  been 
proved  and  that  caution  was  certainly  needed.  In- 
deed, it  was  first  thought  that  we  were  dealing  with 
a  third  dimension  and  that  the  tracing  as  recorded 
was  brought  about  by  an  antero-posterior  current 
of  the  heart  and  that  we  were  on  the  way  to  diag- 
nose some  lesions  of  the  septum.  But,  even  so,  we 
carried  on.  When  I  asked  the  opinion  of  a  leading 
cardiologist  some  time  later,  in  1934  to  be  exact,  he 
replied:  "Sufficient  time  has  not  yet  elapsed  to 
justify  an  opinion."  Again,  in  1935  however,  the 
same  cardiologist  could  be  quoted  differently:  "Suf- 
ficient time  has  now  elapsed  to  justify  an  opinion 
and  to  make  our  work  worth  while."  So,  when  Wood 
announced  in  1935,  at  the  meeting  of  the  American 
College  of  Physicians  in  Philadelphia  that  he  would 
give  a  clinic  on  the  chest  leads  in  electrocardi- 
ography, but  that  no  one  should  attend  who  was  not 
familiar  with  clinical  electrocardiography,  the  room 
was  so  crowded  that  an  adjournment  to  a  larger 
one  was  necessary.  Nor  is  this  all.  It  was  only  a  few 
days  ago  that  I  examined  the  heart  of  a  very  prom- 
inent lady  applicant  for  a  large  life  insurance  policy. 
The  directions  as  now  submitted  by  the  company 
read  that  one  or  more  chest  leads  would  be  required. 
And  so  I  may  repeat  the  statement  that  sufficient 
time  has  now  elapsed  for  the  interpretation  of  the 
chest  lead  to  become  a  positive  one  and  that  this 
interpretation  is  of  the  greatest  value. 

Following  the  original  communication  of  Wolfert 
and  Wood,  I  began  to  avail  myself  of  the  chest  lead. 
Unfortunately,  however,  I  did  not  use  it  as  a  routine 
measure,  for  I  felt  that  it  was  just  an  added  garnish 
to  a  dish  that  was  already  well  seasoned.  But  I  soon 
found  that  there  was  much  to  be  gained  from  the 
chest  lead  and,  as  I  now  review  my  work  I  see  my 
many  mistakes,  more  perhaps  of  omission  than  of 
commission.  There  was  at  that  time  no  routine 
technique,  nor  was  there  any  definite  manner  of 
interpretation.  I,  naturally,  began  with  the  active 
lead  over  the  base  of  the  heart  and  the  inactive  one 
at  the  angle  of  the  left  scapula;  then  I  changed  the 

Nation  of  the  ( 


active  lead  to  a  point  midway  between  the  sternum 
and  the  apex.  Later,  I  had  almost  adopted  another 
procedure,  namely,  making  the  leads  from  the  apex 
and  the  angle  of  the  left  scapula,  as  my  routine. 
Again,  however,  as  I  shall  explain,  I  have  changed 
the  technique.  Yet,  with  it  all,  I  can  well  say  that 
the  delineations  as  made  upon  the  completed  films 
have  shown  a  uniform  consistency  and  that  I  feel 
well  repaid  for  my  every  effort. 

You  will  observe  from  the  slides  submitted  the 
various  changes  in  the  tracings,  which  result  from 
the  placing  of  the  active  electrodes;  how  a  tracing 
becomes  of  a  different  character  as  the  position  of 
the  active  electrode  is  changed.  So,  in  order  to  evolve 
some  sort  of  order  out  of  a  seeming  chaos,  three 
definite  leads  have  been  adopted  by  the  leading 
cardiologists.  Thus  lead-/!'  is  a  chest  lead  record 
when  the  active  electrode  is  placed  upon  the  apex 
and  the  indifferent  one  over  the  angle  of  the  left 
scapula;  lead-F  places  the  active  electrode  at  the 
apex  and  the  indifferent  one  on  the  left  leg;  lead-17 
places  the  active  electrode  at  the  angle  of  the  left 
scapula  and  the  indifferent  one  on  the  left  leg.  With 
lead-17 — that  from  the  angle  of  the  left  scapula  to 
the  left  leg,  I  have  had  no  experience;  nor  have  I 
had  any  experience  with  the  esophageal  lead  as 
suggested  by  Brown  (American  Heart  Journal, 
Sept.,  1936) ;  but  with  the  use  of  lead-/F  and  lead- 
V  my  experience  has  been  full  and  sufficient. 

Following  the  advice  of  Wood,  as  suggested  at 
his  clinic  in  Philadelphia  in  1935,  I  early  added  as  a 
routine  in  all  of  my  electrocardiographic  examina- 
tions the  lead  which  places  the  active  electrode  at 
the  apex  and  the  indifferent  one  over  the  angle  of 
the  left  scapula;  but  I  soon  found  that  there  was  a 
very  considerable  resistance  and,  unless  one  was 
exceedingly  careful,  a  broken  string,  or  a  string 
hung  up  at  one  of  the  terminals  of  the  galvanometer 
circuit,  was  apt  to  result.  To  overcome  this,  it  be- 
came the  routine  of  many  who  had  advocated  this 
fourth  lead  to  adjust  the  string  so  that  one  point  of 
the  dial  recording  the  tension  of  the  string  in 
centimetres  now  expanded  only  to  five  millimeter::.. 
But  I  also  found  that  such  a  resistance  did  not 
exist  when  the  indifferent  electrode  was  placed  on 
the  left  leg.  I  likewise  found  that  the  tracings 
resulting  from  lead-/F  (apex-aagle  of  the  scapula) 
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andlead-F  (apex-left  leg)  were  essentially  the  same, 
that  the  modesty  of  our  female  patients  is  safe- 
guarded (although  my  nurse  adjusts  the  elec- 
trodes) ;  and,  lastly,  that  the  technique  is  easy  and 
the  regulation  of  the  string  almost  a  pleasure. 

You  are  all  familiar  with  the  relation  in  the 
classical  leads  between  the  various  lengths  of  the 
QRS  or  ventricular  syndrome  and  also  with  the 
triangle  of  Einthoven.  Some  have  tried  also  to  form- 
ulate a  relation  between  the  new  chest,  scapula  and 
left  leg  leads;  but  thus  far,  it  seems  to  me,  the 
premises  have  not  been  proved.  What  relation  there 
may  be  discovered  in  years  to  come  no  one  can 
now  say;  for  I  feel  that  the  work  with  the  electro- 
cardiogram and  other  recording  devices  has  only 
just  begun. 

From  this  discussion  of  the  technique  employed 
in  making  the  chest  leads  in  the  electrocardiogram 
we  may  now,  in  all  sincerity,  inquire  just  what  are 
the  characteristics  of  the  normal  chest  lead  and 
wherein  it  differs  from  any  or  all  of  the  classical 
leads.  First,  we  may  consider  the  P  wave,  or  wave  of 
auricular  contraction.  This  will  not  differ  essentially 
from  that  recorded  in  any  of  the  classical  leads  and 
is  generally  of  the  same  height  and  duration.  Like- 
wise, as  in  lead-///,  a  negative  P  is  not  to  be  con- 
sidered as  abnormal.  Similarly  the  P-R  interval 
should  not  exceed  the  usual  one-fifth  of  a  second 
and  in  abnormal  cases,  as  in  the  usual  leads,  and 
especially  in  heart  block,  independent  auricular  and 
ventricular  contractions  may  be  recorded.  Again, 
with  the  QRS  or  ventricular  syndrome,  the  contrac- 
tion must  take  place  within  the  normal  one-tenth  of 
a  second;  an  abnormality  such  as  a  bundle-branch 
block  will  be  recorded.  But  it  is  also  to  be  noted 
that  in  the  chest  lead  there  will  always  be  a  very 
definite  Q  wave.  This  is  usually  quite  large.  If  it 
does  not  exist  the  tracing  is  to  be  considered  as 
abnormal.  Then,  too,  the  T  wave  is  always  down- 
ward. The  S-T  interval  usually  begins  with  the  com- 
pletion of  the  5  wave  and  inclines  downward  until 
the  T  is  reached,  when  the  iso-electric  line  passing 
upward,  again  assumes  its  wonted  position.  Then, 
too,  an  irregularity  of  the  iso-electric  line,  as  in  the 
classical  leads,  is  to  be  noted,  whether  it  springs 
from  below  or  from  above  the  terminal  point  of  the 
5  wave.  In  other  words,  the  distinguishing  marks 
of  the  chest  lead  lie  in  the  large  Q,  the  peculiar  S-T 
interval  and  the  inverted  T  wave. 

At  the  memorable  clinic  to  which  we  have  re- 
ferred held  by  Wood  in  1935,  it  was  pointed  out 
that  usually  an  abnormal  chest  lead  will  be  accom- 
panied by  an  abnormality  in  one  or  more  of  the 
classical  leads.  It  will  help  us  in  the  interpretation 
of  the  original  leads.  Particularly  is  this  the  case  in 
the  peculiar  markings  indicative  of  coronary  dis- 
ease or  occlusion.  Here  there  may  be,  as  in  the  other 
leads,  some  abnormality  of  the  iso-electric  line  at 


the  beginning  of  the  S-T  interval,  a  higher  or  a 
lower  onset,  a  variation  of  the  Q  wave  and  some 
change  in  the  depth  of  the  T  wave  or  even  an  up- 
right position  of  this  wave.  I  shall,  accordingly,  show 
you  the  tracing  from  two  cases  of  coronary  occlu- 
sion, for  which  I  am  indebted  to  Dr.  Paul  D.  While, 
of  Boston,  as  well  as  two  of  my  own  series.  You  will, 
accordingly,  observe  that  the  case  with  the  upright 
T  in  the  chest  lead  is  usually  to  be  considered  as  of 
a  more  pronounced  type.  Similarly,  I  shall  show 
you  a  case  of  right  coronary  occlusion,  for  which  I 
am  indebted  to  Dr.  White. 

I  would  also  point  out  to  you  that  often  an  equiv- 
ocal interpretation  of  the  classical  leads  will  be 
explained  by  the  chest  lead.  So  I  desire  to  show 
you  the  electrocardiogram  of  a  recent  case,  a  man 
in  the  fifties,  who  consulted  me  on  account  of  what 
he  supposed  to  have  been  a  pleurisy.  I  was  asked 
to  examine  the  chest  by  the  roentgent  rays.  But 
the  history  was  more  than  suspicious,  especially  as 
the  lungs  and  pleurae  were  negative,  though  the 
heart  appeared  slightly  enlarged.  Here  the  electro- 
cardiogram shows  a  case  of  right-sided  coronary 
occlusion;  but  it  will  be  noted  that  there  is  no 
evidence  to  be  drawn  from  the  classical  leads  save 
for  the  relatively  large  Q  wave  in  the  third  lead  and 
the  inverted  T  wave  also  in  this  lead.  The  almost 
Hat  T  in  the  chest  lead  made  we  render  my  very 
decided  opinion  that  we  were  dealing  with  a  case 
of  right  coronary  disease,  probably  of  recent  origin. 
Bu  tthe  Medical  Director  of  the  corporation  em- 
ploying the  patient  (he  was  a  telephone-line  fore- 
man) saw  fit  to  have  him  visit  Washington  and 
remain  in  the  hospital  for  a  week  under  observa- 
tion. At  the  end  of  the  week  the  same  opinion  was 
given  that  I  had  determined  in  about  an  hour  and 
a  half. 

The  outcome  was  a  happy  one.  As  a  right  coro- 
nary lesion  is  usually  attended  by  recovery,  so  a 
good  prognosis  was  made  in  this  case.  In  due  time 
the  patient  returned  to  his  work  and  the  idea  of  a 
forced  retirement,  as  entertained  by  the  Medical 
Director,  was  temporarily  at  least  abandoned.  Thus 
the  peculiar  combination  of  a  long  Q  wave  and  an 
inverted  T  wave  in  lead-///,  which  for  some  reason 
I  have  always  associated  with  Pardee,  was  in  this 
case  explained  very  satisfactorily.  No  one  knows 
better  than  I  that  a  meaning  other  than  coronary 
disease  is  often  associated  with  the  peculiar  com- 
bination as  here  described.  The  chest  lead,  there- 
fore, had  served  to  explain  and  clear  up  an  ambig- 
uity in  the  classical  leads. 

There  is  also  that  syndrome  to  be  considered, 
which  is  attended  by  a  normal  set  of  classical  leads 
and  a  chest  one,  in  which  the  T  wave  is  upright. 
With  this  particular  phase  few  of  us  have  had 
much  experience  and  so  I  shall  have  to  give  you 
the   opinion   of   two  of   our   leading  cardiologists. 
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This  question  Wolfert  and  Wood  discuss  in  a  recent 
number  (December,  1936)  of  the  American  Heart 
Journal.  They  disagree  with  both  of  the  Levines. 
They  feel,  indeed,  that  something  is  wrong,  but  just 
what  they  do  not  presume  to  know.  It  is  my  own 
privilege  in  this  connection  to  show  you  a  very  re- 
cent electrocardiogram.  The  classical  leads  are  nor- 
mal. The  only  suspicious  feature,  so  far  as  I  can 
determine,  is  a  rather  dangerous  left-axis  deviation. 
The  T  wave  in  the  chest  lead,  however,  is  upright. 
Hence  all  that  I  could  say  to  the  referring  physi- 
cian was  to  refer  him  to  the  article  by  Wolfert  and 
Wood  already  cited  and  to  give  it  as  my  own  opin- 
ion that  something  was  wrong  and  that  a  period  of 
special  examination  and  observation  was  indicated. 

It  will  thus  be  seen  that  the  chest  lead  is  a 
valuable  adjunct  to  the  classical  leads  and  that  this 
particular  lead  is  useful  in  the  diagnosis  and 
prognosis  of  a  coronary  occlusion,  whether  of  the 
left  or  right  artery,  that  it  will  serve  to  confirm  or 
explain  a  suspected  diagnosis,  as  well  as  to  aid  us 
in  determining  the  relative  length  of  time  since  the 
onset  and  in  the  prognosis  of  the  case.  The  lead 
with  the  active  electrode  over  the  apex  and  the 
indifferent  one  on  the  left  leg  is  my  own  prefer- 
ence. A  tightening  of  the  string  of  the  instrument 
(I  prefer  the  string  machine)  is  unnecessary  and 
the  true  state  can  be  shown.  Unfortunately,  so  far 
as  I  know,  no  relation  between  this  and  the  classical 
leads,  as  in  the  triangle  of  Einthoven,  has  been 
established;  nor  with  the  other  chest  leads.  Nor 
are  we  prepared  to  discuss  the  question  of  the 
esophageal  leads.  But  it  is  my  own  opinion  that 
sufficient  work  has  now  been  done  to  justify  an 
opinion.  In  my  own  experience  this  opinion  is 
confirmed  by  the  clinical  history  and  the  electro- 
cardiograms of  scores  of  patients. 

My  thanks  are  due  to  Dr.  Paul  D.  White,  of 
Boston,  who  has  generously  provided  me  with  the 
originals  of  many  of  the  slides,  which  I  have  shown 
you  (I  had  his  slides  copied) ;  to  Dr.  Francis  Clark 
Wood,  of  the  University  of  Pennsylvania,  to  whom 
I  listened  intently  in  1935;  and  to  the  many  physi- 
cians, who  have  called  me  in  consultation. 

ERRATA — The  journal  regrets  that,  through  error  in  ms. 
and  printing  of  first  section  before  return  of  galley  proofs, 
"S"  is  printed  for  "R"  beginning  I.  24,  par.  2,  p.  445. 
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Medico-Legal  Notes 
(From  Stewart's  Legal  Medicine,  1910) 

The  existence  in  the  mind  of  a  testator  of  mere  delu- 
sions which  do  not  affect  either  the  natural  or  selected 
objects  of  his  bounty  is  not  inconsistent  with  testamentary 
capacity.  Occasional  flightiness  or  wandering  intellect  will 
not  be  considered  more  than  as  very  slight  evidence  of  want 
of  capacity  to  make  a  will. 

Insane  delusions  will  render  a  will  void.  But  not  all 
delusions  are  insane.     It  is  necessary  to  consider  the  act  in 


all  its  bearings  and  judge  of  the  soundness  of  the  mind  of 
the  person  making  the  will  by  his  conduct  and  declarations 
at  the  time  and  as  connected  with  his  previous  insanity 
and  the  degree  of  restoration  of  his  mind  in  the  interval. 

Although  mere  moral  depravity  does  not  of  itself  unfit  a 
man  to  make  a  will,  yet  a  jury  may  consider  it  as  casting 
suspicion  upon  his  soundness  of  mind.. 

The  law  presumes  undue  influence  where  a  patient  makes 
a  will  in  favor  of  his  physician,  a  client  in  favor  of  his 
lawyer,  a  ward  in  favor  of  his  guardian,  a  person  in  favor 
of  his  priest  or  religious  adviser;  and  where  other  close 
confidential  relationship  exists  the  mills  are  viewed  with 
great  suspicion  by  the  law  and  some  proof  besides  the  mak- 
ing of  the  will  is  required. 

A  person  making  a  will  should  possess  the  power  to 
withstand  all  contradiction  and  control.  And  whatever  will 
destroy  his  free  agency  will  not  only  invalidate  the  will  as 
to  the  person  exercising  the  undue  influence,  but  the  whole 
will.  In  short,  it  must  be  the  will  of  him  who  makes  it 
and  not  of  someone  else. 

The  fact  that  generally  the  statutes  in  regard  to  the 
descent  and  distribution  of  property  are  very  equitable  and 
just,  much  more  so  than  most  wills  are,  should  lead  a 
physician  to  regard  it  as  a  duty  to  say  to  his  patient  (unless 
there  are  peculiar  circumstances  in  his  case)  that  he  ought 
not  to  disturb  his  last  moments  by  an  attempt  to  dispose 
of  his  property  by  will.  He  cannot  by  his  will  please 
everybody,  and  at  a  time  when  he  needs  rest  and  quiet,, 
why  attempt  such  a  thankless  task? 

In  some  of  the  states  it  is  the  law  that  any  person  who 
has  children  can  not  make  a  will  devising  or  bequeathing 
any  part  of  his  estate  to  any  benevolent,  religious,  educa- 
tional or  charitable  purpose,  or  to  any  state  or  country,  or 
to  any  county,  city,  village  or  other  corporation  or  associa- 
tion, or  to  any  person  in  trust  for  any  such  purpose,  unless 
his  will  is  executed  according  to  law  at  least  one  year  prior 
to  his  death. 

Any  person  who  receives  a  benefit  under  a  will  is  not 
competent  to  be  a  witness  to  such  will.  If,  however,  such 
a  person  is  a  witness  to  such  will  and  the  will  cannot  be 
proven  without  his  testimony,  then  in  order  that  the  will 
may  stand  the  bequest  to  him  becomes  void ;  but  if  under 
the  laws  regulating  the  inheritance  of  property  he  would  be 
entitled  to  anything  as  an  heir  of  the  maker  of  the  will,  if 
no  will  had  been  made,  he  will  receive  such  part  of  the 
estate  if  that  does  not  exceed  the  amount  given  him  by  the 
will. 

In  some  of  the  states  there  is  no  legal  objection  to  a  man 
making  a  will  which  cuts  off  all  or  any  of  his  children 
from  any  participation  in  his  estate  or  which  divides  it  very 
unequally  among  them,  but  in  others  the  law  requires  that 
some  provision  be  made  for  every  child  or  the  will  is  void. 
(A  will  not  written  entirely  in  the  testator's  own  hand 
requires  to  be  witnessed,  in  some  states  by  2,  in  others  by 
.?  witnesses,  signing  in  the  presence  of  the  testator  and  of 
each  other. — Editor.) 

That  the  maker  of  a  will  has  "a  sound  mind  and  mem- 
ory," it  is  not  necessary  that  he  should  have  a  perfect 
mind ;  nor  one  equal  or  superior  to  the  common  run  of 
minds ;  nor  that  his  mind  should  be  as  strong  as  it  has  been 
at  some  other  time;  nor  that  he  should  have  such  a  mental 
capacity  as  would  be  necessary  to  transact  the  most  complex 
and  intricate  business.  It  is  sufficient  if  he  understands 
what  he  is  about,  even  if  he  has  less  mental  capacity  than 
would  be  required  to  make  a  contract. 

The  modern  rule  is  that  where  2  or  more  persons  perish 
at  the  same  time,  and  by  the  same  accident,  the  presump- 
tion is  that  all  perished  at  the  same  time. 
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MORE  than  likely,  on  some  rare  and  ancient 
occasion,  some  individual  happened  to  say 
something  worth  while  to  a  group  of  peo- 
ple who  were  graduating;  and  then  it  was  that  cer- 
tain high  officials  in  academic  life  said  this  must 
be  done  each  year  for  ever  and  ever,  and  it  is  done. 
Why  do  I  assume  for  the  space  of  half  an  hour, 
when  you  have  been  talked  at  and  talked  to  for 
four  years,  that  I  should  catch  you  and  detain  you 
for  another  period  for  the  same  purpose?  I  can 
not  answer  this  question  except  that  as  a  teacher 
for  thirty-seven  years  1  like  to  be  with  young  peo- 
ple when  they  commence  a  great  adventure,  set  their 
sail  and  make  a  start,  and  because  I  wanted  to  be 
here  and  fee!  the  great  honesty  and  truthfulness  of 
Dean  Hyman  and  to  gather  a  certain  inspiration 
by  subjecting  myself  to  the  stimulating  intellects 
of  Professors  Nash  and  Gibbs  and  to  find  other 
minds  of  a  like  order  in  your  faculty.  With  such 
an  explanation  for  my  presence  here  tonight  I  want 
to  detain  you  for  a  bit,  not  with  advice  which  is 
ever  so  free  and  repugnant,  but  to  talk  about  a  fine 
type  of  physician — the  biologically  minded  physi- 
cian. 

Normal,  physiological  life  is  a  balanced,  related 
existence  of  an  organism,  regardless  of  the  type  or 
lowliness  of  the  organism  to  its  ever-changing  en- 
vironment both  within  and  without  whatever  this 
environment  may  be.  The  function  of  the  ade- 
quately trained  and,  of  more  importance,  thought- 
ful physician  is  to  keep  this  ever-changing  life  in 
a  balanced  and  related  state,  so  that  the  manifes- 
tations of  its  life,  its  symptoms,  may  fall  in  that 
category  of  reactions  which  are  called  normal.  It 
must  be  prevented  from  developing  those  signs  of 
life  which  are  abnormal  and  which  are  dependent 
upon  maladjustments  which  may  or  may  not  have 
a  structural  basis  for  their  existence.  The  physi- 
cian is  therefore  concerned  not  with  death  but  with 
life,  life  related  as  beauty  and  if  he  has  wisdom 
and  understanding  his  main  consideration  will  be 
to  recognize  very  early  maladjusted  life,  attempt  to 
furnish  an  explanation  for  it,  and  institute  measures 
of  a  natural  order  to  readjust  it.  Such  measures 
are  of  a  biological  nature;  artificial,  unnatural 
agencies  may  be  necessary  as  adjuncts.  The  phy- 
sician must  be  biologically  minded  and  through 
this  mind  attempt  to  see  the  organism  as  a  whole 
in  ail  its  somatic  and  psychical  departures  from 
the  normal.     The  organism   furthermore  must   be 
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seen  as  individual  and  related  as  individual  in  a 
happy,  useful  and  effective  fashion  to  that  environ- 
ment which  circumstances  have  determined  to  be 
its  environment.  "Here  is  a  task  for  all  that  a 
man  has  of  fortitude  and  delicacy,"  and  may  I  add, 
of  science,  of  economics,  of  religion  and  a  sympathy 
which  relates  skill  pleasantly.  How  thrilled  you 
should  be  to  have  selected  a  domain  of  understand- 
ing into  which  you  can  pour  freely  trained  minds  in 
such  a  biological  adventure. 

Operating  in  the  order  and  at  the  level  which 
has  been  indicated,  a  physician's  life  expresses  itself 
as  a  field  biologist  and  more,  for  he  must  consider 
social  relationships,  economic  demands  and  emo- 
tional reactions  in  his  group  of  diverse  individuals 
whom  he  is  attempting  to  adjust.  His  life  is  an 
experimental  one  with  all  the  joys  of  investigation 
until  years  of  experience  have  given  him  an  under- 
standing which  enables  him  through  accumulated 
reason  to  say  you  should  do  this  or  you  should 
not  do  that  if  you  care  to  maintain  a  normal"  bal- 
ance and  adjustment.  He  has  developed  medical 
sense  of  a  biological  order.  The  experimental 
method,  insisted  on  by  Claude  Bernard  and  now 
used  in  the  teaching  of  science  and  which  should 
be  used  to  understand  all  relationships  in  which 
life  is  concerned,  only  commences  in  the  laboratory. 
Its  medical  use  reaches  its  height  when  employed 
by  physicians  not  only  in  hospitals  but  also  in 
homes  of  such  wealth  that  they  have  become  path- 
ological and  in  the  quiet,  kindly  cottages  and  huts 
which  need  light  from  an  experimentally  minded 
and  inquisitive  physician.  May  I  recall  to  you  in 
this  connection  that  the  greatest  of  medical  biolo- 
gists was  a  tanner's  son  with  a  something  within 
him  which  persisted  in  asking  the  why  and  the 
wherefore  of  things  and  who  through  toil  guided 
by  reason  succeeded  in  answering  some  of  these 
questions  for  himself  and  for  the  mind  of  man 
through  experiments,  many  of  which  were  essen- 
tially simple.  Truth  has  the  tendency  to  emerge 
in  simple  individuals  and  to  show  itself  through 
simple  experiments.  And  again  in  this  same  con- 
nection you  will  recall  that  the  great  advance  made 
in  the  understanding  of  heart  disease  did  not  come 
from  an  elaborately  mechanized  laboratory  but 
from  and  through  the  mind  of  a  country  doctor  in 
Scotland  carrying  on  his  inquisitiveness  on  human 
beings  living  under  thatched  roofs  in  districts  re- 
mote from  medical  centers.     A  country  physician 
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in  Germany  wondered  (what  a  blessed  power  of 
the  human  mind  to  wonder)  why  cattle  in  one 
pasture  became  ill,  and  died,  while  others  in  an 
adjoining  pasture  remained  in  health.  His  wonder- 
ment forced  him  to  look  at  the  blood  of  sick  and 
dead  cattle,  and  the  cause  of  anthrax  was  discov- 
ered. Pasteur,  Sir  James  McKenzie  and  Robert 
Koch  observed  and  wondered,  their  wonderment 
both  blessed  and  burnt  to  the  point  of  trying, 
through  reason  operating  experimentally,  to  find 
out  the  cause  for  departures  from  the  normal,  and 
discoveries  were  made  which  advanced  biology  and 
medicine  and  pointed  the  way  in  certain  partic- 
ulars as  to  how  mankind  could  be  related  and 
adjusted.  May  I  call  your  attention  to  the  fact 
that  I  have  not  been  talking  about  earning  a  live- 
lihood, about  money  or  the  things  money  can  ac- 
quire. Money  is  refuse  which  comes  as  a  by- 
product of  thoughtful  living  in  which  happiness 
develops  through  a  loss  of  the  individual  in  thought 
and  reason. 

The  advances  accomplished  by  simple  and  great 
men  do  not  come  about  in  an  incidental  manner  or 
in  a  hit-or-miss  fashion.  They  are  made  possible 
through  a  training  that  may  not  be  highly  special- 
ized in  technique  but  one  which  induces  thought- 
fulness  and  breeds  judgment  so  that  measures  of 
investigation  may  be  applied  to  a  variety  of  prob- 
lems. The  tasks  which  have  to  be  undertaken  by 
physicians  at  the  present  time  not  only  require 
information  of  a  specific  and  technical  nature  but 
also  a  breadth  of  understanding  into  subjects  re- 
motely related  to  medicine,  which  is  necessary  if 
we  recognize  in  an  individual  categories  other  than 
the  physical.  How  comparatively  easy  it  would  be 
to  serve  in  the  capacity  of  physician  to  a  colony 
of  crabs  or  earthworms.  Their  necessary  adapta- 
tions are  in  large  measure  essentially  physicial, 
their  emotional  life  other  than  certain  urges  of  a 
sexual  nature  must  be  negligible  and  their  economic 
demands  are  fairly  simple  and  usually  assured. 
How  different  in  its  physical  and  psychical  com- 
plexity is  the  human  life  which  the  physician  must 
attempt  to  relate  in  a  balanced  fashion  and  how 
broadly  learned  he  must  be  in  order  to  appreciate 
the  various  niches  into  which  this  life  must  fit  and 
function  with  a  smoothness  which  partakes  of 
beauty.  The  accomplishment  of  this  difficult  task 
depends  first  upon  the  personality  of  the  individual 
who  desires  to  become  a  physician,  second  upon 
the  type  of  academic  and  medical  training  to  which 
he  has  been  subjected  and,  finally,  upon  whether 
or  not  he  has  the  understanding  to  see  his  mal- 
adjusted medical  problems,  but  far  more  his  indi- 
viduals, broadly,  and  has  the  urge  to  relate  them 
to  life  and  for  life  both  physically  and  psychically, 
first  by  the  use  of  natural  measures  and  later,  as 
adjuncts,   by   certain   artificial   measures   such   as 


surgical  procedures  and  the  employment  of  chemical 
agencies  in  the  form  of  drugs. 

It  would  be  most  helpful  to  officers  of  adminis- 
tration in  medical  schools  to  have  a  given  series  of 
tests  which  could  be  applied  to  prospective  medical 
students  with  the  object  in  view  of  determining 
whether  or  not  they  have  within  them  those  quali- 
ties which  after  having  been  allowed  to  operate 
through  a  medical  curriculum  will  result  in  the 
development  of  the  type  of  understanding  physician 
which  we  desire  and  which  the  public  should  want. 
So  far  as  I  am  aware  there  are  no  such  series  of 
tests  and  there  can  not  be,  for  individuals  have 
the  quality  of  growth  and  change  within  them, 
and  the  main  function  of  the  medical  school  is  to 
permit  growth  and  change  in  the  direction  of  an 
ideal.  It  is  impossible  to  look  into  the  face  of  an 
individual  or  to  note  certain  reactions  in  terms  of 
percentages  and  determine  the  potentialities  of  his 
brain  cells.  Their  power  and  biological  effective- 
ness depend  so  much  upon  stimuli  to  which  they 
will  be  subjected;  teachers,  for  instance,  who  drone 
through  intellectual  possibilities,  or  sparks  of  fire, 
torch  bearers  who  are  also  teachers  who  may  con- 
sciously or  unconsciously  transmute  the  laggard,  a 
dead  leaf,  who  under  their  influence  becomes  a  liv- 
ing butterfly.  The  student  without  promise  finds 
himself.  There  was  something  in  him  which  needed 
a  spark,  a  guide  and  a  subject  to  release  him  and 
permit  him  to  express  and  relate  himself  in  reason 
through  thought.  Attempts  have  been  and  are  now 
being  made  to  find  out  the  mental  powers  of  stu- 
dents by  employing  mechanistic  devices  which  find 
their  end  reaction  in  a  card  index  system.  Aptitude 
t^sts  consisting  in  rather  detached  questions  in  a 
variety  of  subjects  are  supposed  in  their  foolishness 
to  stimulate  such  answers  that  an  individual  may 
be  considered  intellectually  fit  as  a  medical  student 
and  accepted  or  rejected  on  this  basis.  A  knowledge 
of  the  population  of  Calcutta  would  indicate 
whether  or  not  a  student  is  capable  of  handling  a 
microscope.  With  an  appreciation  of  certain  bio- 
logical principles,  I  would  rather  have  talk  with 
the  prospective  student  and  learn  of  the  kind  of 
stock  from  which  he  came.  What  did  his  forebears 
do  and  how  did  they  do  it?  Did  they  live  depend- 
able lives?  Were  they  psychically  adjusted?  Such 
considerations,  which  may  be  extended  generally, 
give  an  admitting  officer  an  idea  of  the  type  of 
stuff  he  is  dealing  with  and  generally  the  order  of 
reaction  he  may  expect  to  obtain  from  it.  Further- 
more, students  going  into  medicine  must  have  at 
least  two  and  preferably  four  years  of  premedical 
training.  During  these  years  the  numerical  evalua- 
tion of  students  becomes  available  in  the  form  of 
grades.  Such  records  certainly  have  significance  as 
such  and  also  usually  indicate  the  likes  of  students. 
Was  he  fond  of  biology,  chemistry  and  physics? 
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Were  they  delights  which  impelled  him  to  work 
overtime?  Regardless  of  grades  this  happy  worker 
in  subjects  definitely  related  to  medicine  would  at- 
tract my  attention  rather  than  the  indiscriminate 
gatherer-in  of  grades.  The  evaluation  of  the  spirit 
of  an  individual  is  difficult  and  a  card  indexing 
system  is  not  infrequently  inadequate  for  such  an 
evaluation.  This  may  be  the  thought  behind  the 
custom  in  many  medical  schools  of  having  students 
who  desire  to  enter  medicine  consult  regional  rep- 
resentatives of  the  school  under  consideration.  Such 
a  method  of  evaluation  is  natural.  It  is  far  removed 
from  an  aptitude  test  but  furnishes  information  of 
an  intimate  nature.  An  individual  with  a  collection 
of  As  and  B's  and  with  an  accurate  knowledge  of 
the  population  of  Calcutta  might  be  eliminated  if 
he  appeared  for  such  a  conversation  collarless,  with 
his  shirt  front  ajar  and  with  gaudy  socks  gracefully 
draping  his  shoe  tops. 

In  certain  academic  communities  there  are  indi- 
viduals who  are  designated  premedical  deans.  Such 
people  of  the  right  sort  may  be  valuable  to  the 
premedical  student  and  to  the  dean-to-be  of  such 
students.  Such  a  person  may  be  the  guide,  the 
contact  to  touch  off  the  spark  in  students  for  med- 
icine. This  can  not  be  done  by  a  statement  that 
our  requirements  are  this  and  that,  you  must  get 
them  at  this  numerical  order  of  excellence  or  you 
can  not  go  into  medicine;  but  he  can  veil  these 
ugly  truths  with  the  fineness  and  greatness  of  scien- 
tific thought  as  shown  by  the  lives  of  great  biolo- 
gists and  chemists  and  biologically  minded  physi- 
cians. Through  biography  the  student  is  given  an 
ideal,  and  this  gives  him  an  urge  to  so  accomplish 
his  tasks  that  he  may  live  his  life  as  a  Marion 
Sims,  a  Theobald  Smith,  an  Osier  or  a  Thayer,  or 
at  least  yearn  for  those  things  which  they  accom- 
plished by  living  thoughtfully  in  simple  honesty. 
The  premedical  dean  I  have  in  mind  will  not  forget 
that  these  physicians-to-be  under  his  guidance  "can 
not  live  by  bread  alone,-'  that  they  must  have  life 
and,  furthermore,  aid  life  pleasantly  in  others. 
With  all  the  dean's  appreciation  of  and  insistence 
on  the  premedical  sciences,  he  will  see  to  it  that 
these  students  at  least  have  an  introduction  to  other 
values  which  may  be  found  in  prose  and  in  poetry, 
in  history  and  in  economics.  It  is  through  such 
appreciation  that  the  scientist  and  physician  gain 
a  poise  and  a  peace.  They  have  comforters  to 
turn  to  during  periods  of  stress  and  misunderstand- 
ing, which  will  enable  them  to  permit  time  to 
untangle  the  skein,  for  natural  forces  to  assert  them- 
selves and  lead  to  workable  adjustments.  The 
student  who  has  this  type  of  training  over  and 
above  his  scientific  training  can  generally  keep  his 
feet  on  the  ground  and  his  head  in  the  air.  He  is 
well  balanced.  He  uses  Wordsworth  rather  than 
a  caffein  beverage  and  prefers  the  New  Testament 


to  a  highball.  He  is  able  to  withstand  adversity 
and,  of  more  importance,  indulge  in  success  without 
glory  and  with  humility. 

Within  the  medical  school  students  selected  and 
prepared  for  it  enter  a  specialized  division  of  biology 
to  gain  an  understanding  of  the  human  organism. 
For  what  purpose  and  in  what  form  are  they  going 
to  use  this  information  and  training?  The  form 
in  which  information  and  training  is  used  is  of 
importance,  for  through  form  in  the  practice  of 
medicine  there  is  given  an  opportunity  for  the 
personality,  training,  understanding  and  ideals  of 
the  individual  to  express  themselves.  Formalities 
may  be  superficialities  or  idiosyncrasies  and  are 
usually  unnecessary,  but  the  form  of  life,  the  form 
of  practicing  a  profession,  is  very  different  from  a 
formality.  Good  form  is  the  basis  of  the  good 
life,  of  the  fineness  of  the  good  physician,  of  the 
good  anything  which  is  related  to  life  at  a  high 
level  of  excellence.  The  biologically  minded  physi- 
cian relates  himself  through  good  form  to  his  varied 
problems  in  many  types  of  individuals. 

A  premedical  student,  a  student  of  medicine,  a 
physician  should  ask  himself  for  what  purpose  he 
has  entered  this  profession.  Does  he  desire  first 
and  foremost  to  make  money?  Such  a  thought  is 
so  far  removed  from  the  biologically  minded  physi- 
cian that  it  would  appear  crude  to,  raise  it  and  yet 
there  is  an  ever-increasing  number  of  students  who 
are  going  into  medicine  not  to  become  lost  in  its 
scientific  and  applied  beauty,  not  to  give  and  to 
continue  to  give  in  order  to  be  found,  but  for  the 
purpose  of  financial  and  social  gain.  Such  indi- 
viduals are  more  dangerous  to  the  profession  than 
are  the  honest,  duly  and  truly  labeled  quacks  and 
charlatans;  for  the  first  group,  cloaked  in  academic 
garb  and  wearing  the  insignia  of  doctors  of  medi- 
cine, are  not  in  the  open.  They  are  difficult  to 
handle  through  medical  organizations  or  through 
legal  procedure.  Success  for  them  is  money,  and 
sooner  or  later,  usually  the  former,  they  resort  to 
practices  which  will  enable  them  to  get  money.  The 
dapper  surgeon  with  an  ever  ready  operation,  the 
blundering  internist  with  a  composite  prescription 
combining  all  the  glands  of  internal  secretion,  or  the 
six-week,  not  six-year,  specialist  with  bluff  and  self- 
assurance  intrigue  the  sick  and  sore-at-heart  into 
their  mercenary  care  without  a  thought  of  a  biol- 
ogical nature.  One  can  hardly  believe  that  such 
prostitutes  exist.  They  do.  No  vice  was  the  cause 
of  their  medical  degradation.  The  cause  was  the 
desire  for  money  and  for  those  ephemeral  pleasures 
which  money  buys.  Such  individuals  know  nothing 
of  the  durably  satisfying  things  in  life.  A  restora- 
tion to  health  means  more  patients  in  terms  of 
more  money.  A  sunset  to  them  is  only  red.  The 
cry  of  a  child  is  the  call  for  paregoric  and  the 
transfer  of  coin. 
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There  are  students  who  desire  medical  training 
in  order  that  they  may  do  what  is  known  as  min- 
ister to  suffering  humanity,  to  ease  pain,  to  bring 
happiness  to  a  home  which  is  in  sorrow.  A  med- 
ical student,  a  physician,  who  does  not  want  to  do 
this  should  abandon  medicine.  Rather  frequently, 
however,  this  type  of  medical  student  wants  to 
acquire  his  medical  training  with  ease.  He  is  sen- 
timentally minded  rather  than  biologically  minded. 
He  is  superficially  helpful,  his  major  objective  is 
to  obliterate  distressing  though  useful  symptoms 
rather  than  to  participate  in  the  usefulness  to  the 
patient  and  the  satisfaction  to  himself  of  having 
ferreted  out  the  cause  of  the  symptoms  and,  if 
possible,  removed  the  cause.  Not  infrequently  this 
type  of  physician  speaks  of  indigestion  as  though 
it  were  an  entity  and  prescribes  an  inert  preparation 
of  pepsin  for  its  correction,  or  he  narcotizes  his 
own  appreciation  and  judgment  and  the  sensitive- 
ness of  his  patient  with  morphine;  he  uses  purga- 
tives in  place  of  an  enema,  digitalis  instead  of  a 
bed.  This  type  of  medically  inclined  person  is 
dangerous,  not  because  he  is  a  knave  but  because  he 
is  superficially  kindly  and  wants  very  earnestly  to 
be  helpful  without  being  thorough.  He  is  not 
biologically  minded.  Not  infrequently  individuals 
with  this  fine  sentimental  urge  long  for  the  medical 
foreign  mission  field  or  for  remote  country  districts 
where  they  can  put  into  practice  their  superficial 
understanding  of  an  intricate  and  applied  science. 
The  human  organism  as  such  and  as  an  individual 
is  just  as  complex  and  requires  just  as  much  under- 
standing care  in  the  Yangtze  Valley  and  in  a 
mountain  cove  in  North  Carolina  as  it  does  at 
Memphis  or  Chapel  Hill.  There  can  be  only  one 
type  of  physician  and  there  can  be  only  one  order 
of  medical  school;  both,  however,  with  an  elasticity 
which  will  enable  them  to  acquire  and  impart  med- 
ical information  which  is  ever  increasing  in  its 
complexity  and  applied  usefulness.  I  am  well  aware 
there  are  thoughtful  people  who  fear  that  medical 
men  and  women  of  this  type  of  training  will  not 
locate  in  remote  districts  and  fear  that  even  if  they 
should  they  will  fail  to  adjust  themselves  to  indi- 
viduals and  situations  found  in  such  localities.  In 
a  measure  they  do  not  have  to.  Good  roads,  the 
automobile  and  the  telephone  are  agencies  which 
have  changed  or  are  in  the  process  of  changing,  for 
all  time,  a  type  of  isolated  medical  practice  which 
was  once  known  as  country  practice.  This  change 
has  been  greatly  facilitated  and  perfected  by  the 
development  of  small,  privately  owned  or  com- 
munity owned  hospitals.  The  Mayo  Foundation 
had  its  origin  in  a  small  village  serving  at  first  a 
rather  isolated  rural  community.  From  such  small 
centers  of  medical  excellence  a  country  district  can 
be  served  expeditiously  and  also  with  fine  medical 
understanding. 


There  is  an  ever-increasing  number  of  medically 
minded  people  who  enter  medical  schools  to  obtain 
scientific  information  concerning  the  normal  and 
abnormal  human  being  as  organism,  and  if  they  be 
wise,  certainly  if  they  intend  to  apply  this  infor- 
mation, they  will  acquire  an  understanding  of  this 
organism  as  an  '^dividual  and  as  a  related  indi- 
vidual, both  biologically  and  socially.  The  type 
of  medical  instruction  required  for  such  a  purpose 
has  become  more  and  more  elaborate  as  the  science 
of  medicine  has  advanced  through  the  acquisition  of 
and  the  ability  of  this  information  to  be  applied  in 
an  illness  in  an  attempt  to  relate  and  adjust  abnor- 
mal individuals.  As  a  result,  the  curriculum  in 
most  medical  schools  has  become,  to  an  extent, 
standardized  through  an  attempt  to  impart  to  its 
students  an  adequate  amount  of  such  accumulated 
information  so  that,  with  both  science  and  sym- 
pathy, they  may  be  safe  guides  through  an  illness. 
It  has  become  impossible  for  the  information  in  any 
one  of  the  subjects  to  be  given  in  detail.  This  is 
fortunate  for  both  the  instructor  and  the  student. 
For  the  instructor  it  should  allow  leisure  for  study 
and  research  in  the  high  hope  that  he  may,  through 
creative  work,  make  some  slight  contribution  to 
his  division  of  understanding.  For  the  student  it 
should  permit  time  for  him  to  express  his  purpose 
in  the  extent  and  detail  to  which  he  can  inform 
himself,  with  some  guidance,  in  the  various  subjects 
of  the  curriculum.  He  becomes  an  investigator  and 
carries  this  point  of  view  into  his  practice.  He 
may  be  permitted  to  aid  in  experimental  work  not 
only  for  his  edification  but  also  in  the  hope  that 
such  work  will  stimulate  him  to  go  further  in  learn- 
ing before  he  has  to  so  largely  concern  himself  with 
applying. 

As  a  result  of  medical  research  of  a  biological 
order,  the  character  of  the  departments  in  the  med- 
ical curriculum  has  changed  amazingly,  and  this 
change,  which  has  been  for  the  better,  has  reflected 
itself  in  physicians.  The  dissecting  room,  which  at 
one  time  dominated  the  entire  curriculum,  is  now, 
and  should  be,  a  useful  adjunct  to  the  anatomical 
laboratories  in  which  it  becomes  difficult  to  know 
whether  physiology  or  experimental  morphology  is 
the  subject  under  consideration.  The  department 
of  biological  chemistry  has  evolved  from  a  labora- 
tory mainly  concerned  with  urinalyses  to  one  in 
which  the  higher  realms  of  organic  synthesis  are 
considered  worth  while  and  which  is  now  in  the 
process  of  finding  itself  in  chemical  problems  of  a 
medical  character  essential  to  the  understanding  of 
the  biology  of  the  sick  individual.  Medicine  can 
not  be  practiced  without  this  information  and  the 
ability  to  apply  it.  Physiology,  once  fairly  content 
to  use  hours  upon  hours  of  a  student's  time  for  the 
understanding   of   nerve-muscle   preparations,   goes 
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to  the  wards  to  lose  itself  in  unraveling-the  intrica- 
cies of  pathological  physiology,  both  for  the  delight 
of  the  student  and  the  welfare  of  the  sick  individual. 
Pathology  appears  to  be  participating  in  an  in- 
tellectual resurrection.  Death  is  no  longer  its  goal 
and  the  dead  house  its  delight.  The  experimental 
pathologist  who  is  interested  in  tissue  changes  prior 
to  their  dissolution,  in  the  ability  of  tissues  to  react 
to  injury  and  to  participate  in  repair,  to  shift  and 
adapt  themselves  and  yet  to  function,  has  given  this 
subject  a  new  light  and  life  upon  which  clinical 
judgment  must  rest  in  its  attempt  to  modify  states 
of  disease  by  the  use  of  mechanical  agencies  and 
chemical  measures.  There  has  emerged  from  a 
something  once  known  as  materia  medica  a  highly 
specialized  pure  science,  which  may  be  knowingly 
applied  to  both  normal  and  pathological  tissues, 
which  is  now  designated  pharmacology.  This  science 
no  longer  introduces  chemicals  into  tissues  in  the 
darkness  of  ignorance,  without  reason  and  on  an 
empirical  basis,  but  does  this  in  the  light  of  scien- 
tific understanding  of  how  a  given  chemical  body 
may  influence  normal  tissue  response  and,  further- 
more, how  this  response  may  be  modified  by  states 
of  disease  within  tissues.  Its  reach  as  a  pure  science 
and  applied  as  therapeutics  is  difficult  to  estimate, 
for  it  is  in  its  period  of  development  which  in  turn 
very  largely  depends  upon  information  which  the 
chemist  and  physiologist  will  give  to  it.  The  name 
drug  is  distasteful.  It  recalls  a  period  when  a 
combination  of  substances  in  the  form  of  a  pre- 
scription was  unknowingly  introduced  into  an  or- 
ganism of  unknown  physico-chemical  constitution 
in  the  hope  that  something  for  the  betterment  of 
the  individual  might  happen.  Such  ignorance  is  in 
the  process  of  vanishing  through  the  combined  re- 
search of  the  pharmacologist  and  biological  chemist. 
More  and  more  we  are  being  placed  in  the  position 
of  being  able  to  say  that  a  part  of  the  maladjust- 
ment of  this  individual  is  due  to  the  fact  that  there 
is  a  deficit  or  an  excess  in  terms  of  milligrams  of  a 
given  substance  in  this  organism;  therefore,  we  will 
balance  it  in  this  particular  and  see  what  adjust- 
ment it  can  make.  Or,  the  reaction  of  this  tissue  is 
in  excess  of  what  it  should  be  or  is  below  what  it 
should  be;  we  will,  therefore,  introduce  this  chem- 
ical agent  in  an  attempt  to  modify  the  reaction  to 
a  point  where  it  will  at  least  not  be  harmful  and 
may  be  of  definite  value  in  the  process  of  biological 
adjustment.  Pharmacology  is  of  particular  import- 
ance in  the  medical  curriculum  and  assumes  a  sig- 
nificant place  in  it  since  it  takes  for  its  advance- 
ment biochemical,  physiological  and  pathological 
understanding  and  carries  them  through  its  applied 
outlet  to  the  bedside  in  an  attempt,  by  the  use  of 
certain  chemicals,  to  modify  the  untoward  symp- 
toms of  disease,  to  facilitate  recovery  from  disease 
and,   with    increasing   certainty,    to   eliminate    the 


cause  for  the  departure  of  the  individual   from  a 
balanced  state  of  life. 

There  was  a  time  when  the  medically  minded 
biologist  had.  in  a  measure,  to  forsake  reason  and 
act  with  what  was  called  common  sense,  and  it  was. 
This  occurred  when  he  entered  the  hospital  or 
found  himself  at  the  bedside  of  a  patient  other  than 
in  a  hospital.  This  is  no  longer  the  case.  The 
training  of  the  premedical  years  and  in  the  medical 
curriculum  permits  the  one  type  of  reasoning  with 
the  same  limitations,  which  become  less  with  each 
year,  to  be  used  now,  whereas  it  at  one  time  could 
only  be  used  in  the  laboratory,  at  the  bedside, 
whether  that  bedside  happens  to  be  in  the  elabor- 
ately appointed  private  pavilion  of  a  hospital  or  in 
the  humblest  home.  Scientific  understanding  as 
truth  undergoes  no  modification  as  a  result  of  situa- 
tions and  circumstances.  The  modern  medical  man 
and  woman  are  therefore  no  longer  healers  by 
chance  in  a  haphazard  fashion.  As  individuals  with 
personality,  through  training  of  a  general  and 
broadly  biological  character  they  have  become  bi- 
ologically minded  physicians  who  see  it  as  their 
function  to  ascertain  the  cause  for  physical  and 
psychical  maladjustments  and  to  institute  such 
measures,  if  possible  of  a  natural  order,  to  readjust 
to  their  environment,  whatever  that  environment 
has  to  be,  individuals  who  have  been  forced  to 
depart  from  it.  Such  a  life  is  a  sound  life, 
for  it  deals  with  and  lives  ;n  nature  through  reason. 
It  is  a  happy  and  useful  life,  for  it  gives  itself  that 
others  may  find  themselves,  in  a  related,  balanced 
fashion  which  slowly  but  certainly  leads  to  perfec- 
tion of  the  body  and  through  mind  to  the  under- 
standing on  the  part  of  such  a  body  of  values  which 
are  real,  durably  satisfying  and  which,  in  the  end, 
become  both  lost  and  found  in  beauty. 

.  .  .  There's  magic  all  around  us 

In  rocks  and  trees,  and  in  the  minds  of  men, 

Deep  hidden  springs  of  magic. 

He  that  strikes 

The  rock  aright,  may  find  them  where  he  will. 


A  Sentence  of  Praise 

A  Carolina  editor  who  likes  doctors,  embraces  the  oppor- 
tunity, afforded  by  his  own  doctor  moving  into  new  quar- 
ters after  30  years  of  practice,  and  delivers  himself,  by  way 
of  prelude,  as  follows: 

"A  small-town  doctor,  no  matter  whom,  who  has  devoted 
his  career,  as  so  many  of  them  do,  to  ministering  to  the 
physical  and  mental  ills  of  a  countryside,  who  often  stalks 
tragedy  through  the  home,  brings  peace  and  comfort  to 
anguished  souls,  restores  the  hopes  and  lives  of  little  chil- 
dren entitled  to  life  and  all  the  beauties  that  it  holds  en- 
abling them  to  thrive  and  climb  to  the  heights  of  accom- 
plishment, always  without  a  thought  of  personal  gain  and 
frequently  without  more  than  a  rough  'thank  you'  from  a 
husky,  strong,  working  male  parent  who  might  be  expected 
to  pay  up,  is  ever  a  source  of  congratulation." 

Five  to  10  per  cent.  (Craig,  of  N.  O.,  in  /.  M.  Assn. 
Ga.,  July)  of  the  population  of  this  country  arc  infected 
with  Endamoeba  histolytica. 
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Mental  Problems* 

Julian  W.  Ashby,  M.D.,  Raleigh.  North  Carolina 
Superintendent  State  Hospital  at  Raleigh 


THE  manner  in  which  we  meet  the  problems 
of  life  shows  whether  or  not  we  are  well 
integrated  personalities.  In  recent  years 
there  has  been  a  decided  increase  in  the  interest 
displayed  in  mental  diseases;  and  it  should  be  in- 
cumbent on  everyone  who  endeavors  to  practice 
medicine  to  acquire  some  knowledge  of  the  most 
prevalent  disease  which  one  encounters.  I  am  here 
reminded  of  an  occurrence  in  the  clinic  I  recently 
attended  at  one  of  the  leading  New  York  mental 
hospitals.  A  patient's  history  written  in  detail  dis- 
closed that  he  had  been  examined  by  4  physicians 
prior  to  bis  contact  with  the  mental  hospital,  and 
the  4  physicians  were  evidently  men  of  some  ability 
as  in  every  instance  the  patient  was  given  an  x-ray 
examination,  yet  he  was  dismissed  with  the  state- 
ment that  his  difficulty  was  evidently  mental.  I  do 
not  know  of  any  illness  that  requires  a  greater 
knowledge  than  the  one  so  frequently  carelessly 
dismissed  as  a  mental  difficulty,  and  the  purpose  of 
this  paper  is  to  emphasize  the  social  significance  of 
mental  diseases  as  well  as  some  obvious  symptoms. 
In  recent  years  there  has  been  a  decided  improve- 
ment in  state  hospitals,  so  that  when  patients  are 
sent  to  such  institutions  it  is  expected  that  they  will 
receive  the  same  treatment  for  physical  ailments 
that  they  would  obtain  in  a  general  hospital;  but 
one  of  the  most  serious  problems  at  present  is  the 
limited  appropriation  to  state  institutions  for  carry- 
ing on  this  very  necessary  professional  work.  The 
late  Dr.  William  A.  White  stated  shortly  before  his 
death  that  there  had  been  an  increase  in  the  general 
population  from  1880  to  1920  of  110%  and  an 
increase  during  the  same  time  of  mental  diseases 
of  468%.  Dr.  White  did  not  have  before  him  at 
that  time  the  information  from  the  census  of  1930. 
He  attributed  this  large  increase  in  mental  diseases 
to  the  state  hospitals  becoming  recognized  institu- 
tions, mental  diseases  being  better  understood  and 
more  quickly  diagnosed,  and  the  shift  from  a  rural 
to  an  urban  population.  We  sometimes  attempt  to 
attribute  the  increase  in  mental  diseases  to  the  rapid 
pace  at  which  we  are  living;  but  the  same  reason 
was  ascribed  for  the  increase  in  mental  diseases  SO 
years  ago  in  an  article  read  by  the  President  of  the 
American  Psychiatric  Association  before  one  of  the 
annual  meetings. 

In  mentioning  the  increase  in  mental  diseases,  it 
is  well  to  call  the  attention  of  a  medical  society  to 


the  difficulties  that  our  hospital  is  having  in  taking 
care  of  your  problems.  I  doubt  if  there  is  a  physician 
in  this  audience  who  has  not  now  before  him  some 
mental  problem,  and  perhaps  he  is  unable  to  place 
this  problem  in  the  hands  of  a  mental  hospital 
owing  to  the  fact  that  our  hospital,  at  least,  is  over- 
crowded in  every  department.  This  fact  has  been 
reported  many  times  to  the  Legislature,  and  it  is  to 
the  Legislature  that  we  must  make  our  appeal  for 
facilities.  Many  other  state  institutions  are  making 
constant  demands  upon  the  Legislature  for  increased 
appropriations  and  we  have  to  take  this  into  account 
and  reconcile  our  difficulties  to  our  ability  to  handle 
our  problems  with  limited  accommodations.  I  am 
not  going  to  burden  you  with  statistics  further  than 
to  tell  you  the  appropriation  to  take  care  of  the 
State  Hospital  at  Raleigh  for  the  fiscal  year  begin- 
ning July  1st,  next,  will  be  approximately  $400,000  * 
— this  gives  us  a  per  capita  cost  of  $199  and  with 
the  intention  of  caring  for  2250  patients.  At  the 
time  this  is  written  we  have  a  patient  population  of 
2216  and  the  few  vacancies  reported  are  in  the 
Medical  Center  for  the  care  of  surgical  and  acute 
medical  cases  and  in  some  of  the  better  wards  for 
convalescent  patients.  Yet,  there  is  not  a  day  that 
goes  by  that  we  do  not  have  an  application  for  the 
admission  of  a  disturbed  patient,  and  it  is  simply 
beyond  human  possibility  to  care  for  an  excess 
population  of  this  type  with  any  satisfaction  to  our- 
selves or  justice  to  our  patients.  It  may  seem  para- 
doxical that  we  have  so  many  applications,  and  at 
the  same  time  many  complaints  of  patients  being 
confined  on  crowded  wards.  Usually  patients  who 
come  to  a  hospital  of  our  type  are  suffering  from 
mental  illnesses,  which  have  been  recognized  by 
the  laity;  and  frequently  they  are  well  absorbed  in 
their  delusional  trends.  Our  death  rate  is  high — it 
runs  practically  70  to  the  1,000  of  hospital  popula- 
tion; whereas  in  the  general  population  it  is  13  to 
the  1,000-:— and  this  is  one  of  the  methods  by  which 
vacancies  are  created.  We  return  to  society  a  certain 
number  of  patients  who  are  suffering  from  the  so- 
called  benign  psychoses,  but  the  majority  of  those 
who  are  suffering  from  a  malignant  form  of  psy- 
chosis do  not  recover,  although,  they  frequently 
reach  a  stage  of  adjustment  in  our  hospital  where 
they  are  of  material  assistance  in  carrying  on  the 
work  of  the  institution. 

With  the  advance  in  knowledge  of  mental  dis- 
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eases,  a  problem  confronts  the  profession  not  to 
continue  to  practice  only  a  little  more  than  deten- 
tion. We  should  give  genuine  preventive  and 
curative  treatment.  The  majority  of  mental  con- 
flicts arise  in  early  life,  therefore  family  physicians, 
parents  and  schoolteachers  should  all  be  informed 
on  this  subject,  and  urged  to  apply  their  knowledge 
at  every  sign  of  need  for  its  application.  We  can- 
not get  away  from  the  problems  of  heredity  and 
environment.  It  has  been  said  that  a  child  comes 
into  this  world  with  a  definite  mental  capacity  to 
go  only  to  a  certain  limit  in  life,  this  limit  depend- 
ing on  whether  the  child  is  an  idiot,  an  imbecile,  a 
moron,  or  so-called  normal,  who  later  on  in  life 
displays  psychotic  symptoms.  It  is  stated  that  one 
out  of  25  eventually  becomes  a  care  of  the  State 
due  to  mental  illnesses.  This  statement  should  be 
made,  not  with  the  thought  of  creating  fear,  but 
with  the  thought  of  creating  knowledge;  and  if  an 
effort  is  made  to  teach  parents  and  others  who  have 
control  of  children  the  proper  safeguards  this  per- 
centage unquestionably  could  be  altered. 

The  expense  of  caring  for  the  insane  of  the  State 
is  a  problem  that  confronts  the  taxpayer  each  year. 
It  would  be  better  from  every  standpoint  if  steps 
were  taken  to  decrease  this  burden. 

Every  effort  should  be  made  to  solve  mental 
disease  problems  early  in  life.  Childhood  as  well  as 
adult  life  has  its  questions  which  should  be  an- 
swered. It  is  the  desire  of  everyone  to  be  happy. 
When  there  is  something  lacking  in  the  person's 
life  and  that  lack  creates  unhappiness,  something 
is  vrong.  When  a  person  dwells  too  long  upon  the 
events  of  an  unhappy  nature,  such  regressive  think- 
ing is  wrong.  Everyone  has  unhappiness  to  face; 
everyone  has  difficulties  to  meet.  If  you  are  to  allow 
such  things  greatly  to  influence  your  life  or  the 
life  of  your  child,  you  are  heading  for  disaster. 
Are  you  facing  difficulties  as  they  arise,  and  can  you 
do  things  easily  and  smoothly?  Children  as  well  as 
others  should  be  taught  to  face  difficulties,  and  to 
expect  and  accept  a  number  of  failures.  It  is  said 
that  the  child  who  fails  and  projects  such  failures 
upon  others  is  a  child  who  is  apt  to  develop  de- 
lusions of  persecution  later  on  in  life.  Do  you  get 
along  well  with  others?  is  one  of  the  questions  which 
everyone  should  occasionally  ask  of  himself. 

Mental  problems  are  life  problems,  and  our  life  is 
made  up  of  association  with  our  fellowmen.  If  the 
difficulty  in  getting  along  with  people  presents  itself 
to  you  frequently,  then  you  had  better  ascertain  the 
reason  for  it.  Parents  should,  also,  bear  in  mind  that 
habits  acquired  in  childhood  are  frequently  imita- 
tions. Not  long  ago,  I  had  occasion  to  see  a  girl  of 
8  or  9  years  who  seemed  more  absorbed  in  day- 
dreaming than  her  teacher  thought  was  normal; 
and  during  the  interviews  it  was  brought  out  that 
the  child  was  lacking  in  confidence  in  her  mother. 


She  mentioned  the  fact  casually;  and  when  asked 
the  whereabouts  of  her  mother  she  stated  that  her 
mother  was  at  home  and  had  said  that  she  was 
not  going  out,  but  she  had  on  her  Sunday  dress. 
Another  instance,  a  boy  of  9  or  10  years,  who  was 
making  good  grades  at  his  school  was  seclusive,  did 
not  get  along  well  with  other  boys.  He  was  being 
reared  by  a  family  in  which  there  were  no  other 
boys.  This  child  still  grieved  and  talked  a  great  deal 
of  the  death  of  his  father — the  fact,  unquestionably, 
which  would  be  termed  as  imitation.  A  change  in 
environment  and  a  boys'  school  recommended  might 
be  helpful. 

The  means,  therefore,  of  prevention  should  be 
carried  on,  in  my  opinion,  by  the  state  hospitals 
for  the  territory  that  they  serve,  and  with  the 
assistance  of  psychiatric  social  workers  and  the 
holding  of  clinics  in  the  different  counties  by  phy- 
sicians from  the  hospital  staff. 


Chronic  Headache 

(P.   A.   Draper,  Colorado  Springs,   in   Col.    Med.,   Aug.) 

A  combination  of  allergic  and  endocrine  migraine  is 
quite  common  and  combined  therapy  is  necessary  for  relief. 
Chondroitin  sulphuric  acid  in  6/10ths  gm.  capsules  by 
mouth,  3  to  6  gms.  per  day,  has  helped  some  cases  of 
idiopathic  headache  when  given  2  to  12  months.  Com- 
paratively good  results  have  also  been  obtained  from  intra- 
venous injections  of  1  gm.  doses  of  sodium  thiosulphate. 
While  prompt  temporary  relief  from  migraine  may  usually 
be  obtained  from  ergotamine  tartrate  (gynergen),  its  use 
should  not  take  the  place  of  efforts  to  find  and  remove  the 
cause  or  causes  of  the  condition. 

Uremic  headaches  can  often  be  relieved  by  lumbar  punc- 
ture during  the  time  necessary  for  the  basic  nephritic  con- 
dition to  be  brought  under  control. 

The  use  of  caffein  by  mouth  as  well  as  subcutaneously 
or  intravenously  will  produce  enough  drop  in  intracranial 
pressure  to  give  some  relief  to  the  more  serious  headaches — 
organic  brain  disease — also  to  the  less  serious  but  more 
common  types.  Opium  derivatives  greatly  increase  intra- 
cranial pressure  and  hence  should  not  be  used  following 
head  injuries.  Amyl  nitrite  increases  this  pressure  more 
than  any  other  drug.  Intra%'enous  hypertonic  injections  of 
glucose,  sucrose,  or  sodium  chloride  reduce  intracranial  pres- 
sure and  the  headache  that  comes  with  and  from  it. 

Acetylcholine  preparations  are  often  beneficial  to  hyper- 
tensive headaches  as  are  combinations  of  theobromine  and 
phenobarbital.  The  most  obstinate  cases  of  hypertensive 
headache  have  been  relieved  by  splanchnic  operations. 


Dextrose  tolerance  in  the  aged  is  impaired  (M.  D. 
Deren,  New  York,  in  Jl.  Lab.  &  Clin.  Med.,  Aug.),  al- 
though the  fasting  blood  sugar  is  usually  normal.  Evidence 
is  added  to  the  fact  that  while  every  case  of  diabetes  mel- 
litus  exhibits  a  diminished  dextrose  tolerance,  every  case 
showing  diminished  tolerance  to  sugar  is  not  one  of  dia- 
betes. 


Among  453  patients  (all  adults)  who  were  admitted  dur- 
ing the  last  2y2  years  to  the  author's  (von  Zimmermann, 
Vienna)  section  of  the  Second  Medical  Clinic  of  the  Univer- 
sity of  Vienna  on  account  of  various  diseases  of  the  heart, 
2(>  suffered  at  the  same  time  from  an  affection  of  the  gall- 
bladder. 
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The  Clinic 


Conducted   By 

Frederick  R.  Taylor,  B.S.,  M.D.,  F.A.C.P. 

High  Point,  North  Carolina 

An  Extraordinary  Case  of  Endocrine 
Imbalance  Apparently  Self-adjusting 

Much  has  been  learned  in  recent  years  in  the 
field  of  endocrinology,'  much  more  remains  to  be 
learned.  We  are  often  at  a  loss  to  explain  the  path- 
ogenesis of  some  clinical  picture.  Perhaps  just  as 
often,  though  much  less  frequently  discussed  in 
medical  literature,  the  converse  is  true,  i.e.,  we  are 
at  a  loss  to  understand  why  some  grossly  abnormal 
state  clears  up  without  treatment  or  in  spite  of  it. 
This  latter  problem  came  strikingly  to  the  fore- 
front in  the  case  of  a  patient  recently  studied  by 
the  writer,  a  case  that  is  unique  in  his  experience, 
at  least,  so  that  it  would  seem  worth  recording. 

An  unmarried  21 -year-old  teacher  of  mechanical 
drawing  and  chemistry  in  a  high  school  was  referred 
to  the  writer  and  presented  himself  for  examination 
on  September  23rd,  1936,  complaining  of  a  very 
slight  dryness  of  the  skin  of  his  hands,  a  slightly 
sore  throat,  and  a  few  tiny  ulcers  in  his  mouth.  His 
history  was  extraordinary.  He  stated  that  he  had 
always  been  fat  from  babyhood.  At  the  age  of 
seven  he  had  a  tonsillectomy,  and  then  began  to 
gain  weight  rapidly.  At  the  time  of  the  operation 
he  weighed  60  pounds.  He  gained  12  pounds  in  the 
next  six  weeks.  At  the  age  of  10  he  weighed  90  or 
100  pounds;  at  IS,  225  pounds,  and  he  reached  his 
heaviest  weight,  250  pounds,  when  he  was  16*4 
years  old.  He  held  this  weight  for  three  or  four 
months,  and  then  began  to  lose  weight  spontane- 
ously, without  special  diet  or  medication.  He  did, 
however,  eat  less  than  formerly,  because  of  some 
loss  of  appetite.  At  17  he  weighed  about  220 
pounds,  at  18  about  190,  at  nineteen  about  180, 
and  at  20  about  150  pounds,  all  this  loss  occurring 
without  any  treatment  whatsoever.  At  the  time  of 
examination,  at  the  age  of  21,  his  weight  had  come 
back  up  to  157*4  pounds.  A  year  before  consulting 
the  writer  he  had  been  studied  very  thoroughly  at 
Duke  University  by  Drs.  Christopher  Johnson  and 
Elbert  Persons.  Dr.  Johnson  kindly  furnished  the 
writer  with  the  findings  in  the  various  studies  made 
at  Duke. 

The  patient  stated  that  he  had  been  noting  the 
dryness  of  the  skin  of  his  hands,  sore  throat  and 
ulcers  in  his  mouth  ever  since  he  started  losing 
weight.  All  of  these  symptoms  appeared  about  the 
same  time.  His  appetite  was  fair,  though  he  ate 
little  breakfast.  He  noted  a  "sour  stomach"  occa- 
sionally. He  did  not  suffer  from  accumulations  of 
gas  in  the  stomach  or  intestines,  nor  did  he  have 
any  nausea  or  vomiting.  He  controls  a  mild  con- 


stipation with  mineral  oil.  The  soreness  in  his 
throat  was  slight  and  affected  especially  the  back 
of  his  tongue  and  the  pharynx.  He  had  no  cough, 
dyspnea,  edema  or  headache.  He  had  noted  occa- 
sional mild  lumbar  backache.  There  were  no  symp- 
toms referable  to  the  urinary  tract.  He  had  never 
had  hematemesis,  melena,  hemoptysis  or  hematuria. 
He  had  noted  no  visual  disturbances. 

He  gave  a  past  history  of  "typhoid  fever"  at  the 
age  of  three,  and  also  had  measles,  whooping-cough 
and  mumps  in  childhood.  He  recalled  no  other  dis- 
eases and  had  had  no  serious  injuries. 

His  habits  were  good  throughout.  He  uses  no 
alcohol  or  tobacco,  and  he  stated  that  he  slept  well 
for  seven  hours  per  night  and  felt  rested  on  this. 

His  family  history  is  good,  his  parents  and  three 
siblings  being  well.  One  brother  died  in  infancy. 

Physical  examination  showed  a  height  of  5  ft.  8 
in.,  weight  157^4  lbs.  (standard  tabular  weight  145 
lbs.),  t.  98.6°,  p.  72  and  of  good  quality,  r.  24, 
b.-p.  116/60.  Head  examination  was  negative  except 
for  a  small  aphthous  ulcer  beneath  his  tongue. 
His  tonsils  were  out  completely.  His  throat 
showed  no  congestion  despite  its  slight  soreness.  He, 
explained  the  soreness  at  this  time  as  being  due,  at 
least  in  part,  to  using  his  voice  a  good  deal  at  the 
beginning  of  the  school  year.  His  neck  was  negative. 
The  nipples  were  curiously  pigmented  resembling 
those  of  a  pregnant  woman.  The  J' ft  nipple  was 
retracted.  The  breasts  were  not  enlarged.  The 
axillary  hair  was  normal.  There  was  nothing  in  the 
picture  to  suggest  acromegaly,  the  facies  ^ng 
normal  and  the  extremities  not  enlarged.  Thf  •-  ro 
mion  process  on  each  side  was  unusually  large,  but 
they  were  equal  in  size.  He  was  definitely  round- 
shouldered.  His  heart  and  lungs  were  normal.  The 
skin  of  his  abdomen  was  exceedingly  lax.  much  like 
that  of  a  puerperal  woman ;  this  was  due,  doubtless, 
to  the  rapid  loss  of  100  pounds  of  weight  during 
the  previous  few  years.  Examination  of  the  abdo- 
men showed  nothing  further  of  note.  His  genitals 
appeared  normal  in  development,  and  he  stated  that 
he  had  normal  erections,  emissions,  etc.  There  was 
a  somewhat  feminine  distribution  of  the  pubic  hair. 
His  chin  was  downy,  rather  than  hairy,  and  he  has 
to  shave  only  once  a  week.  His  voice  was  of  normal 
baritone  pitch.  His  prostate  was  small.  The  ex- 
tremities were  negative,  span  5  ft.  10^  in.,  thus 
being  greater  than  his  height.  His  upper  body 
measurement  (top  of  head  to  symphysis  pubis  when 
standing)  was  31}A  inches,  his  lower  measurement 
(symphysis  to  floor)  37^4  inches. 

His  urine  showed  no  albumin,  sugar,  blood  or 
pus.  An  occasional  hyaline  cast  was  found  in  a 
centrifuged  specimen. 

The  report  from  Duke  Hospital  gave  the  follow- 
ing additional  data  of  interest  based  on  studies 
made  in  September  1935,  about  a  year  before  the 
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present  writer  saw  the  patient: 

He  complained  of  feeling  sluggish  and  tired  after 
meals,  and  being  subject  to  supraorbital  headaches 
especially  if  he  ate  between  meals.  He  felt  a  desire 
to  work,  but  did  not  have  the  strength  to  do  so.  In 
the  summer  of  1935  he  found  that  any  heavy  lift- 
ing tired  him  quickly.  His  skin,  particularly  that 
over  the  abdomen  and  chest,  showed  several  small 
brownish    slightly    raised    lesions,   some    of   which 
were   covered   with   thin  white  scales.   There  was 
slightly  less  development  of  hair  than  normal  for  a 
boy  of  his  age.  He  had  a  definite  upper-thoracic 
kyphosis    of   an   adolescent    type.    There   was   no 
tenderness  in  the  back,  but  marked  limitation  of 
all  motion  throughout  the  thoracic  spine  was  noted. 
The  lumbar  spine  was  normal.  Sacroiliac  and  lum- 
bosacral  joints   were    normal.    The   bones   of   the 
lower  extremities  were  normal  except  that  the  feet 
showed  definite  depression  of  the  anterior  arches 
with  callus-formation.  The  metatarsal  heads  were 
quite  flat  and  inverted,  but  there  was  no  tender- 
ness. The  heart  showed  a  marked  sinus  arrhythmia, 
but  was  otherwise  normal.  The  b.-p.  was  122/64. 
Nothing  else   of   importance  was   found   in   the 
physical  examination  other  than  the  findings  noted 
by  the  present  writer  above.  The  urine  examination 
was  entirely  normal.  Hemoglobin  was  96%,  w.b.c. 
8,700,    blood    Wassermann    and    Kahn    reactions 
negative,    b.m.r.   plus   5%.   X-ray  examination   of 
heart  and  lungs  showed  them  to  be  normal.  Stere- 
oscopic pictures  of  the  skull  showed  contour  to  be 
unusually    large    but    no    evidence    of    increased 
pressure  or  calcification.  The  sella  was  normal.  The 
sinuses  and  mastoids  were  clear.  The  thoracic  spine 
showed  slight  narrowing  of  the  anterior  margins  of 
all  the  vertebrae  with  increase  in  the  curvature  of 
the  spine,  all  of  which  has  the  appearance  of  some 
infection    with    the    so-called    epiphysitis.    X-ray 
examination  of  the  right  hand  showed  apparently 
normal  bone  development  and  normal  calcium  de- 
position. The  carpal  bones  all  appeared  normal. 
Blood  calcium  10  mgm.%,  phosphorus  3.5  mgm.%, 
r.i.    1.3499.  Van   den   Bergh   showed   an   indirect 
reaction  of  the  bibirubin  with  0.4  mgm.%. 


but  the  patient  did  not  take  it.  As  reported,  he  had 
maintained  an  approximately  normal  weight  for  a 
year  after  this  time  without  any  treatment  at  all. 
A  course  of  treatment  was  outlined  at  that  time, 
Discussion. — The  writer  believes  that  this  case 
represents  a  gross  type  of  endocrine  imbalance 
which  seems,  for  the  present  at  least,  to  have  ad- 
justed itself  without  treatment.  Some  form  of  dys- 
pituitarism  would  seem  to  fit  the  picture.  One  would 
naturally  think  of  preadolescent  hypopituitarism, 
but  the  case  hardly  fits  into  that  group  if  we  accept 
Engelbach  and  Tierney's  criteria  for  the  diagnosis  of 
that  condition.  The  similar  and  dissimilar  features 
of  the  patient's  condition  compared  with  preadoles- 
cent hypopituitarism  as  described  by  Engelbach 
and  Tierney  (criteria  quoted  by  Hans  Lisser  in 
Blumer's  Bedside  Diagnosis,  v.  iii,  p.  196,  W.  B. 
Saunders  Co.,  Phila.,  1929)  may  be  seen  in  the 
following  table. 

The  patient  was  seen  again  on  September  26th, 
three  days  after  his  general  examination.  His  weight 
was  then  160J4  pounds,  a  gain  of  2l/2  pounds  in 
that  time.  Rough  visual  tests  showed  only  slight 
astigmatism  in  left  eye.  It  was  considered  inadvis- 
able to  give  any  endocrine  therapy  at  this  time,  but 
the  patient  was  told  to  watch  his  weight  and  report 
if  he  showed  any  prolonged  remarkable  gain  or  loss. 
He  has  not  reported  since,  and  the  most  logical 
diagnosis  seems  to  be  a  severe  dyspituitarism  that 
has  adjusted  itself  spontaneously,  for  the  present, 
at  least.  It  seemed  possible  that  endocrine  therapy 
might  once  more  upset  the  balance  that  had  been 
more  or  less  attained  and  create  an  additional  prob- 
lem rather  than  be  of  help. 

This  case  gives  much  food  for  thought  in  its 
potential  relatios  to  the  post  hoc  error.  Suppose  he 
had  been  put  on  some  endocrine  treatment  just  at 
the  time  when  he  stopped  his  remarkable  gain  in 
weight,  or  just  at  the  time  when  he  stopped  his  still 
more  remarkable  loss  in  weight!  The  therapeutist 
almost  certainly  would  have  given  his  treatment 
credit  for  the  improvement!  Truly,  "Life  is  short 
and  the  art  long,  the  occasion  instant,  experiment 
perilous,  decision  difficult." 


Features 
Body  Measurements 
Head 
Nose 
Chin 
Hands 
Pelvis 

Lower  Extremities 
Genitals 

Genital  Function 
Secondary  Sex  Characters 
Mentality 
Teeth 

Temperature 
Pulse 
Sleep 
Unne 


Preadolescent  Hypopituitarism 
Torso  greater  than  lower 
Small 

Pointed,  straight 
Pointed,  sharp 
1/3  smaller  than  normal 
Broad  feminine  type 
Genu  valgum 
Infantile 

Sterility  and  Impotence 
Absent 

Usually  deficient 
Upper  incisors  enlarged 
Subnormal 
Slow 

Somnolent 
Maybe  polyuria 


Patient 
Torso  less  than  lower 
Normal 
Pointed,  straight 

sharp 
Normal 


Erections  and  Emissions 
Present  except  scanty  beard 

Normal 
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INTERNAL  MEDICINE 

Paul  H.  Ringer,  A.B.,  M.D.,  F.A.C.P.,  Editor 
Asheville,  N.  C. 


Diagnosis,  Treatment  and  Prognosis  in 
Tuberculous  Tracheobronchitis 

In  an  article  appearing  in  The  Journal  o)  Thora- 
cic Surgery  for  June,  Dr.  Paul  C.  Samson,  of  Ann 
Arbor,  discusses  a  rather  recently  emphasized  clini- 
cal entity  which  may  be  strongly  suspected  by  clin- 
ical signs  and  serial  roentgenograms,  but  which  can 
be  proven  only  by  bronchoscopic  examination. 

By  the  term,  tuberculous  tracheobronchitis,  is 
meant  "a  specific  mucosal  or  submucosal  infection 
of  the  trachea  and  large  bronchi,  and  it  is  to  be 
distinguished  from  'tracheobronchial  tuberculosis' 
or  tuberculosis  of  the  tracheobronchial  lymph 
nodes."  The  condition  is  probably  almost  always 
secondary  to  active  pulmonary  tuberculosis,  and  in 
Dr.  Samson's  experience  this  complication  has  re- 
sulted in  a  mortality  of  approximately  SO  per  cent., 
irrespective  of  active  treatment  directed  at  the 
parenchymal  lesions.  The  most  striking  symptom 
of  this  condition  is  wheezing  or  rattling,  which  may 
be  inspiratory,  expiratory  or  both,  usually  intensi- 
fied by  moderately  forced  respiration  and  persist- 
ing after  thorough  evacuation  of  sputum.  This 
symptom,  however,  is  not  pathognomonic  of  the 
condition  under  discussion,  for  a  small  group  of 
patients  presenting  this  symptom  only  have  no 
bronchoscopic  evidence  of  tuberculous  tracheobron- 
chitis. 

Asthmatoid  breathing  frequently  occurs  in  at- 
tacks and  the  patient  experiences  difficulty  in  get- 
ting air  into,  and  out  of,  the  lungs,  in  addition  to 
which  he  may  have  a  sense  of  substernal  constric- 
tion. Dr.  Samson  points  out  that  occasionally  the 
development  of  sudden  and  unexpected  fever  in  a 
patient  having  previously  had  a  normal  t.  may  be 
the  first  sign  of  tracheobronchial  lesions  sufficiently 
obstructive  to  cause  a  retention  of  sputum.  There 
may  be  exceedingly  large  amounts  of  sputum  for 
the  degree  of  pulmonary  tuberculosis  visualized  by 
x-rays.  The  sputum  may  be  very  tenacious,  the 
purulent  content  not  necessarily  high.  Persistently 
positive  sputum,  in  spite  of  an  apparently  quiescent 
parenchymal  lesion,  is  a  suggestive  finding.  Roent- 
genographically  intermittent  areas  of  atelectasis  in 
serial  films  are  considered  significant  of  bronchial 
obstruction,  and  the  phenomenon  of  sudden  dis- 
appearance and  later  reappearance  of  pulmonary 
cavities  seen  in  some  patients  was  probably  also  on 
the  basis  of  intermittent  bronchial  obstruction.  Sus- 
picion of  a  condition  such  as  this  demands  bron- 


choscopic investigation,  as  a  result  of  which  the 
type  and  extent  of  the  disease  found  serves  as  a 
criterion  for  treatment,  both  of  the  tracheobronchi- 
tis and  of  the  pulmonary  parenchymal  tuberculosis. 
Symptomatic  treatment  by  the  bronchoscopist  may 
be  of  great  value  and  is  contraindicated  only  in  the 
presence  of  advanced  laryngeal  ulceration,  recent 
severe  hemoptyses  and  hopelessly  advanced  exuda- 
tive or  pneumonic  pulmonary  tuberculosis. 

Dr.  Sampson  describes  four  types  of  lesions  which 
are  distinguishable  bronchoscopically,  two  or  more 
of  which  may  coexist  in  the  same  patient. 

1.  The  nonulcerative,  nonstenotic  type,  where 
the  minute  ulcers  in  the  mucosa  are  not  visualized 
and  the  bronchoscopic  picture  is  that  of  a  submu- 
cosal infiltration  with  occasional  discrete  tubercles. 
The  overlying  mucosa  is  not  grossly  ulcerated,  but 
is  congested,  granular  and  edematous,  and  bleeds 
easily. 

2.  The  hyperplastic  type,  in  which  the  path- 
ological changes  are  entirely  similar  to  Type  1,  but 
are  much  greater  in  degree. 

"There  is  submucosal  proliferation  and  a  piling  up  of 
tissue.  Conglomerate  tubercles  or  tuberculomas  may  be 
seen.  Bronchoscopically  these  lesions  cause  an  alteration  in 
the  contour  of  the  trachea  or  stem  bronchi,  often  decreasing 
the  diameter  of  their  lumina  more  or  less." 

3.  The  ulcerative  type. 

"There  is  grossly  visible  diffuse  or  circumscribed  loss  of 
mucosa.  Occasionally  the  ulcers  extend  to  the  cartilaginous 
rings  causing  a  craterlike  defect  in  the  continuity  of  the 
airway.  The  ulcers  are  rarely  solitary.  Pure  tuberculous, 
or  mixed  tuberculous  and  pyogenic,  granulation  tissue  may 
be  present.  Frequently  lesions  which  are  predominantly 
hyperplastic  show  redundant  superficial  granulation  tissue. 
Ulcers  may  not  be  visible  bronchoscopically  in  these  cases, 
but  the  presence  of  granulation  tissue  always  indicates  the 
loss  of  mucosal  continuity." 

4.  The  fibrostenotic  type. 

"All  cases  in  which  the  lower  airway  obstruction  is  due 
primarily  to  intrinsic  (endobronchial)  scar  tissue  formation 
are  included  in  this  classification.  The  stenosis  may  be 
sharply  localized;  often  an  irregular  scar  tissue  tunnel,  one 
or  more  centimeters  in  length,  is  found." 

"It  is  usually  impossible  to  predict  the  type,  extent  or 
location  of  the  lesions  without  bronchoscopic  examination, 
since  many  patients  present  more  than  one  type  of  lesion, 
and,  in  circumscribed  minimal  disease,  there  are  practically 
no  totalizing  signs.  A  'pure'  lesion,  that  is,  one  consisting 
of  a  single  type,  occasionally  can  be  diagnosed  clinically 
with  reasonable  accuracy  before  the  bronchoscopic  examina- 
tion is  made." 

(The  editor  is  glad  to  see  that  Dr.  Samson  is  at 
present  opposed  to  taking  a  biopsy  specimen  bron- 
choscopically if  the  preponderance  of  all  available 
evidence  supports  the  probability  that  the  visual- 
ized lesion  is  tuberculous.  Dr.  Samson  states  that 
he  has  seen  patients  develop  a  marked  spread  of 
their  disease  as  a  result  of  biopsy.  While  the  editor 
has  had  no  experience  with  bronchoscopy,  he  has 
seen  several  cases  of  tuberculous  laryngitis  made 
definitely  worse  as  the  result  of  the  taking  of  a 
biopsy  specimen  when,  according  to  all  the  history 
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and  clinical  evidence,  as  well  as  the  nature  of  the 
lesion,  there  could  be  no  reasonable  doubt  as  to  the 
diagnosis.  Promiscuous  biopsy-taking  is  bad  prac- 
tice.) 

Dr.  Samson  proceeds  to  discuss  somewhat  in  de- 
tail bronchoscopic  differential  diagnosis,  which  it  is 
not  necessary  to  take  up  here. 

In  considering  prognosis  he  divides  his  patients 
into  two  groups.  Group  1,  those  in  whom  there  is 
gross  ulcerative  disease,  fibrostenosis  or  both.  He 
states  that  after  fibrostenotic  healing  of  ulcerative 
lesions  respiratory  symptoms  may  persist  and  ex- 
acerbations of  the  parenchymal  lesions  may  occur 
because  of  insufficient  evacuation  of  sputum.  As 
evidence  of  the  severity  of  this  condition,  of  17 
patients  observed  for  more  than  a  year  and  classi- 
fied under  this  group,  9  (52.9%)  are  dead  and  none 
of  the  others  have  returned  to  complete  health. 
The  results  have  been  equally  poor  whether  th? 
patient  was  treated  by  bed-rest  or  bed-rest  com- 
bined with  collapse  therapy.  Because  of  the  poor 
prognosis,  Dr.  Samson  does  not  now  recommend 
any  type  of  collapse  therapy  with  the  ulcerative 
type  of  disease,  unless  subsequent  bronchoscopic 
examinations  show  that  there  has  been  some  ten- 
dency for  the  ulcers  to  heal  without  the  formation 
of  a  damaging  stenosis.  The  control  of  the  paren- 
chymal tuberculosis  is  not  sufficient,  since  ulcera- 
tive disease  frequently  appears  to  be  self-propagat- 
ing when  once  established. 

Group  2  is  composed  of  patients  with  nonulcera- 
tive and  nonstenotic  tuberculous  tracheobronchitis, 
not  presenting  striking  symptoms  and  with  recent 
clinical  and  bronchoscopic  recognition  of  the  lesions. 
These  patients  are  now  being  given  the  benefit  of 
whatever  type  of  collapse  therapy  may  be  indicated 
for  their  parenchymal  tuberculosis. 

"Many  therapeutic  measures  have  been  employed  for 
tuberculous  tracheobronchitis  without  success.  When  this 
condition  was  first  recognized,  the  frequency  of  asthmatoid 
symptoms  led  to  the  symptomatic  use  of  atropine,  epine- 
phrine, ammonium  chloride,  and  autogenous  sputum  vac- 
cines at  the  University  of  Michigan  Hospital.  The  only 
favorable  effect  was  an  occasional  temporary  alleviation  of 
symptoms.  Change  of  climate,  ultraviolet  light,  and  re- 
peated subcutaneous  injections  of  tuberculin  have  been  em- 
ployed without  lasting  success.  While  tuberculous  tracheo- 
bronchitis is  now  being  recognized  in  its  earlier  and  less 
obvious  stages,  the  methods  of  treatment  are  as  yet  by  no 
means  standardized.  Experience  and  the  individualization 
of  patients  with  regard  to  the  type  of  their  tracheobronchial 
and  parenchymal  lesions  may  aid  in  finding  some  effective 
means  of  dealing  with  this  complication. 

At  present  bronchoscopic  treatment  appears  to  offer  the 
best  possibilities  for  symptomatic  relief.  Patients  with  non- 
ulcerative disease,  particularly  if  it  is  hyperplastic,  occa- 
sionally have  disturbing  wheezing  and  difficulty  in  raising 
sputum  because  the  diameter  of  the  tracheobronchial  lumen 
is  decreased.  The  chemical  shrinkage  of  the  congested  and 
edematous  mucosa  with  equal  parts  of  10  per  cent,  cocaine 
and  1-1000  epinephrine  hydrochloride  solutions  applied 
directly  by  applicator  and  spray,  especially  around  and  into 
the  orifices  of  the  involved  lobar  bronchi,  has  given  symp- 


tomatic relief  which  often  has  lasted  many  months.  The 
patients  lose  their  wheeze  to  a  large  extent  and  are  able  to 
rai  c  sputum  with  relative  ease.  This  treatment  has  been 
found  of  value  preceding  thoracoplasty." 

This  valuable  paper  covers  the  field  for  the  clin- 
ician and  the  bronchoscopist,  as  the  clinician  must 
suspect  the  presence  of  the  pathological  condition 
in  order  to  call  in  the  bronchoscopist  to  confirm  or 
disprove  his  suspicions.  Grave  though  the  situation 
is  at  its  best,  a  better  recognition  of  this  clinical 
entity  will  serve  to  clear  up  a  certain  proportion  of 
the  puzzling  cases  of  wheezing  and  rattling  that  we 
so  often  see  in  pulmonary  tuberculosis. 


s.  m.  &  s. 

The  Etiology  of  Diabetes 

(R.   M.  Wilder,  Rochester,  Minn.,  in  Jl.  of  Med.,  Aug.) 

Active  diabetes  was  found  last  year  in  1.7%  of  all  new 
patients  who  came  to  The  Mayo  Clinic.  In  man  it  affects 
not  more  than  0.5%  of  the  population.  Big  eating  is  a 
factor  of  importance  and  obese  individuals  are  more  fre- 
quently affected. 

Dr.  C.  A.  Mills  has  called  attention  to  the  fact  that  the 
regions  of  the  U.  S.  and  Canada  where  death  rate  from 
diabetes  and  other  degenerative  disease  is  highest  corre- 
sponds to  the  tracts  of  the  great  cyclonic  disturbances  which 
pass  over  the  country  from  west  to  east.  The  climate  in 
the  States  traversed  by  the  cyclonic  disturbances  is  stimu- 
lating. People  are  more  energetic,  live  more  actively,  and 
therefore  consume  more  food. 

The  old  view  is  that  the  large  consumption  of  sugar  in 
the  U.  S.  is  responsible  for  the  high  incidence  of  diabetes 
here.  Joslin  maintains  that  in  Australia  and  Denmark 
where  the  amount  of  sugar  used  is  greater  per  person  than 
in  the  U.  S.,  the  incidence  of  diabetes  is  low.  Unadjusted 
statistics  may  be  deceptive. 

Women  have  less  diabetes  than  do  men  in  the  earlier 
decades  of  life,  but  later  they  have  more. 

I  regard  as  undue  the  emphasis  on  the  liver  and  those 
endocrine  secretions  which  admittedly  antagonize  the  activ- 
ity of  insulin.  The  recent  evidence  indicates  that  the  normal 
balance  between  the  excretion  of  sugar  by  the  liver  and  its 
utilization  in  the  periphery  depends  on  an  equilibrium  be- 
tween the  activity  of  the  insular  mechanism  and  the  an- 
terior and  the  posterior  lobes  of  the  hypophysis,  the  cortex 
and  the  medulla  of  the  suprarenal  glands,  the  sympathetic 
nervous  system  and  the  thyroid  gland. 

Rapid  progression  and  severity  characterize  most  cases 
of  diabetes  in  children,  evidence  of  an  originally  strong 
predisposition. 

Arteriosclerosis  and  diabetes:  it  is  my  opinion  that  fac- 
tors, particularly  those  which  raise  the  metabolism  or 
stimulate  the  sympathetic  nervous  system,  are  as  likely  to 
provoke  the  one  as  the  other. 

The  predisposition  is  hereditary  and  can  be  passed  to 
successive  generations  by  those  who  have  the  disease  and 
those  who  do  not  have  the  disease  but  are  carriers  of  the 
abnormality. 

Dextrose-tolerance  tests,  particularly  for  nondiabetic  mem- 
bers of  diabetic  families,  are  of  no  value,  I  think,  as  a 
measure  of  the  severity  of  diabetes.  Persons  who  respond 
with  negative  curves  probably  can  be  assured  that  they  are 
not  in  danger,  even  if  they  are  members  of  diabetic  families. 
Those  who  give  doubtful  responses  on  repeated  tests  should 
receive  the  advice  to  guard  themselves. 

Dis< rage    gross   overeating,     Advise    patients   and    their 

relatives  to  avoid  the  use  of  sugar  and  sweets  and  take  an 
abundant  supply  of  vitamins,  particularly  the  vitamin-/* 
complex. 
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Before  we  had  insulin  nearly  all  diabetic  children  died 
and  adults  who  had  diabetes  usually  were  sterile.  Now, 
the  children  mature  and  marry,  and  sterility  is  avoided. 
Legal  regulation  of  marriage  is  probably  undesirable  in 
America,  and  our  dependence  must  be  placed  on  education. 
Many  young  diabetic  persons  voluntarily  exercise  the  great- 
est care  in  the  selection  of  their  marriage  partners,  and 
many  avoid  parenthood. 

Sterilization  is  justified  with  diabetic  women  who  come 
to  physicians  for  obstetric  attention. 


HOSPITALS 

R.  B    Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro,N.  C. 

Hospital  Staff  Meetings 

The  value  of  hospital  staff  meetings  has  been 
definitely  accepted  by  both  the  medical  profession 
and  the  hospital  governing  boards,  yet  the  average 
staff  doctor  will,  on  any  trivial  excuse,  fail  of  at- 
tendance. And,  to  make  bad  matters  worse  the 
governing  boards  refuse  to  discipline  or  penalize  a 
doctor  for  this  negligence  of  duty  to  the  hospital 
and  himself. 

The  American  College  of  Surgeons  has  been  for 
some  time,  and  still  is,  putting  pressure  on  govern- 
ing boards  along  this  line,  but  there  is  much  ground 
yet  to  be  covered.  The  success  of  the  movement 
depends  largely  upon  the  attitude  which  the  pro- 
fession takes  concerning  its  responsibility  in  the 
matter. 

The  writer  is  mindful  of  the  many  duties  imposed 
upon  the  busy  practitioner,  and  these  usually  con- 
stitute the  staff  of  the  hospital,  but  no  physician 
should  expect  a  hospital  to  furnish  him  a  work-shop 
and  help  him  to  maintain  his  practice  and  prestige 
without  at  least  being  willing  to  attend  the  monthly 
staff  meetings  with  a  fair  degree  of  regularity. 

Any  large  organization  will  demand  regular  meet- 
ings of  all  the  people  who  work,  or  are  supposed  to 
work,  for  the  adancement  of  that  particular  busi- 
ness. It  is  mandatory  that  the  coworkers  come 
together  to  discuss  their  problems  and  ways  and 
means  for  their  solution. 

School  teachers  are  required  to  go  to  the  monthly 
meetings  where  they  discuss  the  problems  of  educa- 
tion. 

Traveling  salesmen  are  called  to  headquarters 
many  miles  and  into  meetings  to  discuss  the  prob- 
lems of  salesmanship. 

Manufacturers  are  continually  having  organiza- 
tion meetings,  and  those  who  work  in  the  factories 
are  required  to  be  present  in  these  meetings  and  to 
remain  a  definite  length  of  time. 

As  far  as  the  author  is  informed  no  industry  or 
institution  today  exists  which  does  not  have  some 
type  of  organization  meetings.  It  would  seem  there- 
fore to  be  a  good  procedure  for  hospital  staffs.  If  it 
is  good  business  for  the  others  it  should  be  good 


business  for  the  staff  members. 

I  believe  that  if  the  profession  would  think  upon 
this  suggestion  for  only  a  few  moments  they  could 
recall  many  valuable  things  learned  at  staff  meet- 
ings, instances  of  difficult  diagnoses  missed  due  to 
the  lack  of  care  in  taking  the  history,  or  insufficient 
or  poorly  chosen  laboratory  study.  They  could  also 
remember  the  increased  confidence  that  some  staff 
member  had  gained  by  reporting  a  case,  especially 
one  of  a  patient  he  was  able  to  introduce  to  the 
audience. 

It  is  by  far  the  best  method  for  the  physician  to 
instill  confidence  in  his  patients  and  to  increase 
prestige  among  his  fellow  practitioners.  The  patient 
takes  the  view  that,  since  his  physician  is  going  to 
demonstrate  his  case  to  the  staff  meeting,  it  means 
that  he  has  studied  the  case  thoroughly  and  will  be 
in  a  position  to  answer  questions  asked  by  other 
doctors.  He  therefore  feels  that  his  doctor  has  given 
more  than  the  ordinary  amount  of  study  to  his  case, 
and  in  this  matter  the  patient  is  not  wrong. 

I  know  of  no  method  of  advertisement  that  equals 
that  of  demonstrating  a  well  studied  case  before  a 
staff  meeting. 

The  governing  boards  of  the  hospitals  are  negli- 
gent in  their  duty  unless  they  demand  that  a  staff 
member  do  the  best  for  the  institution  and  for  him- 
self. It  would  seldom  be  necessary  to  do  more  than 
to  call  attention  to  the  irregular  attendance  of  a 
staff  member  by  a  courteous  but  clear-cut  reminder 
that  the  by-laws  of  the  hospital  must  be  lived  up  to 
if  a  doctor  expects  the  hospital  to  continue  his 
membership  on  the  staff.  However,  should  more 
than  this  be  necessary  the  governing  board  should 
not  hesitate  to  notify  a  doctor  that  his  continued 
negligence  in  the  matter  of  attendance  of  the  staff 
meetings  can  not  be  further  overlooked,  and  that 
if  he  can  not  arrange  his  engagements  so  that  he  can 
attend  the  staff  meetings  it  will  be  necessary  to 
appoint  someone  else  in  his  place. 

No  doubt  there  would  be  in  every  community  a 
few  doctors  who  would  be  dropped  from  the  staffs, 
but  it  would  boost  the  professional  standing  in  those 
hospitals  75  per  cent.,  and  the  writer  firmly  believes 
that  within  a  very  short  time  those  men  who  had 
been  dropped  for  neglecting  to  attend  the  staff 
meetings  would  be  earnestly  seeking  reinstatement. 
There  is  no  doubt  but  what  90  per  cent.,  if  put  back 
on  the  staffs  when  an  opening  occurred,  would  find 
time  to  attend  the  staff  meetings  with  profit  to  pa- 
tients, to  hospitals,  and  to  themselves. 


Know  Everything  Already 
"The  first,  and  in  some  respects,  the  most  important  func- 
tion is — to  lay  a  foundation  for  that  unity  and  friendship 
which  is  essential  to  the  dignity  and  usefulness  of  the  pro- 
fession .  .  .  The  man  who  knows  it  all  and  gets  nothing  from 
the  Society,  reminds  one  of  the  little  dried-up  miniature  of 
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humanity,  the  prematurely  senile  infant,  whose  marasmus 
has  added  old  age  to  infancy  .  .  .  Why  should  he  go  to  the 
Society?  ...  It  is  a  waste  of  time,  he  says,  and  he  feels 
better  at  home,  and  perhaps  that  is  the  best  place  for  a  man 
who  has  reached  the  stage  of  intellectual  stagnation.  .  .  ." — 
Will'nm  Osier. 

S.    M.    &   6. 

GENERAL  PRACTICE 

Editor  Pro  Tent.  Elbert  A.  MacMillan,  M.D 
Winston-Salem,  N.  C. 


Another  Cancer  Cure 

The  American  Journal  of  Digestive  Diseases  and 
Nutrition  has  recently  rushed  out  as  an  extra  an 
announcement  "...  on  the  Treatment  of  Cancer 
by  a  New  Principle  extracted  from  Nuclear  Mate- 
rial and  called  Anomin.'' 

The  report,  which  was  obviously  considered  too 
important  to  wait  for  the  next  month's  issue,  is 
concerned  principally  with  the  exposition  of  a  new 
theory  of  cancer  and  with  the  report  of  one  case 
which  has  been  treated  "with  an  extract  of  nuclear 
material.''  No  word  is  given  as  to  the  nature  of 
this  nuclear  material,  no  mention  of  any  experi- 
mentation other  than  its  use  in  one  case  in  which  a 
diagnosis  of  cancer  of  the  cervix  had  been  made. 
His  report  of  this  case  is  brief  enough  to  quote  in 
its  entirety: 

"A  married  multipara,  aged  53,  received  a  diagnosis  of 
cancer  of  the  cervix  uteri  four  months  ago.  In  spite  of 
radium  treatments,  the  tumor  progressed  rapidly  until  it 
rilled  the  right  half  of  the  pelvis  reaching  the  level  of  the 
umbilicus.  Marked  general  cachexia  was  present  with  mus- 
cle wasting  and  severe  anemia.  The  patient  was  in  con- 
tinuous pain  in  the  lower  right  quadrant. 

"Three  weeks  ago  I  began  giving  her  an  extract  of 
nuclear  material  each  day. 

"Results: 

1.  From  the  very  moment  of  the  first  dose,  pain  ceased 
and  has  remained  absent.  The  tumor  completely  lost  its 
tenderness  after  two  days'  treatment. 

2.  During  the  first  week  a  change  in  the  cachexia  was 
indicated  by  (a)  disappearance  of  anorexia,  (b)  increase 
in  blood,  and  (c)  a  feeling  of  well-being. 

3.  The  "top"  portion  of  the  growth,  i.e.,  the  portion 
last  to  form,  has  receded  for  a  distance  of  one  inch. 

"Further  reports  of  this  case  shall  be  offered  to  the  pro- 
fession via  accredited  channels  within  the  next  few  weeks. 
Later  I  shall  explain  the  details  of  extracting  the  nuclear 
material.  At  this  time  it  seems  desirable  to  formulate  a 
generic  name  for  the  hypothetical  principle  involved.  It  is 
a  group  of  substances  whose  property  is  normally  to  pre- 
vent the  formation  of  tumor.  I  would  like  to  suggest  the 
name  anomin,  'an'  f the  privitive  affix)  ;  'oma'  (tumor)  and 
'in'  (indicating  a  class  of  similar  agencies)." 

While  keeping  an  open  mind  regarding  proposed 
treatments  for  cancer  (certainly  we  haven't  any- 
thing at  present  to  pat  ourselves  on  the  back  about ) 
it  does  seem  to  me  that  a  reputable  scientific  jour- 
nal is  going  a  bit  far  in  open-mindedness  when  it 
will  print  such  a  piece  of  work  as  this.  In  the  first 
place,  we  are  not  told  whether  or  not  a  pathologic 
diagnosis  of  cancer  was  made  in   the  one  treated 


case.  If  a  tissue  diagnosis  was  made  certainly  it 
would  have  been  simple  enough  to  quote  from  the 
report.  If  such  a  diagnosis  was  not  made,  the  case 
is  not  a  suitable  one  on  which  to  evaluate  any 
method  of  treatment.  The  quoted  "results'"  leave 
a  great  deal  to  be  desired.  The  yardsticks  by 
which  the  so-called  improvement  was  judged  are 
identical  with  those  used  by  susceptible  laymen  who 
subscribe  to  "cancer  cures''  by  mail.  We  are  told 
there  was  "an  increase  in  blood."  Could  there 
have  been  a  blood-count  made?  Perhaps  the  haste 
in  rushing  the  copy  away  for  its  breathless  trip  to 
the  printer  precluded  this  little  detail.  There  was 
also  a  "feeling  of  well-being."  At  least  we  have 
something  there.  No  arguing  with  that.  Finally, 
and  conclusively,  we  have  it  that  the  "top"  of  the 
growth  has  receded  for  one  inch.  A  real  scientific 
touch,  this,  in  a  wilderness  of  ambiguities.  A  skep- 
tic might  doubt  that  one  could  detect  a  change  of 
one  inch  in  a  pelvic  mass  that  reached  to  the  um- 
bilicus, and  might  further  doubt  that  having  de- 
tected such  a  change,  one  would  be  able  to  assure 
himself  that  this  was  the  result  of  decrease  in  size 
of  the  mass  and  not  merely  a  shift  in  its  position. 
In  sharp  contrast  to  unseeming  haste  evident  in 
presenting  this  new  treatment,  we  are  reminded  of 
a  story  recently  heard  concerning  Dr.  Tom  Ander- 
son, deceased  Iredell  County  physician.  It  seems 
that  about  40  years  ago  Dr.  Anderson  lost  a  little 
daughter  with  what  was  then  called  cholera  infan- 
tum. A  short  while  later  a  second  child  was  taken 
with  the  same  illness.  One  day  Dr.  Anderson  found 
an  old  colored  woman  who  was  caring  for  the  child 
busily  engaged  in  feeding  the  desperately  ill  little 
girl  scraped  apple.  Upon  remonstrating  with  the 
servant  for  such  unheard-of  treatment,  the  doctor 
was  met  with  the  rejoinder  that  there  was  improve- 
ment since  the  apple  diet  had  been  begun.  This 
was  evident,  so  the  doctor  permitted  the  old  Ne- 
gress to  continue  her  treatment,  which  eventually 
resulted  in  saving  the  patient.  Dr.  Anderson  was 
so  impressed  with  the  results  that  he  began  the  use 
of  scraped  apple  in  treating  the  diarrheas  of  chil- 
dren, and  used  this  now  accepted  method  of  treat- 
ment for  many  years.  It  was  not  until  1933  that 
it  was  finally  put  on  a  scientific  basis.  Certainly 
Dr.  Anderson  kept  his  light  under  a  bushel  for  too 
long.  It  would  have  been  much  better  if  his  dis- 
covery could  have  received  recognition  sooner,  but 
it  offers  an  interesting  contrast  to  the  report  on  this 
new  treatment  for  cancer. 


Febrile  Albuminuria 
An  important  piece  of  work  on  febrile  albumi- 
nuria is  reported  in  the  July  issue  of  the  American 
Journal  of  the  Medical  Sciences.  There  J.  W. 
Welty  gives  the  urinary  findings  in  a  group  of  40 
patients  before,  during  and  after  artificial  fever  in- 
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duced  by  the  Kettering  hypertherm,  and  points  out 
the  difficulty  in  determining  the  cause  of  albumi- 
nuria in  the  fevers  of  systemic  disease.  It  is  not 
known  whether  such  albuminurias  are  due  to  the 
disease  entity,  or  to  the  fever  per  se.  Artificial 
fever  offered  an  opportunity  to  study  the  physiology 
of  the  body  in  the  presence  of  an  uncomplicated 
temperature  elevation. 

Included  in  the  study  were  patients  in  the  Phil- 
adelphia General  Hospital  with  general  paresis, 
atrophic  arthritis,  gonorrheal  arthritis  and  chorea. 
Fever  was  induced  by  means  of  the  Kettering  hy- 
pertherm, and  an  average  t.  of  105  to  106  was 
maintained  for  from  four  to  six  hours.  Specimens 
of  urine  were  obtained  before  the  patient  was  placed 
in  the  fever  cabinet,  at  the  height  of  fever,  and 
two  to  three  hours  after  the  t.  had  returned  to 
normal.  Quantitative  determinations  of  the  albu- 
min present  were  made  in  each  of  the  40  cases 
studied.  In  31  of  the  40  patients  (77.5%)  there 
was  an  increase  in  the  level  of  albumin  in  the 
urine. 

This  increase  amounted  to  more  than  100%  in 
20  of  the  subjects,  more  than  200%  in  16  cases. 

Welty's  opinion  as  to  the  mechanism  at  work  is 
that  there  is  a  relative  anoxemia  of  the  kidneys 
following  the  cutaneous  vasodilatation  of  hyper- 
pyrexia so  induced. 

s.  M   &  s. 

The  Necessity  for  Developing  Home  Care  for 
Tuberculosis  Patients 

(H.  C.  Schenck,  Atlanta,  in  J  I.   Med.  Asso.  Ga.,  Aug.) 

Many  persons  with  early  tuberculosis  would  recover  in  a 
comparatively  short  time  without  going  to  a  sanatorium  if 
they  were  put  to  bed  at  home,  each  placed  under  the  care 
of  a  sympathetic  and  informed  family  physician  and  prop- 
erly instructed  and  guided  by  him. 

It  would  be  wise,  when  a  person  has  been  found  to  have 
tuberculosis,  to  think  first  of  all  of  the  immediate  necessity 
of  providing  strict  bed  care  for  him  as  long  as  may  be  re- 
quired and  of  getting  him  to  the  sanatorium  later.  In 
many  instances  cure  would  result ;  in  others  ,improvement. 
The  greater  the  number  of  patients  that  may  be  cured  at 
home,  the  less  demand  there  would  be  on  the  sanatorium 
and  the  less  demand  on  the  sanatorium,  the  more  would 
the  collapse  measures,  which  usually  can  only  be  obtained 
in  such  institutions,  be  made  available  for  those  who  require 
them,  so  that  they,  too,  could  have  a  better  opportunity  to 
get  well. 

The  agencies  best  adapted  to  meet  the  problems  involved 
in  establishing  adequate  home  care  in  most  of  these  cases 
are  county  or  municipal  public  health  units,  in  co-operation 
with  local  welfare  agencies.  Good  social  workers  financed 
properly  could  establish,  in  most  instances,  satisfactory  ar- 
rangements so  that  adequate  bed  care  might  be  provided. 

The  public  health  nurse  will  show  the  patient  how  to 
carry  out  advice  of  the  physician  and  j-^oress  upon  him 
and  his  family  the  necessity  of  following  such  advice  and 
instruction  implicitly.  The  nurse  can  maintain  a  close  and 
continuous  supervision  for  the  physician  over  the  patient. 

Public  health  and  welfare  agencies  with  local  tuberculosis 
associations  and  committees,  civic  clubs,  fraternal  societies, 
churches  and  public-spirited  individuals,  in  most  instances, 
could  provide  local  means  so  that  not  a  single  person  with 


tuberculosis  need  go  without  the  prime  essentials  for  a  cure. 
Rest  in  bed  24  hours  every  day  as  long  as  may  be  necessary 
and  a  well  balanced  food  supply  are  the  essentials.  Often, 
in  providing  rest  for  indigent  patients,  it  will  be  found  nec- 
essary to  furnish  for  them  portable  cottages. 


-s.  m.  &  s.- 


A  Review  of  440  Cases  of  Pellagra 

(V.  P.  Sydenstricker,  &  E.  S.  Armstrong  in  Internal   Med., 

May.) 

A  series  of  440  patients  with  pellagra,  observed  between 
Jan.  1st,  1919,  and  Dec.  31st,  1934,  age  distribution  between 
5  and  89. 

During  the  7  years  between  1919  and  192S,  92  patients 
were  treated  with  a  high-protein,  high-calorie  diet,  with  the 
addition  of  citrus  fruit  juice,  milk,  codliver  oil  and  diluted 
HC1.  Many  were  fed  by  tube  to  insure  adequate  nourish- 
ment, and  a  large  number  were  given  arsenic  in  various 
forms.  This  group  of  patients  showed  a  33.7%  mortality. 
During  January,  1926,  dried  yeast  was  added  to  the  diet 
in  amounts  varying  between  30  and  90  Gm.  daily,  and  all 
empirical  medication  was  discontinued.  During  the  ensuing 
9  years  34S  patients  were  treated,  88  (25.3%)  of  whom  died. 

Estimations  of  the  sugar  and  nonprotein  nitrogen  of  the 
blood  were  made  420  times,  and  nothing  of  significance 
was  observed. 

It  is  significant  that  45.4%  of  the  deaths  occurred  in  the 
first  week  of  hospitalization,  73.7%  in  the  first  2  weeks. 
These  patients  showed  an  advanced,  dehydrated  and  usually 
febrile  condition  and  were  profoundly  demented,  not  being 
amenable  to  any  form  of  therapy  yet  suggested. 

Alcohol  as  an  apparent  etiologic  factor  was  almost  neg- 
ligible in  this  group. 


M.  &  s. — 


Clinical  Results  of  Insufficient  Treatment  of 

Syphilis 

(Grant  Marthens,  Dayton,  in  Ohio  State   Med.  Jl.,  Aug.) 

In  a  frequent  recurrence  of  a  sore  at  the  original  site  of 
the  chancre,  which  may  ape  the  primary  lesion  and  even  be 
accompanied  by  an  inguinal  adenitis,  beware  of  making  a 
diagnosis  of  a  reinfection.  A  reinfection,  to  be  credited  as 
such,  must  not  occur  at  the  original  site  of  the  chancre. 

Other  forms  of  relapse  are  mucous  erosions  and  condylo- 
mas. Skin  lesions,  frequent,  are  macular,  papular,  pustular 
and  follicular  types. 

A  frequent  lesion  on  the  face  is  an  annular  syphilide. 
Often,  these  lesions  are  scattered,  though  at  times,  only  one 
lesion  will  be  present,  indolent,  and  of  a  dull  color,  with 
induration.  It  mus  tbe  differentiated  from  ringworm,  and 
impetigo  contagiosa.  In  a  few  cases,  the  only  external 
evidence  of  syphilis  is  an  annular  syphilide  on  the  sole  of 
the  foot. 

One  must  be  constantly  on  his  guard,  as  the  most  inno- 
cent skin  lesion  may  have  a  syphilitic  beginning. 

In  the  past  year,  I  have  seen  6  cases  of  delayed  seconda- 
ries. In  each  case  there  had  been  local  treatment  of  the 
primary  sore  either  by  a  caustic  or  calomel  powder.  Sec- 
ondaries appeared  4  to  6  months  after  the  chancre. 

A  Negro  6  months  after  the  initial  lesion  had  3  large 
nodular  masses  extending  outward  from  the  chin.  The 
base  was  indurated,  and  the  center  of  each  mass  ulcerated. 
The  response  to  treatment  was  astounding. 

The  earliest   sign   of  uncomplicated   syphilitic   aortitis   is 
aortic  bell-like  sound  accentuation.  These  patients  complain 
of   shortness   of   breath,   cough    or   pain   in   the   substernal     ' 
region  and  will  place  a  finger  on  this  spot. 

In  gastric  and  visceral  crises  the  pain  is  agonizing  and 
soon   reduces  the  patient  to   convulsive  sobbing  and  help-  ■ 
lessness. 

In   one  hospital   the  proportion   of   tabetics  subjected  to 


September,   1937 


SOUTHERN  MEDICINE  AND  SURGERY 


useless  operation  amounted  to  10%. 

Diagnose  early  by  the  use  of  the  dark-field  method  in  the 
examination  of  the  chancre;  or,  if  this  had  been  treated, 
aspiration  of  the  sentinel  gland  and  examination  of  its 
contents. 

Three  types  of  cardiovascular  syphilis  occur:  simple  aor- 
titis, aortic  insufficiency  and  aneurysm. 

The  numerous  symptoms  of  neurosyphilis,  particularly 
those  of  tabes  dorsalis  with  sensory  root  pathology,  provide 
an  excellent  field  for  diagnostic  error,  both  for  the  internist 
and  for  the  surgeon. 

A  plea  is  made  for  earlier  diagnosis  and  for  continuous 
treatment  in  the  early  chancre  stage,  to  avoid  the  types  of 
cases  that  have  been  outlined. 


PUBLIC  HEALTH 

N.  Thomas  Ennett,  M.D.,  Health  Officer,  Greenville,  N.  C, 
Editor 


The  Family  Physician  and  Pellagra 

Whether  the  average  physician  realizes  it  or 
not,  pellagra  is  still  a  serious  public  health  prob- 
lem in  North  Carolina  and  other  Southern  States. 

The  U.  S.  Census  Bureau  reports  July,  1937, 
that  in  1935  (the  latest  figures  available  in  N.  C.) 
there  were  383  deaths  reported  from  this  disease; 
in  cities  119  and  in  rural  sections  264  deaths.  It 
is  estimated  that  during  this  year,  1935,  there  were 
3,000  deaths  in  the  South  from  pellagra.  It  is 
also  estimated  that  for  every  death  from  pellagra, 
there  are  35  other  persons  pellagrous  and  that  on 
this  basis,  there  are  around  100,000  pellagrins  in 
the  South. 

If  these  estimates  are  even  approximately  correct, 
the  situation  is  a  serious  indictment  against  us 
public  health  officials,  not  to  say  the  intelligent  lay 
citizens  in  general. 

Dr.  William  DeKline,  Medical  Advisor,  Amer- 
ican Red  Cross  says:  "I  know  of  no  disease  which 
can  be  more  easily  prevented  than  pellagra.  It 
requires  no  medicine,  no  serum,  no  medical  treat- 
ment— only  the  right  kind  of  food  in  sufficient 
amount  ....  If  everyone  would  use  a  reasonable 
amount  of  milk,  lean  meat,  liver,  salmon  and  a 
variety  of  greens  and  vegetables  in  his  diet  reg- 
ularly, pellagra  would  disappear  entirely." 

In  view  of  this  statement,  which  we  believe  to  be 
fairly  representative  of  the  opinion  of  physicians  in 
general  who  have  had  experience  in  treating  pel- 
lagra (though  some  physicians  believe  it  due  to 
infection  plus  dietary  deficiency),  to  whom  shall 
we  look  for  the  control  of  this  disease? 

It  is  our  opinion  that  this  control  can  be  brought 
about  only  through  the  efforts  of  the  family  phy- 
sician, the  health  officer  and  the  farm  agent  and 
that  the  quickest  results  can  be  gotten  where  it  is 
possible  to  bring  the  three  into  a  united  effort. 

These  three  agents  can  explain  to  the  farmer 
why  he  should  have  a  garden  and  cow  and  the 
physician   and   health    officer   explain    to   the   city 


dweller  why  he  should  eat  generously,  of  a  variety 
of  vegetables  and  dairy  products. 

Of  these  three  agents,  the  advice  of  the  family 
physician  unquestionably  would  have  the  greatest 
influence  with  the  individual  person. 

This  brings  us  to  remark  that  here  is  an  in- 
stance, and  there  are  many  others,  where  the  fam- 
ily physician's  cooperation  is  absolutely  essential  to 
the  success  of  any  preventive  medicine  program. 

Therefore,  we  call  upon  all  private  physicians  to 
urge  all  their  patients  to  provide  themselves,  liber- 
ally, with  garden  and  dairy  products  and  we  call 
upon  all  county  health  officers,  day  in  and  day 
out,  to  preach  more  gardens  and  more  cows  and 
we  also  call  upon  all  health  officers  to  urge  the 
farm  agent,  day  in  and  day  out,  to  preach  more 
gardens  and  more  cows;  two  of  the  most  vital 
forces  in  the  health  of  the  nation. 

All  who  are  interested  in  public  health  and,  espe- 
cially those  interested  in  the  pellagra  problem,  may 
well  "thank  God  for  a  garden"  and  the  cow. 


-8.   U.   *   B.- 


Public  Health  Abuses  in  Wisconsin 
(From  Editorial.   Wisconsin    Medical   Journal,  Aug.) 

The  present  accepted  immunization  procedures — against 
smallpox,  diphtheria,  whooping  cough,  typhoid  fever — were 
all  developed  by  practicing  physicians.  The  most  effective 
diagnostic  procedure  for  the  detection  of  early  tuberculosis 
was  developed  by  a  practicing  physician.  Aggressive  en- 
thusiasts of  the  health  and  welfare  organizations  have  rap- 
idly enlarged  their  activities  until  they  now  invade  the 
home  to  usurp  the  functions  of  the  private  family  physician. 
In  some  communities  the  health  officer  now  brazenly  sends 
his  nurse  or  some  other  unqualified  representative  to  pass 
upon  the  diagnosis  of  the  private  physician  who  has  been 
watching  the  disease  from  its  onset. 

So-called  "specialists"  are  sent  around  to  communities  to 
hold  clinics  and  consultations  on  private  patients  of  the 
family  doctor.  Eventually  the  family  doctor  must  review 
the  entire  program  for  each  patient  and  probably  check  up 
on  the  procedures  followed  by  nurses  or  inexperienced  "spe- 
cialists." Who  is  qualified  to  determine  whether  tonsils  are 
to  be  removed — the  young  medico  who  looks  into  the  throat 
or  the  doctor  who  has  delivered  the  infant  and  has  treated 
him  for  any  disease  he  may  have  had?  If,  and  when,  there 
is  any  follow-up  to  the  repeated  "examinations,"  any  actual 
attempt  to  correct  the  deformities  or  disease  conditions 
found,  it  is  the  family  doctor  who  must  carry  out  the  nec- 
essary therapy.  If  the  family  physician  would  retain  his 
position  of  advantage  as  family  adviser,  he  may  eliminate 
the  bureaucratic  waste  of  the  usually  perfunctory  special 
clinics,  immunizations,  tests,  round-ups,  etc.,  by  leaving  no 
patients  available. 

s.  M.  &  8. 

PEDIATRICS 

G.  W.  Kutschek,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C. 


This  and  That 
Children  are  always  cutting  teeth  from  the  time 
of  their  intrauterine  development  until  adolescence 
or  even  well  beyond  when  wisdom  teeth  are  cut, 
whether  or  not  wisdom  has  been  acquired.  There 
is  x-ray  evidence  to  show  that  the  buds  of  per- 
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manent  teeth  are  visible  shortly  after  birth.  So  why 
should  cutting  teeth  be  blamed  for  every  childhood 
disturbance  imaginable?  Some  doctors  attribute 
most  summer  illnesses  to  cutting  teeth  and  most 
winter  illnesses  to  grippe  whenever  they  are  called 
upon  to  treat  a  baby.  In  this  connection,  I  have 
noticed  that  certain  children  always  have  a  thin 
watery  nasal  discharge  when  they  are  cutting  teeth. 
Other  children  have  one  or  two  additional  bowel 
movements  at  this  time.  Cutting  teeth  does  not 
cause  a  head  cold  or  produce  diarrhea.  Recently  I 
was  asked  if  the  notches,  in  the  erupting  permanent 
incisors  were  for  the  purpose  of  assisting  the  in- 
coming teeth  to  cut  through  more  easily!  A  good 
reason,  I  agreed. 

It  is  perfectly  normal  for  a  healthy  child  to 
break  out  in  a  profuse  sweat  about  an  hour  after 
retiring.  I  don't  know  why  it  happens.  Too  much 
bed  covering  may  account  for  it  in  some  instances, 
but  it  happens  also  without  covering. 

To  raise  the  60-  to  80-per  cent,  hemoglobin  of 
the  ordinary  case  of  secondary  anemia  requires 
three  months  of  the  best  iron  medication.  A  pre- 
scription for  4  ounces  of  iron  solution  will  not 
suffice.  Ferrous  sulphate,  incidentally,  gives  me  the 
best  and  most  rapid  results.  Provided  the  child  eats 
an  ordinarily  balanced  diet,  I  don't  believe  foods 
high  in  iron  content  help  much  in  overcoming 
anemia.  In  infants,  a  precooked  cereal  with  added 
iron  does  help  considerably  to  overcome  the  milder 
so-called  nutritional  anemias.  The  pharmaceutical 
detail  man  informs  us  that  moderately  severe 
anemias  can  be  overcome  in  two  to  three  weeks 
time  by  using  his  particular  form  of  iron.  Detail 
men's  own  children  don't  seem  to  respond  to  their 
daddy's  special  iron  mixtures  any  more  promptly 
than  do  other  people's  children. 

If  the  father  or  mother  will  agree  to  refuse  the 
quieting  effects  of  a  cigarette  every  time  they  are 
tired,  nervous,  hungry  or  embarrassed,  only  then 
do  I  feel  they  should  be  permitted  to  tie  up  their 
child's  hands  so  it  can't  suck  its  fingers  or  thumb 
under  similar  circumstances.  Constant  finger-  or 
thumb-sucking  is  something  else.  Most  children 
spontaneously  cease  thumb -sucking  after  the  end 
of  the  second  year.  The  few  who  persist  should  not 
damn  the  others  who  enjoy  it  momentarily,  even 
from  birth.  All  this  I  believe,  child  psychologists 
notwithstanding.  Ah,  yes,  doctor,  but  what  do  you 
do  about  nail-biting?  I  dread  it. 

Most  children  suffer  more  from  being  over  than 
under  clothed.  Recall  your  own  child  whom  you 
found  regularly  upon  rising  on  a  winter's  morning 
lying  in  a  puddle  of  urine  with  the  bed  clothes 
kicked  off  and  sleeping  peacefully  .  .  .  and  he  didn't 
catch  a  cold.  Applying  two  diapers  and  a  pair  of 
rubber  pants  over  them  at  night  is  nothing  shdrt 
of  criminal.  The  urine  liberates  ammonia  only  upon 


standing  and  the  child's  skin  over  the  diaper  area 
attests  to  its  presence  in  concentration. 

The  condition  of  an  adult's  feet,  good  or  bad,  is 
often  the  result  of  the  care  of  those  feet  during 
infancy  and  early  childhood.  A  baby  doesn't  need 
shoes  until  it  can  walk.  The  natural  exercise  that  it 
gets  without  shoes  is  not  enjoyed  again  until  it  is 
old  enough  to  go  barefoot  in  the  summer.  Shoes 
applied  too  early  deny  the  feet  this  natural  exer- 
cise. Just  because  the  baby's  feet  feel  cold  is  not 
sufficient  reason  to  believe  that  the  child  suffers 
from  the  cold.  Too  short  stockings  may  cripple  the 
feet  as  well  as  too  short  shoes.  Frequently  I  have 
the  child  stand  on  its  feet  and  I  feel  if  the  shoes 
are  long  enough.  But  that  is  not  enough.  Have  the 
shoes  removed  and  with  the  child  standing  see  if 
the  stockings  are  long  enough. 

As  winter  approaches,  I  again  wonder  whether  or 
not  I  will  prescribe  nose  drops.  If  it  were  not  for 
the  shrinking  and  opening  effect  on  the  nasal  mu- 
cous membrane,  I  don't  believe  I  would  use  them. 
Certainly  they  don't  shorten  the  duration  of  a  cold. 
I  doubt  that  they  protect  the  nasal  end  of  the 
eustachian  tube  from  becoming  infected.  Every* 
antiseptic  that  has  been  used  either  stops  or  re- 
duces the  ciliary  action,  so  essential  to  remove 
bacteria  from  the  nose.  Stop  or  slow  up  the  cilia 
and  you  probably  do  more  harm  than  good.  A 
head  cold  is  a  systemic  infection  and  should  be 
treated  as  such.  I  wish  I  knew  how! 


Bronchial  Asthma  as  a  Pediatric  Problem 
(W.  C.  Spain,  New  York,  in  Med.  Rec,  Aug.  4th) 

It  is  surprising  to  learn  that  of  20S  asthmatic  patients 
with  positive  skin  reactions,  there  were  more  cases  with 
onset  of  symptoms  in  the  first  10  years  of  life  than  in  any 
other  decade,  over  one-third  of  all  the  cases  being  in  this 
age  group. 

Success  in  the  treatment  of  asthma  depends  in  a  large 
measure  upon  the  ability  to  alter  the  child's  environment 
along  lines  indicated  by  the  diagnosis.  It  is  often  more 
difficult  to  influence  the  asthmatic  condition,  a  hereditary 
trait,  than  it  is  to  alter  the  environment — physical,  or  die- 
tary. While  in  the  simple  cases,  improvement  may  be  sud- 
den and  dramatic,  in  the  more  complicated,  many  months 
may  be  necessary  to  produce  a  satisfactory  degree  of  im- 
provement. In  those  skin  sensitive  cases  where  the  neces- 
sary changes  are  discarding  pillows,  pets,  or  removing  from 
the  diet  the  foods  at  fault,  the  results  are  satisfactory,  but 
little  treatment  being  necessary.  Where  some  less  easily 
controlled  factor  is  the  excitant,  as  a  dust  or  pollen,  the 
results  are  still  satisfactory,  but  more  time  and  consideration 
must  be  devoted  to  treatment  schedules;  but  where  the  ex- 
citing factor  is  resistant  to  removal  and  difficult  to  influence 
by  treatment,  as  in  a  chronic  infection  of  the  nasopharynx 
or  sinus,  the  outcome  depends  upon  the  degree  of  success 
possible  in  treating  the  infection. 

Bronchial  asthma  in  childhood  should  be  anticipated,  as 
far  as  possible,  particularly  in  members  of  an  allergic  family. 
Where  a  hypersensitive  condition  is  present  in  the  parents, 
they  should  be  made  to  realize  that,  three  out  of  four,  or 
two  out  of  four,  of  their  children  may  be  expected  to  de- 
velop an  allergic  condition  depending  on  whether  both  o; 
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one  parent  is  involved.  To  forestall  asthma,  pets  should  be 
prohibited,  food  idiosyncrasies  should  be  respected,  and 
chronic  infections,  particularly  in  the  adenoid,  tonsil,  or 
sinus  tissues,  should  be  properly  treated. 


-s.  M.  *  s.- 
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SULPHANILAMIDE    (PRONTYLIN)    IN    THE   TREAT- 
MENT of  Genitourinary  Infections 
This  article  is  based  on  a  study  of  eighty  cases  of 
genito-urinary  infections  treated  with  this  drug,  and  a 
brief  resume  of  the  literature. 

Sulphanilamide  is  still  being  weighed  in  the 
balance  by  both  the  medical  profession  and  the 
lay  public.  It  is  being  given  in  numerous  infec- 
tions, and  most  of  the  reports  regarding  its  use 
have  been  very  encouraging,  but  no  doubt  it  has 
been  greatly  abused.  The  deleterious  effects,  al- 
though not  uncommon,  and  sometimes  severe,  have 
been  to  a  great  extent  overshadowed  by  the  almost 
miraculous  benefit  that  has  been  derived  from  its 
use. 

Much  work  has  been  done  to  determine  the  mode 
of  action  of  these  compounds.  Domagk,  in  the 
very  beginning  of  its  use,  pointed  out  that  the  re- 
sulting phagocytosis  played  an  important  role  in 
clearing  up  infections  with  Streptococcus  haemoly- 
ticus  in  animals.  Prontosil  had  no  effect  upon  the 
streptococci  in  vitro.  However,  Colebrook  and 
Kenny  observed  that  the  serum  from  patients  ill 
from  streptococcus  infections  possesses  a  bacterio- 
static effect  in  vitro  after  the  patient  has  been  treat- 
ed with  prontosil.  Russell  Herrold,  in  his  com- 
munication to  the  Urologists'  Correspondence  Club, 
says  that  in  his  opinion  the  beneficial  effect  is 
predominantly  that  of  a  chemotherapeutic  agent. 
He  states  that  a  small  percentage,  however,  is  due 
to  an  excretory  irrigation,  its  action  being  due  partly 
to  the  contact  of  the  bacteria  with  the  excreted 
drug.  This  has  been  confirmed  by  the  fact  that 
the  drug  has  been  found  in  the  bladder  urine,  in 
the  prostatic  secretion,  and  in  vaginal  and  cervical 
exudates.  According  to  Long  and  Bliss,  this  drug 
ha.;  a  definite  bacteriostatic  action,  and  probably  a 
bactericidal  action. 

One  can  deduce  from  these  reports  that  it  is  not 
definitely  known  just  how  much  of  its  effect  is  due 
to  the  chemotherapeutic  action,  and  how  much  is 
bactericidal.  Apparently,  to  some  extent,  it  is  due 
to  both. 

Dees  and  Colston  first  brought  prontylin  treat- 
ment of  gonorrhea  to  the  attention  of  the  public 
when  quotations  of  their  article  in  the  Journal  oj 
the  A.  M.  A.  appeared  in  the  issue  of  Time  for  De- 
cember 28th,  1936.  Their  conclusion  was  that  the 
orug  would  prove  of  great  value  in  the  treatment 


of  gonococcic  infections.  Recently,  another  article 
appeared  in  this  magazine  under  the  caption, 
"Again,  Sulphanilamide''  (Time,  August  30th, 
1937).  It  was  stated  to  be  of  benefit  in  fully  half 
a  dozen  different  types  of  infection. 

Weisser  reported  six  cases  of  urinary  infections 
with  marked  benefit  following  the  use  of  this  drug. 
Others  have  given  quite  similar  reports.  Cook  and 
Buchtel,  of  the  Mayo  Clinic,  who  have  used  sul- 
phanilamide (prontylin)  in  the  treatment  of  200 
cases  of  urinary-tract  infections,  report  that  coccal 
infections  respond  less  favorably  than  do  bacillary 
infections.  This  is  undoubedly  true,  and  it  is  espe- 
cially true  of  infections  with  Streptococcus  jaccalis. 
Braasch,  in  his  discussion  of  this  drug  at  a  staff 
meeting,  stated  that  the  cures  in  gonococcic  infec- 
tions in  many  instances  are  amazing. 

Our  experience  with  this  drug  in  eighty  cases  of 
genitourinary  infections,  including  thirty-five  gon- 
orrheal and  the  remainder  other  types  of  urinary 
infections,  has  left  little  doubt  in  our  minds  but 
that  sulphanilamide  is  a  drug  of  great  value.  It 
has  been  responsible  for  curing  some  infections  on 
which  we  have  exhausted  all  other  means  without 
avail.  The  most  spectacular  cases  that  were  cured 
were  as  follows: 

Case  1. — A  36-year-old  man  was  seen  in  1933  with  a 
stag-horn  calculus  and  complete  loss  of  function  of  the 
right  kidney.  The  left  kidney  showed  normal  function  and 
normal  pyelogram.  The  right  kidney  was  removed.  Two 
years  later  the  patient  had  an  attack  of  left  kidney  colic, 
and  was  found  to  have  a  stone  3x3  cm.  in  the  pelvis  of 
this  kidney,  which  was  removed  by  operation.  Following 
this  he  made  an  uneventful  recovery,  but  continued  to 
have  pyuria.  The  organisms  present  at  this  time  were 
coccal  and  rod-shaped,  which  we  assumed  to  be  staplylococci 
and  colon  bacilli.  The  pH  of  the  urine  was  never  below 
5.5.  For  a  year  he  was  treated  by  ureteral  dilatation, 
lavage  of  the  pelvis  with  phosphoric  acid,  ketogenic  diet 
and  mandelic  acid,  but  we  were  never  able  to  reduce  the 
pH  of  the  urine  below  5.5  for  any  length  of  time  and  the 
urine  continued  infected.  Six  doses  of  neoarsphenamlne 
were  given  in  the  hope  of  clearing  up  the  coccal  infection 
present,  but  there  was  no  improvement.  Under  sulphanila- 
mide therapy  his  urine  became  sparkling  clear  and  has  re- 
mained so,  although  the  urinary  pH  continues  high.  This 
illustrates  a  point  that  has  been  made  by  Cook,  of  the 
Mayo  Clinic,  that  the  drug  is  apparently  effective  in  both 
acid  and  alkaline  urine.  This  is  something  that  we  have 
never  heretofore  been  able  to  accomplish  in  an  alkaline 
urine. 

Case  2. — This  man,  aged  40,  had  recurrent  attacks  of  a 
gonorrheal  infection  over  a  period  of  eleven  months,  over 
which  period  we  were  giving  usual  form  of  treatment,  but 
without  success.  We  were  strongly  suspicious  that  he  had 
become  reinfected  from  time  to  time,  but  he  assured  us 
that  he  had  not.  On  sulphanilamide  the  infection  imme- 
diately cleared  up,  and  there  has  been  no  recurrence  in  the 
three  months  since  it  was  given.  This  spectacular  result 
opened  our  eyes  regarding  this  drug.  This  man  had  so 
many  complaints  that  we  had  come  to  our  rope's  end  in 
attempting  to  find  something  to  give  him  relief. 

W  ■  have  used  sulphanilamide  in  practically  all 
of  our  prostatic  hypertrophy  cases,  both  before  and 
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following  operation  or  resection. 

One  case  in  point  is  that  of  a  man,  aged  74,  with  a 
urine  which  contained  a  moderate  number  of  pus  cells  and 
bacilli  resembling  B.  coli,  had  two  ounces  of  residual  urine 
and  prostate  moderately  enlarged.  He  was  given  sulphanila- 
mide  both  before  and  following  resection,  and  there  was  less 
tenesmus  and  the  infection  cleared  up  in  a  much  shorter 
time  than  is  usual  in  such  cases.  The  same  thing  has  hap- 
pened to  us  with  other  cases,  as  well. 

Six  cases  of  gonorrheal  urethritis  in  the  female  were  cured 
in  only  a  short  period  of  time,  only  one  having  a  recur- 
rence. This  case  was  unquestionably  due  to  her  own  neg- 
ligence, and  her  infection  cleared  up  on  further  treatment, 
without  recurrence. 

When  we  first  began  using  this  drug  we  were 
rather  reluctant  to  use  large  doses,  being  fearful  of 
possible  toxic  effects.  The  results  taught  us  that 
large  doses  must  be  used  to  obtain  beneficial  results, 
and  that  one  who  administers  this  drug  in  thera- 
peutic doses  must  be  prepared  to  meet  the  side- 
effects  that  may  occur.  It  is  essential  that  all  pa- 
tients who  take  large  doses  of  sulphanilamide  dis- 
continue their  work.  It  isn't  necessary  that  they 
go  to  bed  unless  their  infection  justifies  it.  We 
wish  to  stress  this  point.  In  treating  acute  gon- 
orrheal cases  we  usually  put  them  on  15  grs.  sul- 
phanilamide three  times  a  day,  after  meals — that 
is,  a  patient  weighing  around  ISO  lbs.  takes  45 
grs.  of  the  drug  each  day.  He  also  receives  5  c.c. 
of  prontosil  intramuscularly,  and  1-1000  acriflavine 
solution  intraurethrally,  the  latter  so,  in  the  event 
a  patient  can  not  tolerate  the  sulphanilamide,  we 
at  least  have  the  advantage  of  a  good  urethral  anti- 
septic solution. 

It  is  best  that  the  blood  picture  be  carefully 
studied  in  every  patient  that  is  to  be  given  this 
drug.  Every  office  should  be  so  equipped  that 
blood  counts  may  be  made  without  consideration 
as  to  cost.  Attention  must  be  paid  to  red-cell  de- 
struction and  regeneration,  the  appearance  of  nu- 
cleated red  cells,  bile  and  urobilin  in  the  urine, 
feces,  or  blood.  As  a  general  rule,  we  give  our 
patients  45  grs.  of  sulphanilamide  by  mouth  daily 
for  six  days,  and  5  c.c.  intramuscularly  daily.  At 
the  end  of  the  third  day  there  is  usually  a  very 
definite  response;  usually  the  discharge  has  ceased 
and  the  urine  has  become  clear.  Often,  however, 
patients  complain  of  dizziness.  A  blood  count  is 
made  between  the  third  and  fifth  day.  If  there  is 
a  reduction  of  more  than  20  per  cent,  in  the  red 
blood  cells  and  hemoglobin  the  patient  is  given 
liver  and  iron:  We  prefer  jeculin  or  livron  in 
suitable  doses.  As  a  rule,  the  dose  by  mouth  is 
reduced  on  the  sixth  day  to  two  tablets,  three  times 
a  day,  and  5  c.c.  in  the  muscle  daily.  If  it  is  noted 
that  the  tonic  does  not  hold  the  red  blood  cells 
and  hemoglobin  to  their  former  level,  it  is  necessary 
that  the  sulphanilamide  be  discontinued.  Should, 
however,  these  remain  unchanged,  or  increase,  it  is 
not  necessary  to  discontinue  the  drug.    It  has  been 


our  usual  experience  that  after  15  days  the  uncom- 
plicated case  is  cured;  then  an  irrigation  of  1-5000 
acriflavine  solution  is  given  daily  for  six  days.  At 
the  end  of  21  days  the  usual  test  is  made  for  a  cure. 

Should  the  patient  develop  some  severe  toxic 
reaction  from  the  drug,  it  is  necessary  to  discon- 
tinue it.  However,  its  use  intramuscularly  does 
not  give  a  toxic  reaction  and  it  may  be  so  given 
twice  a  day  and  the  administration  by  mouth  dis- 
continued. The  only  reaction  we  have  ever  seen 
from  the  use  of  this  drug  is  some  elevation  of  tem- 
perature. The  patient  then  continues  on  acriflavine 
injections  daily  and  prontosil  injections  twice  daily. 

Sulphanilamide  has  been  given  to  many  patients 
in  similar  amounts  without  any  effect  on  the  blood 
picture.  According  to  Harvey  and  Janeway,  it  is 
not  a  question  of  toxicity  from  over-dose;  it  is 
possible  that  those  individuals  produce  from  the 
drug  a  toxic  product  much  more  rapidly  than  the 
average  patient. 

In  infections  of  the  bladder  and  upper  urinary 
tract,  as  suggested  by  Herrold,  we  sometime  start 
on  smaller  doses  of  the  drug  to  determine  the  gas- 
trointestinal and  systemic  tolerance.  The  dosage 
is  then  gradually  increased.  In  this  type  of  case 
one  need  not  expect  to  get  good  results  unless  the 
primary  etiological  factor  is  removed,  such  as  stone, 
or  obstruction. 

Toxic  effects  of  the  drug  result  in  a  fair  percent- 
age of  cases,  from  a  slight  headache,  upset  stomach 
or  nervousness  to  an  acute  hemolytic  anemia.  In 
three  of  the  latter  cases  reported  by  Harvey  and 
Janeway  recovery  followed  blood  transfusions. 
Colebrook  and  Kenny  have  reported  cyanosis  occa- 
sionally with  sulphemoglobinuria.  The  symptom 
will  disappear  after  the  drug  is  discontinued  or  the 
dosage  reduced.  Sulphemoglobin  not  infrequently 
occurs  after  the  administration  of  saline  cathartics 
that  contain  si  lphates,  and  one  must  bear  this  in 
mind.  The  alteration  in  acid-base  balance  which 
sometimes  occurs  can  be  prevented  by  the  simul- 
taneous administration  of  sodium  bicarbonate. 

It  has  been  found  that  these  patients  suffering 
from  acute  toxic  manifestations  of  the  drug  can  bs 
relieved  and  the  chemical  rapidly  excreted  by  giving 
large  amounts  of  fluids. 

If  one  will  bear  these  reactions  in  mind  and  be 
prepared  to  take  care  of  any  of  the  sequelae  that 
might  arise,  he  need  not  be  hesitant  in  using  this 
drug.  In  none  of  our  eighty  cases  in  which  we 
used  sulphanilamide  was  the  blood  picture  alarming. 
It  might  have  been,  were  we  not  alert  to  the  fact 
that  the  drug  might  possibly  be  toxic  to  the  patient. 

In  conclusion,  from  the  reports  that  we  have  re- 
ceived from  others,  and  from  our  own  experience, 
we  believe  that  sulphanilamide  has  a  permanent 
place  in  the  management  of  genitourinary  infec- 
tions.    It  is  superior  to  any  other  drug  that  we 
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have  ever  used  by  mouth  in  the  treatment  of  these 
infections.  If  the  chemists  who  have  given  us  such 
a  highly  effective  drug  could  find  something  that 
would  take  out  the  toxic  reactions  that  we  some- 
times get,  and  enable  us  to  still  give  it  in  a  suffi- 
cient amount  to  act,  most  of  the  common  infections 
that  we  have  occasion  to  treat  in  the  genitourinary 
tract  would  soon  become  legendary. 

We  acknowledge  our  appreciation  to  Winthrop  Company 
and  E.  R.  Squibb  and  Sons  for  their  generous  supply  of  the 
drug  used  in  the  cases  which  supplied  the  data  for  this 
report. 
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SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


Enteroptosis 
Congenital  visceroptosis  is  a  developmental 
defect  which  varies  greatly  in  kind  and  in  degree. 
Retroversion  of  the  uterus  in  women  who  have 
never  been  pregnant  is  a  form  of  ptosis  often  with- 
out symptoms  and  often  needing  no  treatment. 
Wandering  spleen  when  found  in  the  pelvis  may 
be  confused  with  ovarian  or  uterine  tumor.  Float- 
ing kidney  is  common  and  20  years  ago  operations 
for  kidney  fixation  were  much  in  vogue;  now  they 
are  rarely  done.  The  importance  of  distinguishing 
between  a  low-lying  liver  and  an  enlarged  liver  is 
obvious. 

Congenital  ptosis  of  the  stomach  and  colon  is  of 
peculiar  interest  not  only  because  of  the  resulting 
chronic  indigestion  but  also  because  of  the  accom- 
panying  nervous  phenomena   which   may   be   true 
|  neuroses.     Indigestion  and  neurosis  make  the  en- 
teroptotic  patient  a  chronic  complainer.     Not  sick 
i  enough  to  go  to  bed  but  not  well  enough  to  work 
normally,   he  spends  his  time  and   money  vainly 
;  seeking  relief.    Not  many  physicians  have  the  pa- 
|  tience  to  study  out  such  a  patient  in  detail  for  a 
!  possible  anatomic  basis  for  his  complaints  and  the 
I  sufferer  in  desperation  soon  finds  his  way  to  the 
1 


quack  who  is  sympathetic  and  who  gives  encour- 
agement by  promising  a  cure.  In  these  patients 
the  medical  profession  with  but  few  exceptions  is 
lacking  both  in  diagnostic  acumen  and  in  effective 
therapy;  even  their  psychology  is  bad. 

In  the  treatment  of  enteroptosis  prevention 
should  be  given  first  consideration.  We  should 
profit  by  the  fact  that  environment  has  a  definite 
effect  on  bodily  build.  Children  who  romp  in  the 
open  air,  who  exercise  so  that  they  have  muscular 
stamina  and  tone  do  not  become  ptotic.  Even  in 
adults  exercise  may  do  much  to  overcome  the  effects 
of  poor  development,  as  was  shown  in  the  training 
camps  where  setting-up  exercises  hardened  white- 
collared  bookkeepers  and  clerks  into  rugged  mus- 
cular soldiers  in  a  few  months.  Capon  (J.  A.  M. 
A.,  Aug.  21st)  in  a  group  of  physically  subnormal 
recruits  in  the  British  army  found  that  after  six 
weeks  of  military  training  the  average  gain  in 
weight  was  6^4  pounds  with  an  average  gain  of  one 
inch  in  chest  measurement.  Suitable  training 
would  doubtless  result  in  a  like  improvement  in  , 
women. 

Thin  adults  with  visceroptosis  should  if  possible 
spend  six  weeks  in  bed  in  some  suitable  institution 
to  gain  weight  by  forced  feeding.  Under  such  a 
regimen,  with  complete  freedom  from  outside  cares, 
the  patient  may  be  made  to  gain  from  15  to  20 
pounds.  Strangely,  from  impaired  digestion  the 
increase  in  weight  is  maintained  even  after  the 
patient  has  returned  to  work.  Pitts1  has  made  the 
observation,  by  x-ray  study,  that  an  atonic  fallen 
stomach  does  not  empty  well  with  the  patient  lying 
on  the  back  because  then  both  ends  sag  over  the 
prominence  made  by  the  bodies  of  the  vertebrae. 
He  says  that  such  patients  should  lie  upon  the 
abdomen  after  meals. 

For  those  who  are  unwilling  or  are  financially 
unable  in  this  way  to  produce  fat  for  padding  and 
supporting  their  viscera  some  suitable  form  of  belt 
or  binder  should  be  used  for  mechanical  support, 
the  design  and  the  detail  of  which  should  be  deter- 
mined by  one  especially  trained.  Suitable  pads 
should  be  placed  where  pressure  is  most  needed. 
It  should  be  applied  in  the  morning  while  the  pa- 
tient is  still  in  bed  and  should  be  worn  until  he 
retires  at  night.  When  properly  applied  such  sup- 
port often  gives  relief  so  that  the  patient  gains 
weight  even  when  actively  at  work.  Osier  has 
said,  "I  know  of  no  single  simple  measure  which 
affords  relief  to  distressing  symptoms  in  so  many 
cases  as  the  abdominal  binder." 

Only  when  conservative  treatment  has  failed  and 
the  patient  is  doomed  to  semi-invalidism  should 
operative  relief  be  considered.  Coffey,  in  America, 
and  Waugh,  in  England,  have  been  conspicuous 
advocates  of  operation.  They  both  report  relief 
of    symptoms    after    shortening    the    gastrohepatic 
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omentum  by  suture  to  support  the  stomach  and 
after  suturing  the  colon  to  the  abdominal  wall  for 
support.  Surgeons  generally  have  been  skeptical 
of  the  benefits  claimed  for  these  operations.  Their 
endeavor  has  been  to  prevent  adhesions  to  the 
stomach  and  to  the  intestine  and  they  fear  that 
induced  adhesions  may  make  the  patient  worse. 
However,  Lord  Moynihan  says,  "I  am  as  convinced 
of  the  necessity  for  occasional  operative  treatment 
in  this  condition  as  I  am  conscious  of  the  difficulties 
sometimes  attendant  upon  it,  and  of  the  possibility 
of  the  matter  being  carried  sometimes  to  extremes." 

1.     T.  A.  Pitts,  Columbia,  S.  C. 


THERAPEUTICS 

J.  F.  Nash,  M.D.,  Editor,  Saint  Pauls,  N.  C. 


Venereal  Disease  in  1825 

Now  that  the  whole  nation  has  become  conscious 
of  what  are  foolishly  called  "social  diseases,"  a 
more  interesting  article  may  be  abstracted  from  Dr. 
Henry  Wilkins'  Philosophy  of  Disease,  outlining  the 
treatment  of  venereal  disease  in  1825. 

"As  many  country  gentlemen,  with  a  large  num- 
ber of  slaves,  have  frequently  need  of  information 
on  this  disease;  and  those  country  practitioners 
who  have  not  resided  in  cities,  where  the  disease 
abounds,  are  often  at  a  loss;  the  author  concluded 
to  add  this  disease  as  the  last  one  in  his  book,  so 
that  those  who  have  no  need  may  cut  it  out  of  the 
book  the  more  readily.  The  different  forms  of  this 
disease  most  usual,  will  be  treated  of  separately. 

Gonorrhoea  is  a  discharge  from  the  urethra,  of 
white  or  yellow  or  greenish  matter,  or  mucus,  suc- 
ceeding in  two  to  fourteen  days  after  contact  with 
some  other  person  infected  with  venereal  disease. 
Some  irritation  precedes  the  discharge,  and  some 
difficulty  in  making  urine:  these  symptoms,  and 
circumstances  known  to  the  patient,  are  sufficient 
to  characterize  the  disease. 

"Cure:  The  patient  must  instantly  abandon 
(besides  his  evil  practices)  all  spirituous  liquors, 
and  use  a  vegetable  diet,  and  but  little  exercise. 
He  ought  to  have  plenty  of  barley  water,  or  elm 
tea,  and  acid  drinks.  He  should  take  a  dose  of 
salts  immediately,  and  repeat  it  the  third  day.  In 
the  meantime  a  little  milk  and  water  (not  cold) 
may  be  injected  into  the  urethra,  three  or  four 
times  a  day,  and  the  organ  (in  every  accessible 
part)  washed  morning  and  night,  with  tepid  soap 
and  water.  After  the  second  purge  has  done  oper- 
ating, the  following  injection  may  be  used  instead 
of  the  milk  and  water.  Take  of  white  vitriol,  from 
five  to  eight  grains;  sugar  of  lead,  from  five  to 
eight  grains;  water,  three  ounces;  opium  rubbed 
to  the  finest  paste  with  some  of  the  injection,  three 
grains;   add  all  together,  and  thicken  it  with  two 


drachms  of  gum  arabic.  If  too  sharp,  dilute  it 
with  water.  There  will  be  a  copious  sediment, 
and  the  mixture  is  not  very  chemical:  but  it  is  one 
of  the  best,  perhaps,  that  was  ever  used:  seldom 
requiring  more  than  the  second  vial,  of  three 
ounces,  to  make  a  cure  in  a  new  and  simple  case. 
The  lowest  portion,  say  five  grains  of  the  mixture, 
may  be  first  used:  and  then,  if  need,  the  stronger  of 
eight  grains.  Should  there  be  any  delay,  and  the 
discharge  not  change  from  green  to  light  yellow, 
some  mercury  should  be  given  internally;  or  if 
symptoms  of  inflammation,  more  doses  of  salts. 
A  pill  of  two  grains  of  calomel  may  be  given  every 
night,  for  five  or  six  nights,  and  then  stopped.  But 
if,  on  the  contrary,  there  is  an  apparent  debility, 
and  the  discharge  is  of  a  good  color,  we  may  use 
the  balsam  of  copaiva,  in  doses  of  ten  and  then 
fifteen  or  twenty  drops,  two  and  three  times  a  day. 
There  is  no  better  (i.e.,  more  agreeable)  way,  than 
to  warm  it,  and  drop  it  on  a  lump  of  porous  sugar, 
and  when  soaked  in,  to  roll  the  sugar  in  half  a 
teaspoonful  of  spirit  of  lavender  compound. 

"Chancre  is  an  ulcer,  at  first  quite  small,  affect- 
ing sometimes  the  glans;  at  others  it  locates  where 
the  prepuce  joins  the  flesh  internally.  The  edges 
are  elevated  and  of  an  ash  color,  or  whitish ;  though 
at  times  there  is  no  elevation:  the  bottom  of  the 
sore  is  ragged,  or  uneven,  like  a  cancer.  It  is 
supposed  to  be  a  higher  degree  of  venereal  disease; 
aand  the  general  system  much  in  danger  from  it, 
if  neglected.  The  sore  is  to  washed  with  something 
of  a  caustic  nature;  for  this  purpose,  four  grains 
of  corrosive  sublimate  may  be  dissolved  in  one 
ounce  of  weak  brine,  and  a  little  applied  on  lint  to 
the  sore;  keeping  the  parts  very  clean  with  soap 
and  water.  Three  to  six  grains  of  lunar  caustic  to 
the  ounce  of  water,  is  sometimes  used  instead  of 
the  mercury.  Red  precipitate,  ground  up  with  ten 
times  its  bulk  of  nut  galls,  is  a  good  application. 
These  applications  are  to  be  made  often,  say  three 
times  a  day  at  least.  When  they  are  very  painful, 
a  common  poultice  of  bread  and  milk  may  be  ap- 
plied, and  an  opiate  taken  at  night. 

"It  will  be  quite  prudent  to  take  some  of  the 
corrosive  sublimate  in  pills,  or  tincture:  say  one- 
eighth  of  a  grain  twice  a  day,  to  prevent  the  system 
from  being  injected." 


Treatment  of  Pneumonia 
(H.  C.  Hinshaw,  Rochester,  Minn.,  in  Jl. -Lancet,  Aug.) 

Oxygen  by  nasal  catheter  when  the  oxygen  tent  is  not 
available.  Milder  degrees  of  anoxemia  may  be  overcome 
by  this  method.  It  is  simple,  inexpensive  and  sometimes 
surprisingly   effective. 

The  greatest  recent  advance  in  specific  therapy  has  been 
the  perfection  of  the  rapid,  simple  Neufeld  method  of  typing 
pneumococci  made  universally  available  by  the  marketing 
of  complete  typing  outfits  by  several  firms. 

Type  I  antipneumococcus  serum  properly  used  in  suitable 
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cases  cuts  the  mortality  in  half.  Type  II  serum  less  effec- 
tive, but  its  use  is  clearly  indicated  in. Type  II  pneumonia. 
With  the  subdivision  of  Group  IV  into  specific  types  there 
have  appeared  other  types  for  which  sera  may  be  prepared. 

The  cost  of  serum  therapy  is  the  greatest  handicap.  It 
has  chiefly  been  used  where  special  funds  were  available. 
The  average  case  requires  $100  to  5200  worth  of  serum  at 
present  prices. 

The  effectiveness  of  serum  therapy  is  multiplied  by  early 
administration,  and  it  is  not  wise  to  delay  its  use  "to  see  if 
it  should  become  necessary."  A  positive  blood  culture  of 
Type  I  or  Type  II  pneumococci  renders  serum  therapy 
nearly  obligatory.  Sepsis  is  a  common  cause  of  death  in 
pneumonia,  and  serum  therapy  is  the  only  effective  weapon 
against  it. 

Pneumothorax  treatment  of  lobar  pneumonia  is  in  the 
experimental  stage. 

Diathermy  may  relieve  pleural  pain.  It  has  not  been 
proved  that  the  lung  can  be  significantly  heated,  that  the 
course  of  pneumonia  is  altered,  or  that  the  mortality  is  re- 
duced by  diathermy. 

Antistreptococcic  drugs  are  now  available  for  clinical  trial, 
but  their  place  in  medicine  remains  to  be  determined. 

In  pneumonia  following  surgery  one  must  strive  to  keep 
the  infected  lung  aerated  and  drained.  During  the  first  day 
or  two  aeration  is  facilitated  by  voluntary  deep  breathing 
exercises  and  by  inhalation  of  carbon  dioxide.  Drainage  of 
the  lung  is  encouraged  by  urging  voluntary  coughing  and 
by  reducing  the  use  of  sedative  drugs.  Sometimes  a  Tren- 
delenburg position  for  postural  drainage  is  indicated. 

Physical  and  mental  comfort,  minimal  handling  and  dis- 
.urbance,  symptomatic  treatment,  maintenance  of  fluid  bal- 
ance, control  of  distention  and  every  effort  to  conserve  the 
patient's  rwtural  resources,  play  significant  roles. 


-s.  M.  &  s.- 


CLINICAL  CHEMISTRY  &  MICROSCOPY 

C.  C.   Carpenter,  B.A.,  M.D.,  F.A.C.P.,  Editor 
Wake  Forest,  N.  C. 


Pneumonoconiosis  Among  North  Carolina 
Workers 

I  have  had  occasion  to  observe  the  good  work 
being  done  in  North  Carolina  industries  dealing 
with  the  various  pneumonoconioses  for  quite  a  time, 
but  along  with  others  was  more  correctly  informed 
after  hearing  a  paper  presented  by  the  able  leader 
i if  the  Division  of  Industrial  Hygiene  of  the  State 
JSoard  of  Health,  Dr.  H.  F.  Easom.  Although  North 
/Carolina  does  not  produce  largely  of  silica  and 
/  asbestos,  our  State  Board  of  Health,  through  this 
division,  has  brought  to  light  some  very  interesting 
facts  concerning  the  pneumonoconioses  of  the  dusty 
industries.  Also,  on  investigating  further,  I  have 
learned  that  North  Carolina  is  further  advanced  in 
the  attention  to  the  physical  welfare  of  the  workers 
in  these  industries  than  any  other  state  in  the 
Union,  even  though  many  are  prominently  identi- 
fied with  mining. 

Dr.  Easom  and  his  workers  have  recorded  case 
histories  and  made  clinical  studies  and  x-ray  films 
of  all  the  workers  in  these  various  industries.  As  a 
result  they  are  prepared  to  evaluate  the  degrees  of 
disability  and  dangers  associated  with  working  in 


dusty  atmospheres.  These  facts  are  valuable  for 
immediate  consideration  and  will  prove  of  inesti- 
mable worth  in  adjusting  future  claims  for  these 
workers. 

As  is  generally  known,  the  principal  pathological 
change  produced  is  fibrosis  of  the  lungs.  The  type 
and  extent  varies  with  the  size  of  the  dust  particle, 
the  length  of  exposure  and  the  concentration  and 
type  of  the  dust.  In  addition  to  the  mechanical 
irritation,  chemical  changes  are  produced  in  silicosis. 
The  principal  complications,  as  would  be  expected, 
are  the  various  ordinary  diseases  of  the  lungs,  prin- 
cipally tuberculosis.  It  is  uncertain  whether  one 
would  be  able  to  differentiate  fibroid  tuberculosis 
and  certain  types  of  pneumonoconiosis.  Some  have 
claimed  the  irritation  from  dust  as  an  etiological 
factor  in  cancer  of  the  lung. 

The  work  done  by  the  Division  of  Industrial 
Hygiene  and  the  contribution  to  our  knewledge  of 
the  subject  can  not  be  overestimated,  but  those  of 
us  who  are  not  actively  identified  with  the  work 
should  approach  these  cases  with  caution.  As  in  any 
other  condition  that  is  brought  anew  to  our  atten- 
tion, during  the  period  of  active  interest  we  are 
more  likely  to  diagnosis  it  too  frequently  than  to 
overlook  the  condition. 

The  writer  has  had  three  clinically  diagnosed 
cases.  One  was  heart  disease  with  the  clinical  mani- 
festations known  as  cardiac  asthma ;  the  second  was 
tuberculosis,  the  third  cancer  of  the  lung.  In  the 
last  two  cases,  question  arose  as  to  part  played 
by  exposure  to  the  dust  in  the  etiology  of  tubercu- 
losis and  cancer.  These  are  the  points  which  I  feel 
that  we  should  approach  with  caution.  Although  it 
is  admitted  that  tuberculosis  is  relatively  common 
in  those  suffering  silicosis  of  the  lungs,  we  should 
not  lean  backwards  and  forget  that  people  working 
in  dusty  atmospheres  and  people  working  in  non- 
dusty  atmospheres  have  pulmonary  tuberculosis.  It 
is  my  understanding  that  in  the  case  of  tuberculosis 
the  Industrial  Commission  has  ruled  that  a  patient 
suffering  both  silicosis  and  tuberculosis  has  his  com- 
pensation reduced  by  one-sixth.  In  cancer,  we  have 
established  chronic  irritation  as  a  definite  etiological 
factor.  However,  the  incidence  of  cancer  in  workers 
in  dusty  industries  has  not  been  strikingly  above 
that  for  the  general  population.  Therefore,  cancer 
at  the  present  time  is  not  considered  a  compensable 
complicating  lesion.  No  doubt  the  next  few  years 
will  find  this  question  debated  a  great  deal  as  has 
been  the  case  in  the  question  of  a  single  trauma 
being  an  etiological  factor  during  the  last  few  years. 

Our  principal  danger  is  in  becoming  over  enthus- 
iastic and  diagnosing  the  condition  without  proof 
of  its  existence.  In  my  opinion,  if  we  follow  the 
leadership  of  the  Division  of  Industrial  Hygiene  of 
the  State  Board  of  Health  we  will  remain  on  safe 
ground,  and  perhaps  prevent  ourselves  some  em- 
barrassment. 
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HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Increasing  Incarcerations 
I  myself  missed  being  sent  to  jail  last  year,  but 
84,650  other  persons  in  Virginia  were  not  so  lucky. 
And  I  doubt  not  at  all  that  many  of  them,  perhaps 
most  of  them,  were  as  good  citizens  as  I  am.  There 
are  one  hundred  counties  in  Virginia,  and  the  com- 
mitment figures  mean  that,  on  an  average,  846 
persons  in  each  county  were  committed  to  jails. 
What  an  army  of  people  to  be  housed,  fed  and  kept 
under  restraint!  What  benefit  did  any  member  of 
the  army  receive  from  the  incarceration?  What 
good  to  the  Commonwealth  came  out  of  the  pro- 
cedure? 

I  have  been  on  numerous  occasions  a  momentary 
occupant  of  a  jail-cell — sometimes  in  Virginia,  some- 
times in  North  Carolina,  and  occasionally  in  some 
other  state.  I  have  generally  felt  that  the  prisoners 
were  treated  kindly;  but  I  have  felt,  too,  that  our 
jail  system  belongs  back  in  some  other  age,  and 
that  no  individual  can  be,  even  for  a  brief  period, 
a  prisoner  in  one  of  our  jails  without  being  emo- 
tionally and  spiritually  and  civically  traumatized. 
An  official  of  the  State's  Department  of  Public 
Welfare  in  his  annual  report  for  the  fiscal  year  end- 
ing June  30th,  catalogues  some  figures  that  cause 
one  to  wonder  what  is  the  matter — either  with  the 
behaviour  of  so  many  of  our  folks  or  with  the  laws, 
the  violations  of  which  fetch  folks  first  into  our 
jails.  At  any  rate,  84,650  persons  in  this  ancient 
Commonwealth  were  committed  during  the  last 
fiscal  year  to  jails.  In  1911,  by  contrast,  the  com- 
mitments were  only  17,978;  and  since  1930  the 
incarcerations  have  more  than  doubled.  The  daily 
average  number  of  prisoners  in  our  jails  last  year 
was  3,200.  And  the  report  states  that  it  cost  the 
Commonwealth  more  than  $547,000  to  care  for  the 
prisoners  during  the  year.  The  information  about 
that  large  maintenance  fund  is  not  altogether  clear. 
I  infer  the  large  figure  may  not  include  all  costs. 
Justices  of  the  peace  must  issue  warrants,  and  for 
that  laborious  business  they  must  be  remunerated; 
apprehending  officers  must  apprehend,  and  they 
must  be  rewarded  for  risking  life  and  limb;  the 
officials  of  the  court  which  serves  as  a  portal  to  the 
jail  must  be  maintained  in  official  dignity;  lawyers 
must  be  paid,  both  for  their  efforts  to  liberate  some 
prisoners  and  to  keep  others  in  restraint.  And  those 
who  toil  and  labour  in  behalf  of  justice  must  not  go 
unrewarded.  Not  even  the  most  elaborate  debutante 
party  makes  such  an  assault  upon  the  treasury  as 
the  activities  of  that  department  of  government  that 
has  to  do  with  the  dispensation  of  justice — or  in- 
justice. The  cost  of  so-called  criminal  behaviour  in 
the  United  States  must  amount  to  an  appalling  sum. 


The  figures — 84,650 — do  not  mean  that  so  many 
different  individuals  in  Virginia  behaved  criminally 
last  year.  A  great  many,  how  many  I  do  not  know, 
were  repeaters — sometimes  perhaps  to  the  twentieth 
time.  And  that  is  a  mitigating  circumstance.  I  should 
rather  live  in  a  community  in  which  one  person 
behaves  criminally  twenty  times  during  the  year 
than  in  a  community  in  which  twenty  citizens  would 
be  imprisoned  on  account  of  bad  behaviour. 

Most  of  the  prisoners  in  our  jails  were  charged 
with  rather  petty  offenses — drunk  and  disorderly, 
violation  of  the  liquor  laws,  vagrancy  and  petty 
larceny.  The  majority  of  those  committed,  men  and 
women,  were  white.  But  whites  predominate  in 
the  state.  The  city  of  Norfolk  rang  the  bell  by 
imprisoning  more  than  8,000  of  her  citizens.  Rich- 
mond, the  state's  capital,  Danville  and  Roanoke, 
were  neck  and  neck  in  efforts  to  make  their  numbers 
equal  each  to  the  other — close  to  5,000  per  city. 

Is  it  not  true  that  many  individuals  are  being 
stigmatized  by  imprisonment  for  conduct  digres- 
sions so  trivial  that  they  should  not  be  officially 
noticed?,  for  many  acts  certainly  unworthy  of 
imprisonment?  No  state  that  presumes  to  have  a 
conscience  can  sell  liquor  to  its  citizens  and  imprison 
them  for  drinking  enough  of  it  to  intoxicate  them. 
What  other  purpose  than  the  production  of  intoxi- 
cation can  beverages  alcohol  possibly  serve?  Can 
there  be  any  causative  relationship  between  the 
state's  sale  of  alcoholic  beverages  and  the  increas- 
ing number  of  commitments  to  jails? 

Not  long  ago  the  medical  forces  of  the  state 
were  enormously  exercised  about  the  venereal  dis- 
eases. But  sensible  people  know  that  probably  most 
venereal  diseases  are  contracted  when  the  individ- 
ual is  drunk — or  at  least  not  sober.  The  Common- 
wealth of  Virginia,  master  saloon-keeper,  is  re- 
sponsible, I  should  think,  for  at  least  half  of  the 
84,650  commitments  to  our  jails  last  year.  What 
became  of  all  those  imprisoned  thousands  the  report 
does  not  tell  us.  It  would  be  interesting  and  informa- 
tive to  know  what  they  think  of  our  jails  as  char- 
acter-builders, and  of  our  criminal  court  procedures 
as  intelligently  directed  efforts  to  develop  an  under- 
standing of  human  conduct. 


RADIOLOGY 

Wright  Clarxson,  M.D.,  and  Allin  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Regional  Ileitis  < 

In  1932  Crohn1  and  his  co-workers  reported 
fourteen  cases  of  a  chronic  inflammatory  disease  of 
the  terminal  ileum  which  they  called  regional  ileitis. 
The  lesions  were  confined  to  the  last  35  cm.  of  the 
ileum;  there  the  intestine  was  red  and  thick,  the 
mucosa  ulcerated  and    the    lumen    narrower    than 


September,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


normal. 

Fistulous  openings  were  found  in  most  of  the 
cases  between  various  loops  of  the  ileum,  and  be- 
tween the  ileum  and  the  surrounding  hollow  vis- 
cera. The  fistulae  resulted  from  a  slow  perforation 
of  the  ulcers  followed  by  dense  adhesions  and  small 
areas  of  necrosis  in  the  adjacent  bowel. 

Repeated  efforts  have  failed  to  show  a  causative 
organism,  and  a  positive  diagnosis  can  be  made  in 
no  other  way  than  carefully  excluding  all  other 
known  conditions  which  may  give  a  similar  clinical 
picture. 

Jellen2  has  recently  reported  a  review  of  fifty 
cases  with  particular  reference  to  the  roentgen  find- 
ings; these  we  will  discuss  later.  He  suggests  the 
name  "non-specific  ulcerative  granuloma  of  the 
intestine"  because  he  believes  that  the  process  is 
not  always  confined  to  the  terminal  ileum. 

Pathologically  the  process  is  quite  similar  to  non- 
specific ulcerative  colitis  and  Felsen3  thinks  that 
bacillary  dysentery,  distal  ileitis  and  non-specific 
ulcerative  colitis  are  simply  different  stages  of  the 
same  disease.  Most  authors,  however,  believe  that 
regional  ileitis  is  a  separate  disease  entity. 

The  disease  is  usually  found  in  ycing  adults, 
being  about  twice  as  frequent  in  men  as  in  women. 
The  symptoms  consist  of  frequent,  relatively  mild 
attacks  of  pain  in  the  lower  right  quadrant  and 
diarrhea.  Signs  of  intestinal  obstruction  are  quite 
frequent.  There  is  usually  some  loss  of  weight  and 
mild  anemia.  The  stools  contain  blood  and  mucus. 
A  painful  mass  in  the  region  of  *he  appendix  is  an 
almost  constant  finding  and  many  such  cases  have 
been  thought  to  be  appendicitis  and  the  appendix 
removed.  This  may  not  be  such  a  serious  mistake 
provided  the  proper  diagnosis  is  made  at  the  time 
of  the  operation,  for  the  treatment  consists  in  a 
complete  resection  of  the  diseased  intestine;  but  in 
numerous  cases  the  appendix  has  been  removed  and 
the  abdomen  closed  without  investigation  of  the 
terminal  ileum,  and  consequently  without  a  correct 
diagnosis. 

Regional  ileitis  must  also  be  differentiated  from 
intestinal  tuberculosis.  In  distinguishing  the  two,  a 
roentgenogram  of  the  chest  is  of  value,  for  intesti- 
nal tuberculosis  is  practically  always  secondary  to 
pulmonary  tuberculosis. 

Among  the  other  lesions  to  be  considered  in  the 
differential  diagnosis  are  syphilis,  carcinoma,  Hodg- 
kin's  disease,  lymphosarcoma,  actinomycosis  and 
amebic  dysentery. 

Jellen  describes  the  roentgen  signs  of  regional 
ileitis  as:  1)  stenosis  of  the  terminal  ileum;  2) 
non-visualization  of  the  involved  segment  in  many 
cases;  3)  dilatation  of  the  intestine  proxi- 
mal to  the  involved  segment;  4)  deformity  of  the 
cecum;  5)  displacement  of  the  normal  small  bowel 
by  a  mass  in  the  lower  right  quadrant;  6)  presence 


of  fistulae;  and  7)  evidence  of  associated  colitis  in 
some  cases  with  spasm,  irritability  and  localized 
hypermotility  of  the  involved  segment  of  bowel— 
Stierlin's  sign. 

There  is  every  reason  to  believe  that  most  of  the 
cases  begin  years  before  the  correct  diagnosis  be- 
comes established.  The  symptoms  in  many  of  these 
cases  date  back  to  childhood  and  careful  roentgen 
studies  of  children  afflicted  with  frequent  diarrhea 
should  be  of  great  value  in  establishing  the  early 
roentgen  signs  of  the  disease. 

Regional  ileitis  is  not  an  extremely  rare  disease 
but  it  has  been  frequently  overlooked.  Cramp-like 
pains  in  the  abdomen  should  always  suggest  to  the 
radiologist  a  careful  examination  of  the  terminal 
ileum;  and  a  proper  examination  of  the  small  intes- 
tine takes  far  more  time  and  effort  than  does  the 
average  routine  examination  of  the  stomach,  duode- 
num and  colon.  A  series  of  films  at  frequent  inter- 
vals following  the  ingestion  of  barium  is  always 
necessary  and  several  careful  fluoroscopic  examina- 
tions of  the  terminal  ileum  are  essential  if  a  correct 
roentgen  diagnosis  is  to  be  made  of  lesions  involv- 
ing the  terminal  ileum. 
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Herniorrhaphy  As   Complicated  by  Latent  Gonorrhea 

Infection 

(R.  E.  Holmes,  Canon  City,  in  Col.  Med.,  Aug.) 

Twenty  hernia  repairs  performed  at  the  Colorado  Peni- 
tentiary Hospital  were  complicated  by  wound  infection, 
showing  almost  a  pure  culture  (on  slides)  of  Neisserian 
infection,  and  prolonging  hospitalization  to  3  or  mors 
months  in  some  cases. 

Gonococci  may  persist  in  the  male  urethra  and  its  adnexa 
for  years  producing  no  clinical  manifestations  of  their  pres- 
ence. 

As  long  as  a  single  living  organism  of  gonorrhea  remains 
hidden  in  any  part  of  genito-urinary  tract  or  adnexa,  the 
disease  may  break  out  months  or  years  after  all  traces  of 
the  original  attack  have  disappeared. 


Most  exceptionally  tall  men  are  acceptable  for  Standard 
insurance.  Little  more  care  is  needed  in  their  selection  than 
in  the  selection  of  moderately  tall  men.  The  excessive  cau- 
tion that  has  been  practiced  in  the  past  is  largely  unwar- 
ranted. Up  to  6  ft.  3  in.  certainly,  and  perhaps  two  or 
three  inches  above  that  height,  the  great  majority  of  these 
cases  are  physically  normal  persons.  At  the  tallest  heights, 
some  circumspection  is  necessary  and  we  are  justified  in 
looking  for  pathologic  signs.  Exceptional  cases  may  call 
for  the  expert  opinion  of  an  endocrinologist,  and  in  these 
few  cases  we  should  extend  ourselves  in  order  to  be  fair 
with  the  applicant  before  we  reject  him.— Met.  Life  Ins 
Co. 
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Urological   Helps   in   Daily 
Practice 

A   Column   Conducted   by 

The  Crowell  Clinic  Staff 
Charlotte,  N.  C. 


The  Treatment  of  Undue  Frequency  of 
Urination 

(Continued) 

The  treatment  of  undue  frequency  of  urination 
due  to  pathological  conditions  of  the  urogenital 
tract  differs  with  the  cause  of  the  condition.  The 
predisposing  causes  are  by  far  the  more  important 
consideration.  Seldom  is  any  special  treatment 
necessary  after  their  removal.  For  example,  if  the 
predisposing  cause  is  obstruction  at  the  vesical  neck 
resulting  in  retention  of  urine  and  pyogenic  infec- 
tion, the  removal  of  the  obstruction  will  cure  the 
bladder  infection  with  little  local  or  systemic  treat- 
ment. The  same  thing  is  true  of  vesical  calculus, 
tumor  or  diverticulum. 

Vesical  neck  obstruction  due  to  hypertrophy  of 
the  prostate  gland  is  by  far  the  most  frequent 
cause  of  residual  urine.  This,  by  reducing  the 
bladder  capacity,  results  in  undue  frequency,  with 
or  without  infection.  It  diminishes  the  expulsive 
power  of  the  bladder's  detrusor  muscle  and  fre- 
quently causes  the  formation  of  diverticula.  Infec- 
tion usually  follows  and  then  the  frequency  is 
greatly  increased  and  accompanied  with  more  or 
less  pain.  Frequent  passing  of  residual  urine  is  pain- 
less in  the  absence  of  infection. 

Great  care  should  be  exercised  in  our  methods 
of  investigation  of  cases  of  undue  frequency — and 
especially  in  old  men  who  have  also  hesitancy, 
diminished  force  and  a  sensation  of  inability  to 
completely  empty  the  bladder.  More  especially  is 
this  true  in  the  presence  of  a  clear  urine,  as  here 
we  must  exert  ourselves  to  prevent  carrying  infec- 
tion into  the  bladder.  The  catheter  should  never 
be  used  to  draw  off  sterile  urine  unless  one  is 
prepared  to  take  care  of  the  case  surgically  should 
this  be  found  necessary.  This  is  not  so  important 
when  the  bladder  is  already  infected,  as  manifested 
by  the  presence  of  pus  in  the  urine.  A  large 
amount  of  urine,  whether  or  not  the  bladder  is 
infected,  should  be  withdrawn  in  easy  stages  to 
prevent  congestion  as  a  result  of  sudden  relief  of 
intravesical  pressure.  If  this  is  done  inadvertently 
the  bladder  should  be  refilled  immediately  with 
hot  normal  saline  solution.  Neglect  to  take  this 
precaution  certainly  will  cause  congestion  of  the 
whole  genitourinary  tract,  often  so  great  as  to 
cause  anuria  and  death.  In  fact,  it  is  unadvisable 
to  withdraw  more  than  six  ounces  of  urine  at  the 
first  catheterization,  and  this  with  every  aseptic 
precaution.     The   emptying   should   be   completed 


by  intermittent  catheterization  every  four  to  six 
hours  or  by  the  gradual  decompression  method  of 
Keyes  and  others.  Urinary  antiseptics  and  plenty 
of  water  intake  are  very  advisable. 

Frequency  due  to  vesical  neck  obstruction, 
whether  due  to  prosatic  bar,  valve  or  prostatic  hy- 
pertrophy— benign  or  malignant — is  palliative  and 
operative. 

The  palliative  treatment  consists  of  catheteriza- 
tion intermittent  or  continuous,  urinary  antiseptics, 
proper  hygienic  surroundings,  proper  diet  and  sup- 
portive measures.  The  urine  should  be  kept  acid. 
To  this  end  the  ketogenic  diet  is  valuable  or  one 
high  in  fats.  To  this  may  well  be  added  one-half 
to  one  teaspoonful  of  brewer's  yeast  daily  to  supply 
vitamin  B.  Hexamine  is  a  valuable  antiseptic  in 
an  acid  and  acriflavin  in  an  alkaline  urine.  This 
olan  of  treatment  is  advisable  only  when  operative 
treatment  is  inadvisable  because  of  poor  resisting 
powe^  in  extreme  age,  or  when  kidney  function,  as 
manifested  by  very  low  phthalein  elimination  and 
high  nitrogc  retention,  is  extremely  impaired. 

The  operative  procedures  are  removal  of  gland, 
valve  or  bars  through  endoscope  or  resectoscope* 
and  prostatectomy — perineal  or  suprapubic.  The 
valves,  bars,  median  lobes,  fibrous  glands — all  types 
of  vesical  neck  obstruction  except  the  very  large 
adenomatous  hypertrophied  gland — should  be  re- 
moved by  resection.  The  large  prostate  can  be 
removed  by  this  method,  but  we  are  of  the  opinion 
that  perineal  prostatectomy  is  better.  Following 
the  removal  of  the  obstruction,  little  treatment  is 
necessary  to  relieve  the  frequency.  Supportive 
measures,  good  diet  and  free  water  intake  usually 
suffice. 

The  frequency  due  to  diverticula  is  in  propor- 
tion to  their  number  and  size.  Small  ones  fre- 
quently disappear  when  the  obstruction  is  removed 
and  the  frequency  subsides.  Large  and  infected 
diverticula  require  excision. 

Probably  the  commonest  cause  of  undue  fre- 
quency in  the  male  is  infection  in  the  posterior 
urethra,  prostate  gland  and  seminal  vesicles.  Treat- 
ment is  directed  to  getting  rid  of  the  infection. 
The  severity  of  the  symptoms  is  proportionate  to 
the  acuteness  and  extent  of  the  infection.  The 
overwhelming  majority  of  the  acute  cases  are  due 
to  gonorrheal  infection,  and  most  of  the  chronic 
cases  result  from  the  same  cause. 

In  the  acute  stage  all  injections  and  irrigations 
are  prohibited,  vesical  sedatives  administered  and 
the  patient  put  to  bed,  especially  if  he  has  fever. 
In  fact  all  patients  suffering  with  acute  cystitis 
should  be  confined  to  bed.  Heat  locally  should  be 
applied — preferably  diathermy  alternated  with  hot 
saline,  return-flow,  rectal  irrigations.  Should  pros- 
tatic abscess  manifest  itself  by  fluctuation  to  rectal 
palpation,  fever  and  high  leucocyte  count,  the  ab- 
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scess  should  be  opened  and  drained  perineally: 
otherwise  it  may  rupture  into  the  urethra,  rectum, 
bladder  or  peritoneum,  or  extravasate  into  the  peri- 
vesical space.  As  the  acute  infection  subsides,  gen- 
tle massage  every  third  or  fourth  day  is  advisable, 
bladder  irrigations  with  a  weak  permanganate  or 
boric-acid  solution  may  be  given  every  second  day, 
beginning  with  the  irrigating  can  not  more  than 
two  or  three  feet  above  the  patient  in  the  recum- 
bent position.  Great  gentleness  is  urged  in  these 
procedures  to  prevent  epididymitis.  As  the  infec- 
tion becomes  more  chronic,  the  irrigations  may  be 
given  daily  and  the  massage  twice  weekly.  As  the 
patient  becomes  more  accustomed  to  this  plan  of 
treatment,  sounds — at  first  only  small  ones — may 
be  passed  every  third  or  fourth  day.  Following 
this  it  is  frequently  better  to  use  the  Kollmann 
dilator  instead.  The  seminal  vesicles  should  be 
emptied  gently  with  each  massage.  This  plan  may 
have  to  be  carried  out  for  months  and  sometimes 
years  to  perfect  a  cure. 

Residual  urine  and  diverticula  are  frequently 
caused  by  urethral  stricture,  especially  those  of 
small  caliber,  and  the  symptoms  can  be  relieved 
only  by  removal  of  the  stricture.  This  is  accom- 
plished by  gradual  dilatation,  as  a  rule;  but  occa- 
sionally it  is  necessary  to  do  a  urethrotomy,  inter- 
nal or  external.  The  internal  should  be  done  in 
the  pendulous  urethra  only,  the  external  in  the 
posterior.  In  stricture  of  small  caliber,  it  is  nec- 
essary to  begin  dilatation  with  filiform  and  follower 
increasing  the  size  gradually,  using  all  precautions 
to  do  the  least  trauma. 

Foreign  bodies  in  the  bladder  of  whatever  nature 
— stone  most  commonly — will  produce  undue  fre- 
quency. Their  removal  will  relieve  the  symptoms. 
The  small-  and  medium-sized  stones  can  easily  be 
crushed  and  evacuated  under  sacral  anesthesia. 
Occasionally  they  are  so  hard  and  large  that  a 
cystotomy  is  necessary  for  their  removal.  Quite 
large  ones,  however,  can  be  removed  by  the  crush- 
ing method  without  injuring  the  bladder  to  any 
extent  and  with  but  few  days  hospitalization.  This 
done,  the  frequency  disappears. 

The  frequency  caused  by  tumor  in  the  bladder 
can  be  relieved  by  destruction  or  removal  of  the 
growth.  The  papillary  growth  should  be  destroyed 
by  fulguration  and  papillo-carcinoma  should  be 
resected  and  its  base  thoroughly  fulgurated,  this 
followed  with  deep  x-ray  therapy.  The  large  or 
extensive  malignant  growth  should  first  have  deep 
x-ray  therapy,  followed  by  excision  of  the  growth 
and  removal  of  the  glands  involved. 

The  frequency  due  to  cystocele  in  women  can 
be  relieved  only  by  draining  the  bladder,  by  peri- 
neal repair  in  cases  of  old  laceration  and  the  usual 
cystocele  operation  for  bladder  support.  We  have 
obtained  excellent  results  lately  by  doing  an  external 


urethral  meatotomy.  This  can  be  done  in  the 
office  under  local  anesthesia,  making  hospitaliza- 
tion unnecessary.  Urethral  caruncle  is  a  frequent 
cause  of  undue  frequency  in  the  female.  It  is  quite 
painful  to  the  touch  and  the  frequency  usually 
distressing.  It  must  be  differentiated  from  urethral 
stricture  which  produces  very  similar  symptoms, 
but  the  treatment  is  quite  different.  The  removal 
of  the  caruncle  by  fulguration  is  simple  and  results 
in  a  permanent  cure.  Quick  and  wonderful  results 
are  obtained  by  gradual  dilatation  repeated  at  in- 
tervals for  quite  a  period. 

Atony  of  the  detrusor  muscles,  whether  due  to 
syphilis,  or  to  nerve,  spinal  cord  or  brain  injury, 
results  in  partial  or  complete  urinary  retention  and 
ultimately  bladder  infection.  Undue  frequency  in 
these  cases  can  be  overcome  only  by  restoration  of 
normal  nerve  function.  Anti-syphilitic  treatment 
should  be  pushed  in  the  luetic  cases  and  the  advice 
of  the  neurologist  or  neurological  surgeon  should  be 
sought  in  cases  of  traumatic  injury  to  peripheral 
nerves  or  injury  to  the  central  nervous  system. 

Of  course  any  form  of  cystitis,  whether  due  to 
proliferative  lesions,  bladder  incrustation,  necrosis 
and  gangrene,  ulceration,  malakoplakia,  submucous 
fibrosis  or  any  of  the  specific  infections  will  cause 
undue  frequency;  and  every  case  must  be  studied 
and  treated  from  the  standpoint  of  its  etiology. 
This  would  require  quite  a  lengthy  paper  of  itself 
and  wl'l  be  taken  up  later. 


In  those  especially  vulnerable  to  these  pests  [fleas], 
the  wearing  of  a  lump  of  camphor  inclosed  in  a  cheese- 
cloth bag  under  the  clothing  will  sometimes  furnish  variable 
protection;  in  extreme  instances  the  wearing  of  several 
small,  loosely-woven  bags  containing  pyrethrum  powder, 
pinned  on  at  different  parts  of  the  underwear,  will  often 
keep  up  an  efficient  atmosphere  of  protection  against  at- 
tacks. For  wasps  or  bee  stings  common  earth  or  clay  made 
into  a  paste  with  water  and  applied  is  a  well-known  and 
efficient  applicaton. — Stelwagon. 


Up  to  300  years  ago  the  word  cancer  was  an  all-embrac- 
ing term  and  included  leprosy,  tuberculosis,  elephantiasis, 
venereal  disease,  granuloma,  actinomycosis,  blastomycosis, 
etc.  During  the  17th  century  the  first  three  of  these  dis- 
eases were  differentiated  from  cancer.  The  18th  century 
saw  venereal  disease,  actinomycosis,  and  granuloma  grad- 
ually being  separated  from  the  remainder;  these  were  joined 
in  the  19th  century  by  blastomycosis  and  later  by  Hodg- 
kin's  disease. 

It  is  logical  to  assume  that  further  division  of  the  multi- 
plex cancer  mass  may  be  the  great  discovery  of  tomorrow. 
In  this  differentiation  lies  our  hope.  The  battle  that  is 
going  on  in  this  field  may  be  likened  to  war  itself,  for  one 
of  the  high  points  in  military  strategy,  in  an  effort  to  defeat 
the  enemy,  is  to  divide  his  forces  into  sections  and  deal 
with   each  separately.— W.  S.  Bainbridge. 


Constipation  may  be  the  sole  complaint  in  well  advanced 
cancer  of  the  rectum. 
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than  highly  theoretical  matters  which  many  neither 
understand  nor  appreciate. 

"No  romance  ever  written  is  no  interesting  as 
the  story  of  bacteriology  from  its  beginning  to  the 
present  time." 


For  the  More  Widespread  Teaching  of 
Bacteriology 

To  tell  one  who  coughs  into  his  hand  that  this 
is  a  fertile  source  of  infection  to  others,  would 
probably  give  offense;  yet,  every  day  we  see  this 
done  and  other  acts  equally  as  likely  to  infect  others 
with  a  common  cold  or  other  respiratory  disease. 
Often  we  see  people  doing  these  things  who,  pre- 
sumably, have  been  well  trained  in  bacteriology. 
Just  why  they  do  this,  we  cannot  say. 

Often  we  see  an  individual  handle  objects  which 
are  badly  soiled  and  then  wash  his  hands  lightly 
with  water  and  a  little  soap,  dry  them  and  move 
on  feeling  that  his  hands  are  absolutely  clean.  Here 
is  another  source  of  infection  to  others,  directly  or 
through  contamination  of  objects  which  others  han- 
dle. 

Food  handlers  with  colds  should  realize  that 
coughing  and  sneezing  about  in  the  room  where 
food  is  being  prepared  will  infect  others. 

During  half  of  the  year  the  common  cold  is  one 
of  the  most  common  causes  of  morbidity.  Epidem- 
ics of  influenza  are  easily  explained  by  the  fact 
that  many  of  those  with  mild  cases  take  no  pre- 
cautions against  the  spread  of  infection.  Traveling 
on  trains  and  buses,  turning  door  knobs  with  in- 
fected hands,  handling  various  articles  commonly 
passed  from  hand  to  hand — in  these  and  many 
other  ways  the  transfer  goes  on. 

It  seems  that  bacteriology  should  be  taught  in 
the  graded  schools  and  especially  in  the  high  schools 
where  the  students  are  old  enough  to  appreciate  its 
importance.  Frequent  repetition  is  necessary  until 
each  student  is  thoroughly  drilled  in  the  fundamen- 
tal principles,  and  then  the  practical  application  can 
be  made  to  the  affairs  of  daily  life. 

Once  a  student  nurse  understands  what  bacteria 
are,  how  to  prevent  their  growth  or  their  transfer- 
ence to  another,  and  how  to  kill  bacteria  when 
this  is  feasible,  she  has  learned  the  most  important 
part  of  this  subject. 

High  school  students  and  student  nurses  should 
be  taught  that  a  vaccine  is  not  the  same  as  a  serum 
and  that  both  have  their  limitations.  Every  nurse 
should  be  able  to  do  a  lot  of  missionary  work 
among  the  laity.  To  a  somewhat  lesser  extent  this 
is  true  of  the  high  school  graduate,  as  this  graduate 
should  be  educated.  In  the  space  of  time  that  is 
allotted  to  the  study  of  bacteriology,  the  class  work 
and  demonstrations  and  laboratory  work  should  be 
arranged  so  as  to  stress  the  elementary  principles 
and  their  daily  application  to  everyday  work  rather 


Squint — A  Problem  of  the  General  Practitioner 
G.   R.  James,  Casper,  in  Col.  Med.,  Aug.) 

It  is  the  family  physician's  responsibility  to  see  that 
treatment  is  started  at  the  earliest  possible  time. 

Of  degree  of  squint,  a  practical  and  fairly  accurate 
method  is  the  Hirschberg  test.  A  light  from  a  flashlight  is 
held  about  a  foot  in  front  of  the  child.  In  a  person  with 
no  squint,  the  light  image  will  fall  on  the  center  of  the 
pupil  in  each  eye.  In  a  person  with  a  squint,  if  it  falls  at 
the  edge  of  the  pupil,  there  is  15"  of  squint;  if  midway  be- 
tween the  pupillary  margin  and  the  limbus,  the  deviation  is 
30°;  if  on  the  sclerocorneal  margin,  45°. 

The  vision  in  each  eye  should  be  determined  if  the  child 
is  old  enough  to  co-operate.  An  illiterate  chart  can  often 
be  used  when  the  child  is  3  years  old. 

First  thing  in  treatment  is  to  correct  refractive  errors 
under  atropine  cycloplegia.  One  drop  3  times  a  day  of  a 
y2  to  1%  atropine  solution  for  2  to  3  days  is  usually  suffi- 
cient. 

When  a  very  high  error  is  present,'  a  child  1  year  old  can 
often  be  taught  to  wear  glasses. 

The  prevention  and  treatment  of  amblyopia  is  the  next 
step.  If  the  vision  is  very  poor  in  the  squinting  eye,  total 
continuous  occlusion  of  the  fixing  eye  will  give  best  results. 
The  child  is  then  encouraged  to  do  close  work  such  as 
drawing,  copying,  cutting  out  pictures,  painting,  etc.  The 
vision  in  the  good  eye  should  be  checked  every  few  weeks. 

If  the  vision  in  the  squinting  eye  is  moderately  good,  a 
drop  of  atropine  every  morning  in  the  fixing  eye  will  force 
the  child  to  use  his  squinting  eye  for  close  work,  although 
he  will  continue  to  use  the  fixing  eye  for  distance. 

Training  of  fusion  is  most  neglected.  The  most  popular 
methods  are  by  use  of  the  amblyoscope  and  stereoscope.  If 
there  is  still  some  squint  after  glasses  are  used,  the  amblyo- 
scope is  the  instrument  of  choice.  For  home  treatment,  the 
stereoscope  is  easiest  to  use.  The  parents  have  to  be  in- 
structed to  supervise  the  training  at  home.  Without  their 
co-operation,  little  can  be  done. 

In  squint  of  IS  to  20°  the  measures  thus  far  discussed 
result  in  cures  in  a  fair  proportion  of  cases.  It  is  important, 
however,  that  they  be  practiced  before  the  6th  or  7th  year. 
Few  cases  of  more  than  20°  will  yield  without  the  addition 
of  surgery.  In  children  over  7  years  surgery  may  become 
necessary  even  in  squint  of  20°.  The  operation  selected 
depends  on  the  conditions  present.  If  more  than  20"  of 
squint  is  present,  more  than  one  operation  will  usually  be 
necessary. 

Stereoscopic  training  is  just  as  necessary  in  cases  which 
are  operated  upon  as  those  not  operated  upon.  Otherwise 
the  result  will  be  cosmetic  only. 

The  other  types  of  squint  mentioned  do  not  respond  to 
treatment  as  well  as  monocular  convergent  squint.  Surgery 
is  usually  necessary  and  the  result  is  cosmetic  only. 

The  family  physician  can  do  more  than  anyone  else  to 
combat  the  impression  among  laymen  that  squint  is  usually 
outgrown. 

s.  II.  *  s. 

Cato,  the  Censor,  being  told  that  a  certain  athlete  could 
carry  a  bullock,  rejoined:  "A  man  seldom  wants  to  walk 
around  with  a  bullock  on  his  back." 


Dk.  William  Carr  Lane  was  the  first  mayor  of  Saint 
Louis. 
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In  the  morning  of  August  12th,  Dr.  M.  C. 
Woodward  telephoned  me  from  Chicago,  stating 
that  our  Representative  Lindsay  Warren  had  in- 
troduced House  Resolution  8202,  providing  for 
governmental  reorganization  according  to  the 
Roosevelt  plan.  The  bill  provided  that  the  Depart- 
ment of  Public  Welfare  should  be  in  charge  of  "the 
public  health,  safety,  and  sanitation."  Inasmuch 
as  no  provision  was  made  for  a  physician  to  be  in 
charge  of  the  public  health,  Dr.  W'oodward  asked 
that  I  use  what  influence  I  had  to  have  an  amend- 
ment added  making  this  change. 

I  at  once  wired  a  day  letter  to  the  Honorabl? 
Mr.  Warren,  asking  that  this  be  done — the  first 
favor  I  ever  asked  of  any  political  representative — 
and  called  Dr.  Tom  Long  on  the  telephone  to  ask 
that  he  do  what  he  could.  He  tried  in  vain  to  get 
in  touch  with  Mr.  Warren  over  long  distance,  but 
did  succeeded  in  talking  to  Representative  John  H. 
Kerr,  who  agreed  that  our  request  was  a  just  one, 
and  promised  to  do  his  best  for  us.  Mr.  Warren's 
secretary  was  asked  to  deliver  our  request  to  the 
First  District  representative. 

The  result  of  our  combined  efforts  doth  appear 
in  the  following  excerpt  from  the  Congressional 
Record  of  August  13th: 

Mr.  Kerr:     Mr.  Chairman,  I  offer      an  amendment. 

The  Clerk  read  as  follows: 

Amendment  offered  by  Mr.  Kerr:  On  page  3,  line  22, 
after  the  word  "Senate,"  insert  "one  of  whom  shall  be  a 
licensed,  practicing  physician." 

Mr.  Kerr:  Mr.  Chairman,  section  303  of  the  bill  pre- 
scribes among  the  duties  of  those  who  administer  the  De- 
partment of  Public  Welfare  the  promotion  of  the  public 
health,  safety,  and  sanitation. 

Section  302  reads: 

There  shall  be  in  the  Department  of  Welfare  an  Under 
Secretary  of  Welfare  and  two  Assistant  Secretaries  of  Wel- 
fare, who  shall  be  appointed  by  the  President,  by  and  with 
the  advice  and  consent  of  the  Senate. 

The  purpose  of  my  amendment  is  to  add,  after  the  word 
"Senate",  "one  of  whom  shall  be  a  licensed  practicing  phy- 
sician." Public  health  being  so  interwoven  with  public 
welfare  by  the  express  terms  of  the  bill,  I  cannot  see  any 
possible  objection  to  this  requirement. 

Mr.  Maverick:     Mr.  Chairman,  will  the  gentleman  yield? 

Mr.  Kerr:     I  yield. 

Mr.  Maverick:  We  have  a  Public  Health  Department  at 
the  present  time,  and  there  are  dozens  of  registered  doctors 
there  now. 

Mr.  Kerr:  But  section  303  of  the  act  provides  that  there 
shall  be  a  secretary  of  welfare,  but  does  not  provide  that 
any  of  them  shall  be  a  physician,  yet  the  duties  of  these 
officers  under  this  welfare  act  are  to  preserve  the  sanitation 
and  promote  the  health  of  the  country.     A  practicing  phy- 


sician  can   certainly   do   this  better  than  anyone  else,  and 
this  great  profession  deserves  this  recognition. 

Mr.  Warren:  Mr.  Chairman,  I  rise  in  opposition  to  the 
amendment  offered  by  my  colleague. 

Mr.  Chairman,  my  office  tells  me  that  for  the  last  48 
hours  the  phone  has  been  ringing  busily  from  doctors  in 
my  State  phoning  to  ask  me  to  support  such  an  amend- 
ment because  by  chance  some  doctor  or  some  medical  asso- 
ciation up  here  has  phoned  them  asking  them  to  do  it. 

If  the  amendment  offered  by  my  colleague  should  be 
adopted,  why  not  carry  it  to  its  logical  conclusion  and 
have  a  sanitary  engineer  or  a  preacher  for  under  secretary 
of  welfare,  have  some  social  worker  in  charge  of  the  needy 
and  distressed,  have  a  nurse  for  one  thing,  and  a  teacher 
for  another,  and  why  not  an  Indian  to  head  the  Bureau  of 
Indian  Affairs? 

I  think  that  the  President  in  selecting  the  one  who  shall 
serve  in  his  administration  in  these  positions  should  have  a 
wide  field  from  which  to  choose,  and  to  appoint  whom- 
soever he  desires,  subject  to  their  being  confirmed  by  the 
Senate. 

(Here  the  gavel  fell.) 

The  Chairman:  The  question  is  on  the  amendment  of- 
fered by  the  gentleman  from  North  Carolina. 

The  amendment  was  rejected. 

It  is  well  for  us  doctors  to  know  who  is  for  us 
and  who  is  against  us  in  the  political  world.  Let 
us  not  forget — and  may  the  public  learn — that  our 
potential  political  power  is  really  tremendous.  We 
should  long  remember  that  Mr.  Kerr  did  all  he 
could  to  render  us  a  service;  and,  by  the  same 
token,  that  Mr.  Warren,  in  his  effort  to  be  a  rubber 
stamp  for  F.  D.  R.,  made  us  the  butt  of  the  cheap- 
est kind  of  ridicule,  using  sarcasm  and  sophistry  as 
a  substitute  for  logic. 

At  least,  however,  Mr.  Warren  does  not  hesitate 
to  let  the  medical  profession  know  where  he  stands 
— in  contrast  to  Senator  Jim  Ham  Lewis,  who  pro- 
tested to  us  at  Atlantic  City  that  as  our  very  dear 
friend  he  had  come  to  warn  us  of  the  terrible  things 
threatened  us  by  some  of  our  national  legislators — 
then  proceeded  to  introduce  in  the  Senate,  on  July 
28th,  a  bill  incorporating  all  the  very  measures  he 
had  warned  us  of.  I  could  not  help  recalling  the 
touching  sympathy  expressed  for  the  oysters  by  the 
Walrus  in  Alice  in  Wonderland: 

"  T  weep  for  you,'  the  Walrus  said: 
'1   deeply  sympathize.' 
With  sobs  and  tears  he  sorted  out 
Those  of  the  largest  size, 
Holding  his  pocket-handkerchief 
Before  his  streaming  eyes." 

Let  us  hope,  however,  that  the  medical  profession 
of  the  State  and  of  the  Nation  will  not  prove  to  b: 
as  dumb  as  were  the  oysters  in  this  sad  tale. 

—WING ATE  M.  JOHNSON 
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Lay  Interest  in  Advancing  Medicine 

William  Byrd  II  was  not  only  master  of  vast 
Virginia  estates,  a  politician  and  cultured  gentle- 
man of  the  late  seventeenth  and  early  eighteenth 
centuries,  but  from  young  manhood  throughout  his 
life  he  displayed  great  interest  in  and  authoritative 
knowledge  of  medicine  and  pharmacology.  In  1697 
he  read  a  medical  treatise  before  the  Royal  Society 
of  London,  of  which  he  was  made  a  fellow  at  the 
age  of  twenty-two.  Like  other  many-minded  men 
Byrd  was  a  keen  observer,  an  investigator;  and  hs 
experimented  with  the  nature  and  potency  of  me- 
dicinal plants.  He  showed  remarkable  ability  in 
directing  the  management,  prevention  and  treat- 
ment of  epidemics.  Byrd  had  little  regard  for  the 
ability  of  physicians. 

Benjamin  Franklin,  among  his  many  activities 
and  public  interests,  contributed  much  to  scientific 
medicine  in  his  rules  on  how  to  be  healthy,  and  in 
his  interest  in  the  care  of  the  sick  he  was  of  the 
founders  of  the  Pennsylvania  Hospital  in  1750. 

One  could  not  write  of  lay  pioneers  in  medicine 
without  mention  of  Thomas  Jefferson.  Jefferson 
might  well  be  characterized  as  the  father  of  vac- 
cination in  America  soon  after  Jenner  made  his 
great  discovery  known.  His  arduous  efforts  in  the 
dissemination  of  the  use  of  smallpox  vaccine  accord 
him  a  high  place.  His  sponsorship  of  medical  ed- 
ucation and  scientific  research  and  his  ability 
to  stimulate  others  to  scientific  investigation  are 
almost  unparalleled  in  the  medical  history  of  this 
country. 

L'nlike  these  pioneers,  but  few  philanthropists  of 
medical  research  today  have  the  broad  knowledge 
and  insight  to  establish  investigative  institutions 
with  unfettered  medical  directon.  Too  often  the 
noose  of  an  unscientific  board  strangles  a  scientific 
discovery. 

Early  in  the  history  of  America  the  laity  recog- 
nized community  welfare  for  the  ill,  unfortunate 
and  indigent.  During  the  seventeenth  century  the 
Episcopal  vestries  discharged  many  political  and 
public  duties  as  well  as  those  of  the  Church,  among 
them  being  the  medical  and  social  welfare  of  the 
parishioners.  Physicians  treating  indigents  were 
well  paid  by  the  Parish  for  their  services. 

It  can  not  be  denied  that  the  Church  was  among 


the  first  to  recognize  the  need  of  hospitals  and  spon- 
sor their  establishment  and  minister  to  the  social 
welfare  of  the  less  fortunate.  Ever  since  the  seven- 
teenth century  lay  groups  through  various  societies 
have  stimulated,  fostered  and  directed  many  medi- 
cal and  scientific  adventures  and  have  been  instru- 
mental in  many  of  the  modern  health  measures 
legislated. 

Why,  not  infrequently  members  of  the  medical 
profession  complain  that  this  or  that  lay  society, 
the  State  or  Federal  public  health  service  is  med- 
dling in  their  professional  affairs  or  depriving  them 
of  legitimate  private  practice. 

Well!     Nero  fiddled! 

The  laity  today  has  been  made  acutely  conscious 
of  public-health  matters  and  we  can  attribute  their  , 
demand  for  medical  care  and  their  tendency  to  com- 
mandeer the  leadership  in  this  field  in  a  large 
measure  to  the  shortsightedness  of  physicians  in 
not  recognizing  the  necessity  for  the  medical  pro- 
fession taking  the  initiative  in  directing  public- 
health  measures.  As  a  result  various  groups  of 
physicians  throughout  the  country  have  gotten  "het 
up"  about  State  and  governmental  medicine.  One 
of  the  prime  reasons  for  the  lassitude  of  the  pro- 
fession as  a  whole  has  been  the  inclination  of  phy- 
sicians to  be  too  individualistic.  It  is  perfectly 
true  that  the  energetic  physician  with  an  average 
practice  has  only  a  limited  amount  of  time  for 
public-health  advancement.  On  the  other  hand, 
advance  in  this,  as  in  allied  fields,  is  a  medical  re- 
sponsibility and  a  challenge  which,  unless  met  by 
the  profession,  falls  to  various  social  groups.  The 
interested  straight-thinking  layman  had  much  rather 
carry  out  social  and  public-health  measures  under 
the  guidance  and  direction  of  the  medical  profes- 
sion. All  too  often  he  is  astounded  by  the  physi- 
cian's unfamiliarity  and  lack  of  interest  in  social 
medicine. 

The  Tri-State  Medical  Association  could  have  no 
better  aim  for  the  future  than  to  sponsor  through 
its  organized  effort  some  medical  welfare  measure 
which  it  might  seek  the  aid  of  the  laity  in  perfect- 
ing. The  work  of  the  National  Committee  for 
Mental  Hygiene  shows  what  can  be  accomplished 
by  medical  and  lay  cooperation. 

—HOWARD  R.  MASTERS 
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1.     GASTRIC    ULCER 

They  called  me  Shorty  from  my  youth, 
And  Shrimp  (I  measure  five  foot  three). 
Who  wrote  the  sayings  of  the  small 
Imply  no  probability. 

Whenever  I  arose  to  speak 
The  audience  was  quickly  gone 
And  all  I  ever  heard  was  "Blah" 
However  long  I  gandered  on. 

As  human  beings  gather  close 
To  share  the  terrors  of  the  storm 
I  thought  the  agony  would  pass 
If  I  could  don  a  uniform. 

I  joined  the  Elks,  the  Maccabees, 
The  Klan,  the  Woodmen  of  the  World. 
For  all  the  progress  that  I  made 
I  might  have  kept  my  canvas  furled. 

But  over  Station  S.  G.  N. 
I  found  the  gift  Salvation  brings 
How  ulcers  of  the  stomach  can 
Excuse,  condone  so  many  things. 

For  by  the  spasms  of  my  flesh 
And  through  the  agonizing  pain 
The  hearts  of  all  my  fellow  men 
Will  quickly  soften  to  explain: 

Go  easy  with  the  little  man, 
Be  kind  to  him  for  pity's  sake, 
For  who  can  set  the  world  on  fire 
While  wrestling  with  a  stomach  ache? 

And  so  I  praise  the  radio 

And  bless  again  the  voice  that  brought 

An  explanation  for  my  life 

The  very  uniform  I  sought. 


2.     REPRESSED   DESIRES 


It  seems  they  have  a  thousand  books, 
A  separate  test  for  every  pain. 
But  this  I  know,  there  is  no  test 
To  tell  the  workings  of  the  brain. 

If  so,  long  since  were  I  cast  out 
A  hideous  creature  in  their  sight 
If  they  could  scan  my  eyes  and  read 
The  longings  that  I  know  by  night. 


The  children  that  I  yearn  to  love 
(Is  love  a  thing  that  law  controls?) 
The  children  that  I  long  to  grasp 
And  gut  their  bodies  and  their  souls. 

Their  laws,  their  rules,  their  prison  bars 
Are  cruel  things,  and  this  I  know 
I  would  have  found  a  world  of  peace 
To  live  ten  thousand  years  ago. 

Time  brings  an  end  to  all  the  tests. 
I  read  frustration  in  their  eyes, 
A  riddle  they  can  never  solve 
That  greets  them  with  a  mild  surprise. 

The  house  of  stone,  the  quiet  ward 
Provide  the  background  of  escape. 
Far  better  that  I  tarry  here 
Than  kiss  the  hangman's  noose  for  rape. 


J.    MULTIPLE  ARTHRITIS 


The  curse  of  Reuben  shadowed  me. 
I  quit  when  competition  came 
Though  every  failure  bred  the  thought 
Some  occult  influence  was  to  blame. 

The  innate  kindliness  of  men 
May  disregard  the  froth  of  youth 
But  with  the  flight  of  time  your  friends 
Obtain  some  inkling  of  the  truth. 

One  day  I  saw  in  other  eyes 
The  coward  life  had  made  of  me 
The  useless  quitter.    Strange  it  was 
That  very  hour  I  hurt  my  knee. 

And  learned  as  other  men  have  learned 
Our  bodies  are  but  things  of  clay 
That  we  can  twist  and  mold  and  shape 
To  any  purpose  that  we  may. 

From  joint  to  joint  the  sickness  passed. 
How  strange  that  Nature  spared  my  jaw 
To  eat,  and  lift  my  voice  to  crave 
Those  healing  springs  of  Arkansas. 

The  bitter  road  the  tortured  months 
Have  brought  me  safe  to  the  elect. . 
God  bless  the  swollen  tender  joints 
That  bid  me  keep  my  self-respect. 
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President  Johnson's  Call  to  Arms 

Doctors  of  Medicine,  as  a  body,  for  the  past 
half  century,  have  responded  to  insults  and  wrongs 
like  the  four-legged  jackass,  the  beast  that  says 
in  every  other  way  than  in  words:  Please  don't  beat 
me;  but  if  you  will  beat  me  I'll  submit  without 
protest. 

When  the  State  Medical  Society  made  Dr.  Win- 
gate  Johnson  its  president,  we  predicted  that  he 
would  prove  something  quite  other  than  one  more 
platitudinous  official,  telling  us  about  how  good 
and  great  were  the  doctors  of  North  Carolina,  how 
we  answered  the  call  of  disease  and  pain  in  the 
c-o-l-d  d-a-r-k  hours  of  the  n-i-g-h-t  and  b-r-a-v-e-d 
the  s-t-o-r-m-s  to  s-u-c-c-o-r  s-u-f-f-e-r-i-n-g  h-u- 
m-a-n-i-t-y:  our  prediction  was  that  he  would  fur- 
nish leadership  directed  toward  protecting  our 
rights,  repelling  our  enemies  and  regaining  ground 
lost  under  please-don't-beat-me  regimes. 

Read  what  Dr.  Johnson  says  on  his  page  in  this 
issue,  and  see  that  a  new  day  has  dawned  in  North 
Carolina  Medicine:  that  the  doctor  that  the  doctors 
of  the  State  have  chosen  their  leader  realizes  full 
well  the  irony  of  the  "Honorable"  before  the  name 
of  the  average  member  of  the  Legislature  or  the 
Congress,  that  he  knows  the  political  strength  of 
doctors  and  the  senselessness  of  non-resistance  and 
has  opened  a  campaign  in  which  there  will  be  no 
let-up. 

This  journal's  joy  in  President  Johnson's  taking 
this  position  may  be  gauged  by  the  unvarying  posi- 
tion of  the  journal  as  expressed  in  an  editorial  in 
No.  1,  Vol.  1,  under  the  present  management,  the 
issue  for  January  1925: 

"The  major  influence  can  be  flatly  met  by  instituting  a 
movement  to  have  regular  doctors  drop  their  holier-than- 
thou,  "it-isn't- worth-noticing"  attitude;  quietly  remind 
their  patients  trim  day  to  day  of  their  dependence  on 
regular  medicine;  keep  a  record  of  the  votes  of  legislators 
in  all  our  halls  on  health  measures;  discuss  these  matters 
fully  in  our  meetings,  and  vote  for  those  men  who  show 
both  sufficient  intelligence  and  sufficient  honesty  to  espouse 
the  cause  of  the  science  which  protects  humanity  against  the 
quackery  which  preys  on  it." 

It  has  always  been  plain  that  doctors  could 
exercise  more  political  influence  than  any  other 
group  /'/  we  only  would.  There  are  a  whole  lot  of  us. 
We  go  into  the  homes  of  the  people  and  they  come 
into  our  offices  on  terms  of  intimacy  and  friendship 
such  as  do  not  apply  to  the  relations  between  any 
other  large  body  and  the  public.  In  the  State  and 
Nation  we  can  elect  a  majority  of  the  office  holders 
chosen  by  ballot  if  we  only  will.  Under  Dr.  John- 
son's leadership  we  will  in  North  Carolina. 

An  instance  of  what  has  been  done  in  the  way 
of  obtaining  recognition  and  achieving  objectives 
by  a  much  smaller  body,  we  cite  herewith.  A  good 
many  months  ago  an  optical  company  set  up  in 
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Charlotte  and  a  number  of  other  North  Carolina 
cities  and  began  to  prescribe  (through  physicians 
it  was  said)  and  supply  eye-glasses.  So  far  as  be- 
came public,  neither  the  State  Health  Officer  nor 
any  City  or  County  Health  Officer,  the  State  Board 
of  Examiners,  nor  the  State  nor  any  County  Medical 
Society — all  regular  doctors — took  any  action.  But 
these  people  have  been  put  out  of  business  and  will 
remain  out  unless  the  State  Supreme  Court  re- 
verses the  action  of  the  lower  courts,  and  this  is 
highly  unlikely.  How  was  this  done?  By  the  per- 
sistent intelligent  work  of  the  optometrists.  And  at 
the  request  of  the  optometrists  the  Attorney  General 
of  the  State  of  North  Carolina  supplied  counsel  for 
the  prosecution.  If  any  body  of  regular  doctors  in 
the  State  has  ever  been  able  to  obtain  such  help  in 
upholding  the  Medical  Practice  Act  of  the  State  we 
have  never  heard  of  it. 

All  credit  to  the  optometrists.  They  have  demon- 
strated that  they  have  the  sense  and  the  backbone 
to  fight  when  their  rights  are  invaded,  and  that 
they  can  command  the  respectful  attention  of  poli- 
ticians— a  whole  lot  more  than  doctors  of  medicine 
have  done  although  we  have  been  in  the  field  from 
the  beginning  and  outnumber  the  optometrists  in 
the  State  by  something  like  the  Bryan  ratio  of  16 
to  1! 

Humiliating,  isn't  it?  But  it  is  instructive.  Even 
the  wayfaring  man  with  his  limitations  should  be 
able  to  see  from  that  demonstration  that  doctors  of 
medicine  do  not  have  to  submit  to  imposition;  that 
when  our  reasonable  requests  are  denied,  it  is  ours 
to  command;  that  once  we  show  a  determination  to 
maintain  our  rights  politicians  will  lend  both  ears. 

Hail  to  the  Chief. 


For  More  Knowledge  and  Better  Reasoning  as 
to  Cancer 

As  a  larger  and  larger  fraction  of  the  world's 
population  lives  past  the  prime  of  life,  a  larger  and 
larger  percentage  of  death  certificates  testify  that 
cancer  was  the  cause  of  death.  That  cancer  is  on 
the  increase  in  any  certain  age  group  is  extremely 
doubtful.  Better  diagnosis  and  more  old  folks 
seem  to  explain  the  apparent  increase.  The  poor 
success  in  treatment  is  the  bete  noir.  Even  here, 
though,  there  has  been  considerable  recent  improve- 
ment, particularly  from  the  use  of  x-rays  and  ra- 
dium. So  many  still  die  of  cancer  that  the  medical 
profession  in  general,  and  certain  groups  and  indi- 
viduals in  particular,  contemplating  this  sad  picture 
are  moved  to  put  forth  special  efforts  to  improve 
the  management  of  cancer  cases. 

Fur  many  years  doctors  generally  and  all  the  lay 
psople  who  would  listen  or  read  have  been  told 
that  the  control  of  cancer  is  "only  a  matter  of  ed- 
ucation";  and  the  intimation  has  been  clear  that, 


if  the  knowledge  now  in  possession  of  those  who 
know  most  about  cancer  were  applied  generally  the 
mortality  from  cancer  would  be  reduced  to  practi- 
cally nothing. 

Some  two  months  ago  I  inquired  of  a  physician, 
a  surgeon,  a  radiologist  and  a  clinical  pathologist  in 
each  of  nine  cities:  three  in  each  of  the  three  States 
— Virginia,  North  and  South  Carolina — as  follows: 

"If  for  the  next  20  years:  1)  Every  resident  of  your  city 
were  carefully  examined  each  year  by  a  competent  physician, 
a  competent  surgeon,  a  competent  radiologist  and  a  com- 
petent pathologist;  and  2)  treatment  recommended  were 
carried  out  in  detail  in  each  case;  and  3)  every  birth  lacer- 
ation of  the  cervix  were  promptly  and  properly  sutured:  — 

In  your  opinion:  1)  What  percentage  reduction  from  the 
1937  cancer  mortality  rate  would  be  shown  by  the  1°57 
cancer  figures?  and  2)  would  any  deaths  result  from  these 
measures,  and  if  so,  to  what  extent  would  these  losses  offset 
the  gains?" 

The  response  was  very  gratifying.  Only  some 
three  or  four  of  the  36  maintained  silence,  and 
about  the  same  number  of  secretaries  wrote  that 
their  doctors  were  in  Europe,  South  America,  or 
Canada  for  the  summer. 

A  good  many  were  disposed  to  allow  the  non- 
feasibility  of  such  a  program  to  concern  them  un- 
duly. Of  course  no  such  program  could  be  carried 
out.  The  object  of  the  inquiry  was  to  learn  the 
opinions  of  these  men  of  wide  experience  and  deep 
learning  as  to  how  jar  the  suffering  and  deaths  jrom 
cancer  woidd  be  influenced  by  the  application  in 
every  case  oj  all  the  knowledge  we  now  have. 

I  realize  that  it  is  hard  to  give  even  approximate 
figures;  still,  advice  to  a  patient  likely  to  have,  sup- 
posed to  have,  or  having  cancer  must  be  based  on 
percentages  if  it  is  to  be  of  any  value  to  the  patient. 

The  inquiry  as  to  deaths  resulting  from  these 
measures  looked  to  the  certainty  of  a  great  many 
operations  being  done  on  suspicion,  in  the  "pre- 
cancerous stage,"  and  that  a  good  many  lives  would 
be  sacrificed  by  operations  on  such  mistaken  diag- 
noses, of  cancer  of,  e.g.,  the  stomach,  or  gallbladder. 

The  replies  are  so  instructive  and  revealing  as  to 
well  repay  the  effort  to  obtain  them.  One  of  those 
among  the  first  ten  of  the  world  in  cancer  work  has 
expressed  a  lively  interest  and  asked  to  be  informed 
of  the  results  of  the  inquiry. 

The  replies  are  not  easy  to  classify  or  to  sum- 
marize.   Initials  will  be  used  to  classify  the  doctors. 

Two  P's,  four  S's  and  two  CP's  would  not  com- 
mit themselves  in  figures  or  otherwise.  One  CP 
said  it  would  be  an  excellent  thing  to  do. 

Two  K's  and  one  CP  set  the  saving  of  life  at 
50'^  and  think  the  losses  from  excess  zeal  would 
be  much  more  than  offset  by  the  gains. 

One  CP  would  look  for  a  saving  of  75%,  mostly 
in  visible  cancer,  and  no  great  loss. 

One  CP  .-ays  a  yearly  examination  by  one's  own 
physician  would  suffice;    of  course,   this  connotes 
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such  further  special  examinations  as  the  family  doc- 
tor would  find  to  be  indicated.  This  CP  says  that 
many  mental  wrecks  result  from  cancer  campaigns. 

One  R  and  one  CP  would  expect  a  considerable 
reduction  in  the  number  of  deaths,  although  a  cer- 
tain number  of  deaths  would  be  on  the  debit  side 
from  unnecessary  operations,  undertaken  for  the 
prevention  of  cancer  that  would  not  have  occurred. 
These  doctors  say  further  that  a  number  would  be 
incapacitated  by  too  zealous  attempts  at  prevention, 
in  the  so-called  precancer  stage. 

A  R  says  25%  would  be  saved  and  there  would 
be  no  losses  to  offset  this  gain. 

Two  S's  have  little  idea  of  the  possible  saving  of 
life,  but  would  be  concerned  about  the  bad  mental 
effect.  They  say  some  patients  with  cancer  of  visi- 
ble parts  would  be  saved,  but  great  loss  would  re- 
sult from  the  false  sense  of  security  engendered 
allowing  rapidly  growing  cancer  to  develop  to  the 
incurable  stage  between  examinations. 

One  S  believes  the  net  gain  would  be  considera- 
ble. 

One  S  wouldn't  undertake  to  say.  He  has  drilled 
himself  and  those  who  have  come  under  his  teaching 
never  to  speculate. 

Another  S  is  convinced  that  skin,  breast  and 
uterine  cancer  would  be  practically  eliminated  as 
causes  of  death  and  that  deaths  from  stomach  can- 
cer would  be  reduced  25%. 

Two  P's  are  firmly  of  the  opinion  that  no  appre- 
ciable results  would  be  obtained. 

One  P  would  expect  30%  lowering  of  total  cancer 
mortality,  that  an  occasional  death  would  result 
from  operating  for  cancer  that  was  not  cancer,  and 
that,  on  the  whole,  the  loss  would  be  gerater  than 
the  gain. 

One  P  says  we  know  too  little  about  the  cause  of 
cancer  to  express  ourselves  dogmatically.  He  sees 
no  reason  why  the  examinations  and  the  treatments 
given  because  of  the  discoveries  at  these  examina- 
tions should  cause  any  deaths. 

One  P  would  give  no  figures,  but  believes  exam- 
ining mothers  after  childbirth  and  at  the  end  of  the 
child-bearing  period  would  about  do  away  with 
cervical  cancer.  He  regards  the  mental  effects  of 
cancer  campaigns,  especially  through  the  newspa- 
pers, as  very  injurious. 

One  S  offers  no  figures,  but  the  opinion  that  the 
prevention  of  cancer  by  repair  of  lacerations  or  re- 
moving sources  of  irritation  is  not  as  great  as  is 
commonly  supposed. 

One  R  says  every  person,  and  particularly  every 
woman,  should  be  seen  yearly  by  a  surgeon  and  an 
internist,  the  radiologist  and  the  pathologist  to  be 
consulted  as  seems  necessary. 

One  5  sets  10%  as  the  reduction  in  mortality 
from  actual  cancer,  and  believes  that  the  deaths 
from  unnecessary  operative  treatment  would  about 


offset  the  gain.  The  mental  effects  would  be  a 
mixture  of  good  and  bad.  Such  a  program  might 
in  time  lead  to  the  discovery  of  earlier  diagnostic 
signs  and  to  specific  treatment. 

One  P  believes  it  would  be  well  to  subject  every 
adult  who  has  digestive  symptoms  for  30  days  to 
x-ray  examination  and  that  this  would  result  in 
earlier  diagnosis  of  stomach  cancer;  but  he  is  pes- 
simistic about  early  surgery  having  any  great  in- 
fluence here.  He  is  no  believer  in  periodic  health 
examinations,  being  convinced  that  for  every  one 
done  good  nine  are  done  harm.  In  his  experience 
most  cervical  tears  heal  spontaneously,  and  his 
opinion  is  that  only  those  persisting  three  to  six 
months  should  be  repaired. 

One  CP  would  not  make  any  guess  but  does  not 
believe  that  any  more  deaths  would  result  from 
carrying  out  such  measures  than  from  an  equal 
number  of  operations  under  other  circumstances; 
rather  that  less  deaths  would  result  than  when 
patients  seek  medical  advice  under  less  favorable 
conditions. 

Another  CP  says  he  wishes  he  could  be  of  help," 
but,  after  having  my  inquiry  lay  on  his  desk  for 
six  weeks,  he  still  "has  no  sensible  opinion." 

One  R  would  anticipate  50%  lowering  of  mortal- 
ity from  earlier  discovery  of  cancer  and  a  2%  offset 
from  injudicious  surgery. 

Each  reader  can  undertake  his  own  summary. 
Reading  over  these  opinions  one  sees  at  once  that 
few  of  these  doctors  view  this  problem  through 
rose-tinted  glasses;  and  he  sees  an  illustration  of 
the  chastening  effect  of  getting  away  from  gener- 
alities and  down  to  details. 

In  general  it  is  the  common  pronouncement  that 
the  problem  is  merely  "one  of  education";  that  the 
one  thing  needful  is  acceptance  on  the  part  of  fam- 
ily doctors  and  the  population  generally  of  the  in- 
formation and  instruction  so  freely  tendered  by 
earnest,  enthusiastic  specialists.  Borrowing  a  sen- 
tence from  the  evangelist  in  another  field,  they  ask, 
"Why  will  ye  die?" 

But  it  turns  out  that  none  of  these  doctors  thinks 
that  the  application  of  all  the  knowledge  the  world 
has  would  stop  people  from  dying  of  cancer,  and 
that  few  of  them  believe  the  mortality  would  be 
greatly  reduced.  So  it  is  evident  that  those  who 
know  most  about  cancer  have  a  task  more  import- 
ant, even,  than  disseminating  information;  and  that 
task  is  getting  more  and  better  information  to  use 
themselves  and  to  pass  on  to  the  family  doctors. 

Not  all  those  who  have  been  studying  cancer 
and  writing  and  talking  about  it  over  the  past 
decade  have  assumed  a  cancer  death  is  proof  that 
the  patient's  doctor  was  not  posted  to  date  as  to 
what  is  known  about  cancer  or  that  he  was  negli- 
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gent.  Two  years  ago  A.  C.  Broders  of  the  Mayo 
Clinic,  in  an  address  to  a  State  medical  society, 
put  himself  on  record  in  these  words: 

"It  is  commonly  accepted  that  cancer  is  caused  bv  ex- 
trinsic factors  that  are  within  the  power  of  man  to  prevent, 
and  that,  by  removing  these  factors,  the  incidence  of  cancer 
in  man  will  be  greatly  reduced,  and  in  certain  situations  will 
practically  cease  to  occur.  This  doctrine  is  misleading  and  is 
likely  to  cause  disappointment,  for  it  presents  only  very 
important  inherent  causative  factor  or  factors  of  cancer  over 
which  man  has  practically  no  control.  One  often  hears 
statements  to  the  effect  that  cancer  is  not  inherited,  but  that 
a  predisposition  to  it  is  inherited,  which  is  equivalent  to 
stating  that  a  robin  does  not  inherit  his  red  breast  but 
inherits  only  a  predisposition  to  that  red  breast. 

The  incidence  of  cancer  in  man  can  be  reduced  to  some 
extent  by  the  inhibition  of  irritating  influences,  one  has  no 
evidence  that  such  a  procedure  would  completely  eradicate 
or  even  markedly  reduce  it." 

Dr.  Wm.  H.  Welch  died  of  cancer.  Certainly  he 
knew  as  much  about  it  as  anybody  and  he  was 
vitally  concerned  with  its  early  recognition  and 
proper  treatment.  Several  others  among  the  offi- 
cials of  the  American  Society  for  the  Control  of 
Cancer  have  died  of  cancer,  and  many  another  will 
so  die. 

What  little  knowledge  we  have  of  cancer  is  such 
as  to  often  confuse.  Says  an  eminent  professor  of 
pathology:1 

A  carcinoma  of  the  pylorus,  weighing  5  gm.,  has  been 
known  to  account  for  more  than  5000  gm.  of  metastatic 
growth  in  the  liver.  The  "primary"  for  a  metastatic  inva- 
sion of  the  pericardial  sac  by  a  papillary  adenocarcinoma 
while  manifestly  located  in  the  lungs,  could  not  be  identified 
in  spite  of  intensive  search.  A  growth  in  the  stomach  the 
size  of  a  child's  head  had  not  produced  a  single  demonstra- 
ble metastatic  nodule. 

The  comparative  rate  of  growth  of  a  malignant  tumor  is 
sometimes  judged  by  the  amount  of  stroma  which  is  formed, 
the  dense,  hard  or  "scirrhous"  neoplasms  being  considered 
relatively  slow  growing.  And  yet  one  of  the  most  "deadly" 
tumors  known  is  the  scirrhous  carcinoma  of  the  stomach, 
closely  followed  in  degree  of  inherent  malignancy  by  a 
similar  tumor  of  the  breast.  This  may  probably  be  explained 
by  the  wide  spread  of  the  cells  before  serious  symptoms 
arise. 

Information  concerning  the  duration  of  a  carcinoma  is 
specifically  requested  by  the  vital  statistics  divisions  of  the 
government.  It  is  one  of  the  most  obscure  and  unknowable 
points  about  any  tumor  growth.  The  heading  should  be 
"known  duration."  Malignancy  of  a  tumor  growth  is  sup- 
posed to  indicate  fairly  rapid  progression,  but  15  and  20 
years  is  not  an  unusual  "known  duration." 

Recurrence  is  usually  prompt  to  appear  after  removal  of 
a  tumor  unless  the  cure  is  complete.  A  five-year  period  of 
freedom  gives  hopes  of  perpetual  freedom.  Well  authenti- 
cated examples  of  10  or  more  years  elapsing  before  the 
recurrence  furnish  discouraging  exceptions. 

The  known  presence  of  a  malignant  tumor  always  focuses 
clinical  attention  upon  this  fact.  That  there  may  be  present 
at  the  same  time  one  or  more  other  forms  of  malignancy  is 
well  recognized  but  often  forgotten. 

Metastasis  may  be  the  earliest  and  even  the  most  im- 
portant manifestation  of  the  growth.  This  is  particularly 
true  of  patients  with  carcinomas  of  the  lung  whose  first 
p"  i1"  m  maj  ari  e  from  a  metastatic  lesion  of  the  l>rain. 
1  - ' ' ' '  ■  ■  :  "pathologic"  fracture,  of  bones  arc  sometimes  the 
first  intimation  that  a  tumor  is  present, 


No  wonder  the  bewildered  student  has  trouble  learning 
the  "rules." ' 

Only  last  month  an  article  by  a  roentgenologist 
of  the  highest  rank2  appeared  which  tells  us  that 
stomach  ulcers  which  have  every  appearance  of 
ben  tenancy  may  prove  to  be  ma/;'gnant,  that  marks 
of  distinction  are  too  often  fallible.  Here  it  is  per- 
tinent to  inquire  which  is  the  greater  risk  for  the 
patient — to  accept  the  dangers  and  expenses  of  an 
operation  which  may  not  be  needed,  or  to  await 
developments  with  the  lesser  chance  of  cure  should 
the  growth  prove  to  be  cancer. 

A  clinical  teacher  of  wide  experience3  has  this  to 
say: 

"People  speak  of  peptic  ulcer  and  gastritis  as  predisposing 
factors  in  cancer  of  the  stomach.  In  my  experience  they 
play  an  absolutely  minimal  role !  A  thorough  analysis  of  all 
our  material  over  a  long  period  of  years  has  shown  that  less 
than  5  per  cent,  of  our  cases  of  gastric  neoplasm  have  had  a 
previous  history  that  even  suggests  peptic  ulcer;  that  some- 
where between  5  and  10  per  cent,  have  had  previous  diges- 
tive symptoms  which  might  be  interpreted  as  functional 
dyspepsia  or  possibly  mild  gastritis,  but  that  in  more  than 
85  per  cent,  of  the  cases  there  had  been  no  history  of  any- 
previous  gastric  disturbance  whatsoever." 

In  disagreement  with  those  who  blame  failure  of 
application  of  the  knowledge  already  accumulated 
are  those  who  have  prevailed  on  Congress  to  ap- 
propriate a  large  sum  to  find  out  how  to  do  away 
with  cancer.  A  Public  Health  Service  doctor  is 
quoted  as  saying  the  Institute  so  provided  will  soon 
find  the  explanation  and  the  cure.  Some  persons 
have  a  faith  in  The  Government  which  is  truly 
astonishing.  The  experiences  and  observations  of 
most  of  us  convince  us  that  private  agencies  do 
anything  and  everything  far  better  and  much  more 
cheaply  than  any  governmental  agency  will  or  can. 
All  over  the  world,  for  at  least  20  years,  men  of 
acute  intellects  and  of  the  very  best  training  have 
been  working  to  find  a  cure  for  cancer.  Money  has 
not  been  lacking.  At  the  recent  celebration  of  the 
hundredth  anniversary  of  the  University  of  Michi- 
gan, Professor  Raymond  Pearl,  of  Johns  Hopkins, 
gave  it  as  his  opinion  that  "the  universities,  rather 
than  specially  founded  independent  institutions, 
offer  the  best  environments  for  scientific  research." 
That  research  institutions  unparented  by  universi- 
ties have  been  called  into  existence  at  all  he  regards 
as  a  symptom  of  the  departure  of  modern  universi- 
ties from  their  original  tradition;  but  this,  he  thinks, 
is  a  passing  phase,  and  the  universities  will  soon 
come  into  their  own  again  as  homes  of  research. 
Pretty  nearly  every  one  who  thinks  about  it  will 
heartily  second  Professor  Pearl. 

A  new  organization  to  fight  cancer  in  Virginia 
has  been  effected  so  recently  that  an  account  of 
its  formation  is  carried  as  a  current  news  note  in 
this  issue.  It  is  in  the  hands  of  earnest  and  c  apable 
men. 

It   is   tiiis  journal's   devout   hope  that   this  new 
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organization  will  be  pervaded  by  a  very  modest 
opinion  as  to  how  much  could  be  accomplished 
were  all  present  cancer  knowledge  applied  in  each 
case;  that  it  will  continue  to  urge  all  doctors  to  be 
alert  to  detect  any  and  every  sign  which  may  rea- 
sonably be  suspected  of  meaning  cancer  and  to  get 
for  his  patient  the  best  possible  care;  but  that  it 
will  not  assume  that  every  death  from  cancer  is  the 
fault  of  some  doctor,  or  that  everything  which  could 
possibly  be  cancer  should  be  so  called  and  treated, 
and  that  it  will  consider  well  before  launching  news- 
paper campaigns,  or  in  any  other  way  attempting  to 
make  people  search  themselves  for  cancer.  Man, 
woman  or  child  had  better  have  cancer  in  his  or 
her  brain,  stomach,  breast,  liver  or  uterus  than  in 
the  mind.  There  may  be  something  more  horrible 
than  for  the  general  population  to  become  "cancer 
minded";  but  this  journal  doubts  the  possibility. 

To  assume  that  any  doctor — general  practitioner, 
general  surgeon,  internist  or  cancer  specialist — can 
do  or  have  done  more  for  his  patient  than  Wm.  H. 
Welch,  and  dozens  of  others  among  the  most  know- 
ing about  cancer,  could  do  or  have  done  for  them- 
selves is  the  height  of  absurdity. 

More  care,  more  watchfulness,  a  more  suspicious 
attitude — all  these  most  of  us  need;  but  like  the 
dying  Goethe,  what  we  most  need  is  "More  light/' 


NEWS 


1.  H.  E.  Robertson.  Rochester,  Minn.,  in  Bui.  Am.  Soc. 
for  Control  of  Cancer,  Apr. 

2.  B.   R.  Kirkland,   Rochester,    Minn.,    in  Jl.   Ark.   Med. 
Soc,  Aug. 

3.  T.  E.  Brown,  Balto.,  in  Sou.  Med.  Jl.,  Jan. 
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Virginia  Cancer  Aid  Foundation 

A  charter  has  been  issued  by  the  State  Corporation  Com- 
mission to  the  Virginia  Cancer  Foundation,  organized  to  aid 
indigent  victims  of  cancer  in  the  State  and  to  carry  on 
cancer  research.  Mrs.  W.  W.  Hines  of  Petersburg  is  presi- 
dent; Miss  Lucile  Bland  of  West  Point,  first  vice-president; 
Mrs.  Fred  M.  Alexander  of  Richmond,  president  of  the 
Virginia  Federation  of  Women's  Clubs,  second  vice-presi- 
dent; Dr.  Wright  Clarkson,  Petersburg,  director;  Mrs. 
William  Pilcher.  Petersburg,  secretary,  and  John  M.  Miller, 
jr.,  Richmond,  treasurer. 

Dr.  J.  Shelton  Horsley,  sr.,  Richmond,  is  chairman  of  the 
research  committee.  Other  members  are  Judge  R.  T.  Wilson, 
Delegate  Samuel  D.  Rodgers,  State  Senator  Morton  Goode, 
all  of  Petersburg,  Dr.  Henry  Street,  Richmond,  J.  H.  Arthur 
James,  State  commissioner  of  public  welfare;  Judge  M.  R. 
Peterson,  Lawrenceville,  Mayor  Dr.  Fulmer  Bright  of  Rich- 
mond, Mrs.  R.  G.  Boatwright,  Coeburn,  Dr.  Douglas  S. 
Freeman  and  Virginius  Dabney,   Richmond. 

"We  hope."  said  Dr.  Clarkson,  "to  have  several  million 
dollars  on  hand  within  10  years."  He  explained  these  funds 
are  to  come  largely  from  wills  of  persons  interested  in 
cancer  eradication. 

"With  whatever  funds  we  may  accumulate  as  we  go 
along,"  Dr.  Clarkson  said,  "we  will  do  what  we  can  for 
treatment  of  cancer  victims  in  Virginia  who  are  unable  to 
pay  for  proper  and  early  diagnosis  and  treatment  and  we 
expect  to  contribute  to  cancer  research  in  the  State." 

Education  of  laymen  in  cancer  prevention  and  early 
treatment,  he  said,  the  foundation  will  leave  to  organizations 
now  engaged  in  that  work. 


A  special  meeting  of  the  Third  District  (N.  C.)  Med- 
ical Society  was  held  on  August  6th  at  Wrightsville 
Beach,  the  society  and  its  visitors  guests  of  the  New  Han- 
over Medical  Society.  Unusual  excellence  of  the  pro- 
gram and  to  the  number  and  distinction  of  visitors  assured 
a  full  attendance.     The  program  was  as  follows: 

Fishing  trip  3  p.  m.  (met  at  Ocean  Terrace  Hotel). 

Dinner  7  p.  m.,  Pcean  Terrace  Hotel. 

Scientific  program:  Address  of  Welcome,  Dr.  J.  E 
Evans,  President.  New  Hanover  Medical  Society;  Demon- 
stration Fracture  Museum,  Dr.  Beverly  C.  Raney,  Duke 
University;  Fracture  of  the  Two  Weight-Bearing  Bones — 
The  Hip  and  the  Os  Calcis,  Dr.  Charles  Scudder,  Boston, 
Mass.;  Internal  Fixation  of  Fracture  of  Hip,  Dr.  0.  L. 
Miller,  Charlotte;  Review  of  Fractures  Admitted  for  the 
Year  1936,  Dr.  J.  F.  Robertson,  Wilmington. 

DR.  DONALD  KOONCE,  President. 
DR.  F.  0.  FAY,  Secretary. 

On  invitation  of  the  Auxiliary  to  the  New  Hanover  Med- 
ical Society  a  number  of  the  doctors'  wives  in  the  district 
attended  and  enjoyed  surf  bathing  ,buffet  supper  and  bridge 
at  the  Yacht  Club.  This  feature  was  in  charge  of  Mrs. 
Graham  Barefoot. 


Augusta  County  (Va.)  Medical  Society. — Dr.  W.  A. 
Murphy,  of  "Bethel  Green."  Augusta  County,  was  elected 
president  of  the  Augusta  County  Medical  Society,  succeed- 
ing Dr.  Guy  Fisher,  of  Staunton,  at  the  annual  meeting 
held  at  the  Stonewall  Jackson  Tavern,  Staunton.  Elected 
to  serve  with  him  were  Dr.  S.  H.  Garst,  Staunton,  vice 
president;  Dr.  L.  S.  Booker,  Waynesboro,  secretary,  and 
Dr.  J.  E.  Womack  (re-elected),  treasurer.  Dr.  Booker  suc- 
ceeds Dr.  F.  Robertson,  Jr. 


Buncombe  County-  Medical  Society,  at  the  Parish 
House,  BUtmore,  August  2nd,  as  guests  of  the  Biltmore 
Hospital  Staff,  Pres.  Huffines  in  the  chair.  Dr.  Burnett 
was  introduced  by  Dr.  Gillespie. 

Meeting  then  turned  over  to  Dr.  Craddock,  as  committee 
chairman  for  the  hospital  staff. 

Dr.  J.  T.  Saunders:  two  cases,  1)  Knee-fusion  operation, 
adult,  cut  with  an  ax,  wound  infected  and  after  three  oper- 
ations the  flexed  joint  became  stiff,  quite  painful  and  crip- 
pling. Dr.  Saunders  operated  again,  and  the  patient  exhibits 
a  straight  leg,  not  painful,  and,  although  stiff,  quite  useful. 
X-ray  pictures  before  and  after  the  operation  were  shown. 
2)  An  18-year-old  boy  who  had  a  hip  deformity  known  as 
slipping  epiphysitis  at  the  proximal  end  of  the  femur. 
Operation,  reconstruction  of  the  hip  with  apparently  perfect 
result,  able  to  use  the  hip  through  even'  motion  without 
pain  or  limp.  X-ray  of  the  results  6  months  after  operation 
was  shown. 

Dr.  J.  A.  Moore:  a  case  report  of  an  adult  suffering 
from  mediastinal  tumor.  When  x-ray  therapy  failed  to 
reduce  the  size  of  the  tumor,  operation  was  decided  upon. 
Under  intratracheal  anesthesia  by  Dr.  Ambler,  the  tumor 
was  removed.  Satisfactory  recovery  from  the  operation 
but  died  later  from  metastasis,  since  the  tumor  was  shown 
to  be  a  bronchogenic  carcinoma.  Pathological  tissue  pre- 
sented, as  were  x-ray  films.     Autopsy  findings  reported. 

Dr.  G.  W.  Kutscher,  jr.:  a  case  of  a  blood  malignancy 
in  a  5-year-old  child  with  severe  anemia,  enlargement  of 
the  large  joints.  This  child  had  been  thoroughly  studied 
in  hospital  by  six  physicians.  He  showed  definite  improve- 
ment and  was  discharged ;  diagnosis  appeared  to  be  hyper- 
parathyroidism. Throughout  his  illness  of  a  year,  the  child 
showed  anemia  and  a  lymphocytosis.  When  admitted  to 
Biltmore  Hospital   r.b.c,  62,000;   w.b.c,  32,000— polys.,  2; 
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Few  Regions  are  the  Seat  of 
as  Much  Pathology  as  the 

Female  Pelvis 


Gross  and  microscopic 
sections  through  sup- 
purating fallopian    tube. 
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SALPINGITIS 
OOPHORITIS 
METRITIS 
CERVICITIS 
VAGINITIS 

as  well  as  in : 
METRORRHAGIA 
AMENORRHOEA 
DYSMENORRHOEA 

CYSTITIS 
BARTHOLINITIS 


AntiphUgkUne's 

retained  heat,  its  soothing  effects, 
its  hygroscopic  and  capillary-stimu- 
lating therapeutic  qualities,  have  a 
DISTINCT  place  in  treatment. 


Generous  clinical  sample  and 

descriptive  literature  on 

request   from 
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lymph.,  98;  hb.,  8%.  Three  transfusions  failed  and  he  died 
four  days  later.  There  was  a  terminal  Vincent's  infection 
of  the  mouth;  a  hemic  murmur;  flexion  deformity  of  the 
knees;  extensive  peripheral  adenitis;  otitis  media,  and  ex- 
treme emaciation.  Diagnosis  was  revealed  through  autopsy 
study  by  Dr.  Crump  as  a  case  of  leucosarcoma.  Dr.  G.  W. 
Murphy  presented  the  x-ray  pictures  of  this  case  and  dis- 
cussed the  differential  diagnosis  from  the  x-ray  standpoint. 

Dr.  A.  B.  Craddock:  case  of  a  man  with  rapid  gain  of 
weight,  headaches  and  hypertension.  Since  childhood  severe 
headaches,  nervousness  and  nocturia.  Three  years  ago  he 
was  refused  life  insurance  because  of  a  blood  pressure  of 
170.  In  three  months  gained  30  pounds  in  weight,  most 
about  the  trunk,  head  and  neck.  The  detailed  physical 
examination  was  given.  Laboratory  findings  showed  noth- 
ing remarkable  when  the  patient  was  first  seen.  Prior  to 
death,  there  was  a  rapid  anemia  which  could  not  be  con- 
trolled. X-ray  findings  showed  a  very  small  sella  with 
large  clinoids.  The  patient  had  been  given  x-ray  treatments 
over  the  pituitary  region  with  no  great  benefit.  The  diag- 
nosis in  this  case  was  Cushing's  syndrome;  all  the  neces- 
sary signs  and  symptoms  being  present  to  satisfy  that  diag- 
nosis.    Dr.  Crump  presented  the  autopsy  findings. 

Following  the  meeting  the  society  was  the  recipient  of 
refreshments  served  by  the  nursing  staff  of  Biltmore  Hos- 
pital. 

(Signed)     G.  W.  Kutscher,  jr.,  M.D.,  Sec. 


The  National  Medical  Association,  composed  of  Negro 
physicians,  dentists  and  pharmacists,  at  the  close  of  its 
recent  session  in  St.  Louis,  chose  Hampton,  Va.,  for  its  1938 
session. 

Dr.  George  W.  Bowles,  York,  Pa.,  is  president-elect  of 
the  organization.  Other  officers  elected  for  the  coming  year 
are:  vice  president,  Dr.  W.  P.  Dickerson,  Newport  News, 
Va.;  general  secretary,  Dr.  John  T.  Givens,  Norfolk,  Va.; 
chairman  of  the  executive  board,  Dr.  William  McKinley 
Thomas,  Leavenworth,  Kan.;  speaker  of  the  house  of  dele- 
gates, Dr.  G.  Hamilton  Francis,  Norfolk,  Va.,  and  national 
director  of  exhibits,  Dr.  William  E.  Allen,  jr.,  St.  Louis. 


New  Board  of  Directors 
The  newly  appointed  Board  of  Directors  for  the  State 
Hospital  for  colored  insane  near  Goldsboro  held  their  first 
meeting  at  the  hospital  two  weeks  ago,  elected  officers  and 
inspected  the  hospital  plant.  Graham  Woodward  of  Wilson, 
one  of  the  three  members  appointed  recently  by  the  Gov- 
ernor, was  re-elected  chairman  of  the  board.  W.  A.  Dees  of 
Goldsboro  was  re-elected  vice  chairman,  and  W.  E.  Hooks 
of  Ayden  was  elected  secretary.  Dr.  John  D.  Robinson  of 
Wallace,  and  C.  P.  Aycock  of  Pantego,  were  elected  to  serve 
as  an  executive  committee.  J.  D.  Phillips  of  Laurinburg,  and 
Dr.  W.  P.  Holt  of  Erwin,  were  the  other  members  present. 
D.  D.  French  of  Wilmington  and  Knox  Johnstone  of  Mex- 
ville  were  not  present. 


The  Federal  Government,  through  the  Public  Works  Ad- 
ministration, has  made  a  grant  of  $185,000  for  the  Univer- 
sity of  North  Carolina's  new  "public  health  and  medical 
building."  The  Government  two  years  ago  designated  Chapel 
Hill  as  the  center  for  the  training  of  public  health  officers 
in  the  Southeastern  States  and  made  a  grant,  through  the 
State  Board  of  Health,  to  help  finance  the  training  program. 

The  North  Carolina  legislature  appropriated  this  year 
$200,000  for  either  a  new  medical  building  or  an  extension 
to  the  present  one  and  the  Federal  appropriation  is  a  supple- 
ment. 


Jobs  for  Young  Doctors  are  being  offered  by  the  State 
Board  of  Health.  Dr.  Carl  Reynolds,  State  Health  Officer, 
has  sent  out  a  call  for  physicians  under  35  who  would  like 


to  make  public  health  their  life's  work.  He  says  the  field 
is  remunerative.  Two  special  courses  are  given  here  in  the 
University  every  year  for  the  training  of  public  health 
specialists. — Chapel  Hill  Weekly. 


An  Orthopedic  Clinic  was  held  at  the  welfare  office, 
Lumberton,  Sept.  3rd,  by  Dr.  Lennox  Baker,  new  head  of 
orthopedic  department  at  Duke  and  Dr.  R.  B.  Rainey,  also 
of  Duke. 


PSYCHIATRIC  CLINIC 

Dr.  Joseph  R.  Blalock  of  the  New  York  Psychiatric  In- 
stitute and  a  native  of  North  Carolina  directed  a  psychia- 
tric clinic  at  the  State  Hospital  at  Raleigh  for  a  two-weeks' 
period  August   lst-14th,  inclusive. 

The  New  York  Psychiatric  Institute  gives  a  ten-weeks' 
course  each  year  in  psychiatry,  and  Dr.  Blalock  has  pat- 
terned his  two-weeks'  course  from  the  course  at  the  Psychia- 
tric Institute.  Ward  rounds  are  made  with  the  physicians 
with  special  attention  to  certain  patients  and  the  observa- 
tion of  those  who  are  being  given  the  insulin  treatment. 
The  State  Hospital  at  the  present  time  is  giving  the  insulin 
treatment  to  four  patients  (2  men  and  2  women).  The 
second  part  consists  of  the  review  of  psychiatric  periodicals 
by  members  of  the  staff.  The  books  are  reviewed  and  dis- 
cussed. The  third  part  consists  of  the  clinic  at  which  a 
detail  history  is  presented  of  different  types  of  psychosis, 
interview  with  the  patient,  and  then  a  discussion  of  the 
psychiatric  aspect  of  the  case,  diagnosis,  prognosis  and 
treatment. 

This  course,  arranged  by  the  Superintendent,  has  proved 
of  great  value  and  interest  to  the  physicians  connected  with 
the  State  Hospital  at  Raleigh.  It  is  hoped  that  a  course 
of  this  nature  may  be  given  each  year. 


The  first  West  Coast  meeting  of  the  American  Academy 
of  Orthopaedic  Surgeons  will  be  held  January  16th  to 
20th,  1938,  at  the  Hotel  Biltmore,  Los  Angeles.  Special 
trains  will  be  run  with  stop-overs  at  Santa  Fe,  the  Grand 
Canyon,  San  Francisco  and  other  points.  For  further  in- 
formation write  to  Robert  L.  Lewbi,  Hotel  Biltmore,  Los 
Angeles,  California. 

Dr.  J.  Filmore  Hubbard  (M.  C.  Va.,  class  '08)  has  been 
made  president  of  the  new  Waynesboro  (Va.)  General  Hos- 
pital, opened  September  1st.  Dr.  C.  C.  Freed  was  named 
vice  president  and  Dr.  D.  E.  Watkins,  secretary.  All  the 
officers  are  from  Waynesboro.  Fourteen  physicians  in 
Waynesboro  and  nearby  communities  will  compose  the  staff 
of  the  new  medical  center  now  being  completed  in  Jefferson 
Park. 


EDENTON  —  Drs.  J.  A.  Powell  and  Martin  Wisely  have 
moved  into  their  new  quarters  on  the  first  floor  of  the  Citi- 
zens Bank  building.  Dr.  L.  P.  Williams  will  remain  in  the 
building  on  King  street  used  jointly  by  Dr.  Powell  and 
himself  for  a  number  of  vears. 


We  Announce  with  deep  regret  the  death  of  Mr.  Paul 
B.  Hoeber  in  New  York,  on  August  20th.  His  associates 
will  carry  on  his  work  in  the  same  tradition  which  he  so 
definitely  established.— HARPER  &  BROTHERS. 


Dr.  Walter  F.  Cole,  orthopedic  surgeon  of  Greensboro 
held  a  clinic  for  crippled  children  and  adults  at  the  Hamle 
Hospital  Sept.  1st. 


Dr.  George  R.  Wilkinson  and  Associates,  Greenvilli , 
South  Carolina,  announce  the  association  with  them  cf 
Dr.  John  F.  Rainey,  in  the  practice  of  Internal  Medicine. 
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Dr.  F.  Webb  Griffith  announce?  that  he  has  resumed 
the  practice  of  Surgery  and  has  opened  offices  in  the  Flat- 
iron  Building.  Asheville. 


Dr.  Richard  W.  Fowi.kes,  Richmond,  announces  the  as- 
sociation of  Dr.  Allen  Pepple  in  the  practice  of  Derma- 
tology and  Syphilology. 


Dr.  Julia  Arrowood,  of  the  staff  of  the  Massachusetts 
General  Hospital,  Boston,  spent  part  of  her  vacation  in 
Little  Switzerland  and  in  Morganton. 


Dr.  S.  A.  Pope,  recently  of  Durham,  is  locating  in  Lum- 
berton.  He  took  his  first  two  years  in  medicine  at  Chapel 
Hill,  his  degree  at  Pennsylvania  (1935),  served  an  interne- 
ship  at  Wheeling  General  Hospital,  Wheeling,  W.  Va.,  and 
has  done  special  work  in  obstetrics  and  gynecology  at  the 
New  York  Lying-in  Hospital.  Dr.  Pope  is  a  native  of 
Robeson  County  and  a  nephew  of  the  late  Dr.  H.  T.  Pope 
of  Lumberton. 


Dr.  H.  U.  Stephenson,  jr.,  of  Richmond,  after  having 
completed  an  interneship  at  Saint  Elizabeth's  Hospital  in 
Washington,  has  become  a  member  of  the  medical  staff  of 
the  Federal  Veterans'  Facility  at  Jefferson  Barracks,  Mis- 


Dr.  Jefferson  Davis,  of  Waxhaw,  has  located  in  States- 
ville  for  the  practice  of  his  profession. 


Dr.    W.    Durwood    Suggs,   of    Richmond,   has    returned 
from  a  vacation  spent  in  Nova  Scotia. 


Dr.  James  McCaw  Tompkins,  of  Richmond,  has  gone 
on  a  cruise  to  California  by  way  of  the  Panama  Canal. 


Dr.  Alfred  Hamilton,  of  Chapel  Hill,  lately  a  graduate 
of  the  Harvard  Medical  School,  has  been  appointed  to  the 
surgical  service  of  the  Roosevelt  Hospital,  New  York. 


Our  Medical  Schools 


Wake  Forest 


The  School  of  Medical  Sciences  has  established  with  Rex 
Hospital  a  co-operative  laboratory  system  that  includes  an 
active  service  in  Biochemistry,  Bacteriology,  Clinical  Path- 
ology and  Pathology,  with  a  member  of  our  faculty  in 
each  department  of  the  hospital  and  the  school.  This  will, 
of  course,  give  us  cases  for  study  of  interest  in  all  branches 
of  laboratory  work. 


University  of  North  Carolina 


The  following  changes  and  additions  have  been  made  to 
the  faculty  commencing  September  1st: 

Dr.  William  deB.  MacNider,  Kenan  Research  Professor 
of  Pharmacology,  assumes  the  Deanship  of  the  Medical 
School.     Dr.  MacNider  retains  his  Research  Professorship. 

Dr.  W.  R*ece  Berryhill,  Physician-in-Chief  to  the  Uni- 
versity Infirmary  and  Associate  Professor  of  Medicine,  As- 
sistant Dean. 

Dr.  James  C.  Andrews,  Professor  of  Biological  Chemistry 
and  Head  of  the  Department. 

Dr.  Harold  W.  Brown,  Professor  of  Public  Health. 

Dr.  Granville  C.  Kyker,  Instructor  in  Biochemistry. 

Dr.  Russell  H.  Holman,  Assistant  Professor  of  Pathology. 

Dr.  Warren  S.  Hammond,  Instructor  in  Anatomy. 


Dr.  Frank  N.  Low,  Instructor  in  Anatomy. 

J.  Gilmer  Mebane,  Student  Research  Assistant  in  Path- 
ology. 

As  a  result  of  the  recent  appropriation  by  the  State  Leg- 
islature and  an  additional  PWA  grant  from  the  Federal 
Government,  the  University  will  erect  on  an  appropriate 
site  on  its  campus  a  $400,000.00  building  for  the  use  of  the 
Medical  School  and  the  Division  of  Public  Health. 


Medical  College  or  Vdjcinia 


The  100th  session  of  the  College  will  open  September  17th 
for  registration.  Freshmen  in  the  schools  of  medicine  and 
dentistry  will  register  on  September  7th,  thus  giving  first- 
year  students  in  these  two  schools  two  weeks'  longer  term. 
A  large  enrollment  is  anticipated. 

Dr.  Harvey  B.  Haag,  Professor  of  Pharmacology,  attend- 
ed the  annual  meeting  of  the  American  Pharmaceutical  As- 
sociation, and  gave  a  paper  on  Pharmacology  of  Propylene 
Glycol. 

The  Medical  Unit  of  the  Reserve  Officers'  Training 
Corps  has  been  re-established  at  the  college  and  Lieutenant- 
Colonel  E.  B.  Maynard  will  report  for  duty  September  1st. 
Last  year  the  work  was  carried  on  by  Major  Sam  F.  Parker 
of  Fort  Monroe,  a  full-time  man  not  being  appointed. 

Dr.  R.  A.  Deno  of  the  School  of  Pharmacy  is  teaching 
in  the  Summer  School  of  the  University  of  Michigan. 

Miss  Frances  Helen  Zeigler,  Dean  of  the  School  of  Nurs- 
ing, recently  returned  from  a  month's  study  in  England. 

Dr.  Frank  L.  Apperly,  Professor  of  Pathology,  spent 
some  time  in  the  summer  at  the  Mallory  Institute  of  Path- 
ology. 

The  new  dormitory  towards  which  the  Public  Works 
Administration  made  a  grant  of  $140,850.00  is  progressing 
satisfactorily.  It  is  expected  that  this  building  will  be  ready 
for  occupancy  about  April  1st,  1938. 
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A  grant  of  $300.00  has  been  received  from  the  Ella  Sachs 
Plotz  Foundation,  of  Boston,  for  research  work  in  neu- 
rology. This  work  is  being  done  by  Dr.  E.  H.  Ingersoll, 
Associate  Professor  of  Anatomy.  A  grant  of  $800.00  has 
been  received  by  the  Department  of  Pharmacology  for  re- 
search on  derris  from  interested  New  York  manufacturers. 
Dr.  Harvey  B.  Haag,  Professor  of  Pharmacology,  will  be 
in  charge  of  this  research. 

Dr.  J.  D.  Kernodle  of  Wilmington,  Delaware,  has  been 
appointed  assistant  in  pathology  and  reported  for  work  on 
July  15th.  Dr.  Clair  R.  Spealman  of  Saint  Louis  has  been 
appointed  Associate  in  Physiology  and  Pharmacology  and 
joined  the  staff  of  the  college  on  September  1st. 

Contracts  have  been  awarded  for  furniture  and  fixtures, 
sterilizing  equipment,  and  metal  laboratory  equipment  for 
the  new  clinic  and  laboratory  building  now  nearing  com- 
pletion. 


last  five  years  of  his  life  he  was  Chairman  of  the  Board  of 
Trustees  of  Rex  Hospital. 


MARRIED 

Dr.  George  Parrott  Rosemond,  of  Kinston,  and  Miss  Lois 
Jean  Mason,  of  Philadelphia,  were  married  on  August  21st. 
Dr.  Rosemond  is  chief  resident  physician  of  Temple  Uni- 
versity Hospital,  Philadelphia. 


Dr.  Wade  Hampton  St.  Clair,  jr.,  and  Mrs.  Mary  Archer 
Ryland,  Bluefield,  West  Virginia,  were  married  on  Sep- 
tember 2nd. 


Dr.  N.  Talley  Ballou,  sr.,  of  Richmond,  and  Miss  Estelle 
Evelyn  McNaughton,  of  West  Point,  Virginia,  were  married 
on  August  7th.  Dr.  Ballou  is  a  member  of  the  staff  of  the 
Virginia  State  Board  of  Health. 


Dr.  Robert  H.  Maris,  Wilmington,  Delaware,  and  Miss 
Ruth  E.  Outland,  Northampton  County,  North  Carolina, 
were  married  on  July  22nd. 


DEATHS 


Dr.  James  W.  McGee,  70,  died  suddenly  at  his  home  at 
Raleigh  on  August  10th.  He  was  born  in  Duplin  County. 
After  graduation  at  Bellevue  in  1S8S  he  had  two  years  of 
practice  at  Lumberton  before  locating  at  Raleigh.  Dr. 
McGee  was  professor  of  pediatrics  during  the  years  1905- 
1910  in  which  the  University  maintained  a  school  giving  the 
third  and  fourth  years  of  the  medical  curriculum.  For  the 
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Dr.  Charles  Lucas  Duncan,  65,  died  at  his  home  at  Beau- 
fort, N.  C,  at  S:30  o'clock  on  the  4th  of  September  after 
retirement  for  several  years  due  to  his  failing  health.  Dr. 
Duncan  had  been  one  of  Beaufort's  most  successful  physi- 
cians, especially   in  children's  diseases. 


Dr.  W.  H.  Kenfield,  60,  died  in  the  Albemarle  Hospital 
August  22nd.  He  was  brought  from  Hatteras  by  plane  Au- 
gust 16th.  He  had  practiced  in  Hatteras  for  12  years.  He 
was  a  native  of  Hastings,  Mich.,  and  a  graduate  of  the 
Univ.  of  Michigan,  class  of  1906.  The  body  was  taken  to 
Waxhaw  and  funeral  service  was  held  there. 


Dr.  S.  F.  Parker,  67,  of  Goldsboro,  N.  C,  died  the  night 
of  August  15th  after  two  years  of  ill  health.  He  was  a 
native  of  Sampson  County  and  a  graduate  of  the  Medical 
College  of  Virginia.  He  practiced  in  Mt.  Olive  for  many 
years  before  removing  to  Goldsboro  a  few  years  ago. 


Dr.  Sydney  John  Baker,  coroner  for  South  Richmond 
and  for  more  than  30  years  prominent  in  his  profession  and 
in  the  Episcopal  Church,  died  August  7th,  at  the  age  of  73, 
after  an  illness  of  several  months. 

Dr.  Baker  was  born  in  1S63  at  Torquay,  Devonshire, 
England,  and  for  a  while  he  was  a  druggist  in  London  be- 
fore coming  to  this  country  in  the  fall  of  18S7.  Soon  he* 
entered  the  College  of  Physicians  and  Surgeons,  Baltimore, 
where  he  graduated  in  1890,  winner  of  the  Lynch  medal. 
He  practiced  medicine  in  Bedford  County  and  Longdale, 
Va.,  for  two  years,  and  then  in  April,  1903,  moved  to  Rich- 
mond and  established  a  practice  on  the  Southside.  As  a 
boy  Dr.  Baker  had  been  trained  in  the  traditions  of  the 
Church  of  England  and  after  making  his  home  in  Richmond 
he  continued  his  devotion  as  a  communicant  of  the  Episco- 
pal Church  in  Virginia.  He  was  a  vestryman  in  Meade 
Memorial  Episcopal  Church  and  in  its  successor,  St.  Luke's 
Church,  South  Richmond.  He  had  also  served  as  the  treas- 
urer of  St.  Luke's  Church  for  nearly  a  decade. 


BOOKS 


TRAUMA  AND  DISEASE,  edited  by  Leopold  Brahdy, 
B.S.,  M.D.,  Physician  in  Charge  of  Industrial  Diseases  and 
Accidents  in  the  Office  of  the  Corporation  Counsel  of  the 
City  of  New  York,  and  Samuel  Kahn,  B.S.,  M.D.,  Med- 
ical Examiner  in  the  Bureau  of  Workmen's  Compensation 
of  the  Department  of  Labor,  State  of  New  York.  Illus- 
trated.    Lea  and  Febiger,  Philadelphia.     1937.     $7-50. 

Increase  in  accidents,  compensation  laws  and  the 
growth  of  preventive  and  industrial  medicine  em- 
phasize the  importance  of  a  study  of  this  subject; 
on  which  not  a  great  deal  has  been  written, 
most  of  that  of  little  or  doubtful  value.  The  book 
deals  with  the  relationship  of  a  single  trauma  to 
disease.  There  are  24  contributions,  each  by  a  man 
of  note.  There  are  chapters  on  trauma  and  heart 
disease,  trauma  and  pulmonary  disease,  trauma  and 
genito-urinary  disease,  trauma  and  mental  disor- 
ders, trauma  and  diseases  of  the  spine,  trauma 
and  neoplasms,  trauma  and  diseases  of  the  thyroid 
gland,  trauma  in  relation  to  obstetric  and  gynecolo- 
gic conditions — trauma  and  all  the  other  organs 
and  systems. 
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The  difficulties  and  uncertainties  of  the  subject 
are  admitted,  but  here  the  doctor  can  get  what 
information  is  to  be  obtained,  and  from  "the  au- 
thorities," so  dear  to  the  hearts  of  lawyers. 

The  breadth  of  outlook  may  be  estimated  from 
certain  statements  in  the  introductory  chapter:  a 
burn  may  call  attention  to  the  thermal  anesthesia 
of  syringomyelia;  a  slight  contusion  of  the  breast 
may  call  attention  to  a  tumor;  existing  disease  may 
be  the  cause  of  the  accident  which  results  in  the 
trauma.  Certain  conditions  are  practically  always 
the  result  of  trauma,  others  rarely,  still  others 
never.  The  time  interval  is  an  important  considera- 
tion. 

We  are  told  that  trauma  may  cause  deaths  from 
heart  disease,  or  originate  peptic  ulcer  or  appen- 
dicitis; but  that  there  is  no  evidence  that  post-natal 
trauma  can  cause  feeble-mindedness,  that  its  role 
in  neurosyphilis  has  not  been  established,  and  that 
true  neoplasms  have  little  if  any  relation  to  acute 
trauma. 

The  book  refutes  many  an  old  wive's  tale  and 
is  a  good  textbook  in  a  large  field  of  diagnosis  and 
prognosis.  For  the  good  of  himself  as  well  as  his 
patient,  no  doctor  who  sees  cases  coming  under  the 
compensation  laws — and  who  does  not? — can  af- 
ford to  be  without  the  book. 


AN  INTRODUCTION  TO  DERMATOLOGY,  by  Rich- 
ard L.  Sutton,  M.D.,  Sc.D.,  LL.D.,  F.R.S.  (Edin.),  Pro- 
fessor of  Dermatology,  University  of  Kansas  School  of 
Medicine,  and  Richard  L.  Sutton,  jr.,  A.M.,  M.D., 
L.R.C.P.  (Edin.),  Instructor  in  Dermatology,  University  of 
Kansas  School  of  Medicine.  Third  edition.  The  C.  V. 
Mosby  Company,  St.  Louis.     1937.    $5.00. 

Among  the  conditions  not  included  in  previous 
editions  are:  pyoderma  gangrenosum,  dermatomy-' 
ositis,  congenital  skin  defects  of  the  newborn, 
pituitary  basophilism,  glomus  tumors,  circumscrib- 
ed myxedema,  rat  mite  dermatitis,  calcifying  epi- 
thelioma and  grasshopper  dermatitis.  These  are 
only  a  few. 

Syphilis  and  eczema  are  covered  especially  well. 
X-ray  treatment  is  not  recommended  as  the  best 
treatment  for  every  skin  disease.  A  good  descrip- 
tion of  lingual  tonsillitis  suggests  the  question 
whether  disease  conditions  in  the  mouth  that  get 
away  from  the  general  practitioner  should  go  to 
the  nose-and-throat  man,  the  dentist,  the  oral  sur- 
geon, the  gastroenterologist  or  the  dermatologist. 

An  unusuaUv  helpful  work;  much  more  than  its 
name  implies.  The  doctor  in  general  practice  will 
find  it  a  reliable  guide  in  its  field. 


THE  PSYCHOLOGY  OF  DEALING  WITH  PEOPLE: 
Appealing  to  the  Want  for  a  Felling  of  Personal  Worth,  by 
We.vdlli.  White,  Ph.D.,  Assistant  Professor  in  Psychology, 
University  of  Minnesota.  The  Macmittan  Company,  New 
Yor.k     1937.    $2.50. 

The  author  writes  about  presenting  one's  ideas 


indirectly,  or  directly  in  an  inoffensive  manner; 
care  in  designating  an  act  as  creditable  or  discredit- 
able, and  in  acknowledging  the  worth  of  others 
indirectly  and  removing  objectionable  ideas  in- 
offensively; about  negativism,  touchiness  and  pos- 
ing, boasting  and  talking  over  the  heads  of  others. 
There  are  chapters  on  rationalization  and  re- 
pression, on  providing  wholesome  compensations 
and  on  controlling  a  person's  comparison  of  himself 
with  others. 

It  is  not  written  in  the  language  of  psychology, 
but  in  intelligent  English.  A  study  of  this  book 
will  enable  any  one  to  make  happier  himself  and 
all  those  about  him;  and  it  does  not  inculcate  hy- 
pocrisy or  toadyism. 


OBSTETRICS  FOR  NURSES,  by  Joseph  B.  DeLee, 
A.M.,  M.D.,  Professor  of  Obstetrics  and  Gynecology,  Emer- 
itus, University  of  Chicago;  Consultant  in  Obstetrics,  Chi- 
cago Lying-in  Hospital  and  Dispensary-;  Consultant  in  Ob- 
stetrics, Chicago  Maternity  Center,  and  Mabel  C.  Carmon, 
R.N.,  Chief  Supervisor  and  Instructor  in  the  Birthroom^! 
Chicago  Lying-in  Hospital  and  Dispensary.  Eleventh  Edi- 
W.  B.  Saunders  Company,  Philadelphia  and  London,  1937 
Cloth,  $3.00  net. 

Figures  are  given  to  show  the  loss  of  life  from/in 
pregnancy  and  labor  and  the  morbidity  induced. 
The  obstetric  nurse's  opportunities  are  unfolded.  It 
is  recognized  that  all  women  can  not  go  to  hospitals 
for  delivery.     The  anatomy  and  physiology  of  the 
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female  generative  organs,  conception,  the  growth 
of  the  embryo  and  fetus,  the  child  at  birth  and 
maternal  changes  are  described,  preparatory  to  a 
consideration  of  labor.  The  author  says  the  care 
of  the  pregnant  woman  is  getting  to  be  one  of  the 
most  important  of  the  nurse's  fields  of  activity  and 
he  tells  her  how  to  go  about  it.  Directions  are 
given  for  preparation  for  labor  at  home,  assem- 
bling the  layette  and  nursery  equipment.  Nursing 
care  of  labor  at  home  includes  preparation  for 
perinenorrhaphy,  general  care  of  mother  and  in- 
fant, giving  anesthetics,  and  other  practical  details. 
Care  in  hospital  delivery  is  simpler  in  some  ways, 
more  complicated  in  others,  e.g.,  problems  of  iden- 
tification of  infants  and  protection  against  epidemic 
diseases  of  infants. 

Preparation  for  obstetric  operations,  nursing  the 
eclamptic  patient,  anticipating  and  preventing  com- 
plications, technique  of  bottle  feeding — it  seems 
that  nothing  has  been  overlooked. 

The  nurse  who  practices  all  that  may  be  learned 
from  this  book  will  leave  little  for  the  obstetrician 
to  do. 


NOTES  ON  BACTERIOLOGY,  by  James  W.  Davis, 
M.D.,  F.A.C.S.,  Surgeon-in-Chief,  Davis  Hospital,  States- 
ville,  N.  C.  Second  edition.  Lassitcr  Press,  Inc.,  Charlotte. 
1937. 

The  preface  makes  it  plain  that  the  author 
realizes  the  need  for  educating  nurses  to  be  helpers 


Pure 
refreshment 


to  doctors,  not  substitutes  for  doctors.  As  one  goes 
on  into  the  little  book  he  sees  that  the  author  has 
stuck  to  his  thesis.  He  does  not  attempt  to  tell 
nurses  how  to  stain  bacteria  and  how  to  identify 
them  under  the  microscope  or  by  the  way  they 
grow  on  different  foods;  but  how  to  avoid  con- 
taminating themselves  and  others  by  taking  infected 
substances  into  the  mouth,  getting  them  into  the 
eyes  or  into  surgical  incisions,  or  in  any  other 
way.  The  nurse  is  not  taught  how  to  examine  and 
report  on  urine,  sputum,  feces  and  tissue  or  organs 
removed  surgically;  she  is  taught  how  to  collect 
specimens  and  delier  them  to  the  laboratory  in  best 
condition  for  examination. 

Principles  are  well  laid  down  and  system  thor- 
oughly inculcated. 

A  subject  of  value  on  which  little  is  written  is 
instruction  of  orderlies.  Practical  helps  are  offered 
to  those  who  want  to  know  what  words  mean;  to 
know  the  difference  between  ante  and  anti,  between 
hypo  and  hyper,  between  per  annum  and  per  anion. 

Dr.  Davis'  book  is  written  as  a  supplement  to 
whatever  textbook  on  bacteriology  has  been  chosen 
for  a  class  of  nurses.  With  a  few  additions  it  would 
serve  admirably  as  a  substitute  and  improvement. 

Training  schools  should  turn  out  good  nurses,  not 
poor  doctors.  Their  students  should  be  taught  how 
to  carry  out  doctors'  directions,  not  the  diagnosis 
and  treatment  of  disease. 

Dr.  Davis'  book  recognizes  this  need  and  carries 
forward  this  idea. 


INJECTION  TREATMENT  OF  HERNIA,  by  Carl  O. 
Rice,  M.D.,  F.A.C.S.,  Instructor  in  Surgery,  University  of 
Minnesota  School  of  Medicine;  Surgeon  in  Charge  of  the 
.Surgical  Out-Patient  Department  of  the  Minneapolis  Gen- 
eral Hospital;  Adjunct  to  the  Surgical  Staff  of  the  Minne- 
apolis General  Hospital;  Surgeon  to  Asbury  Hospital,  Dea- 
coness Hospital  and  Swedish  Hospital,  Minneapolis.  With 
the  Vssistance  ant1  Co-operation  of  Hamlin  Mattson,  M.D. 
Eighty-three  illustrations.  F.  A.  Davis  Company,  Phila- 
delphia.    1937.    S4.50. 

The  author  suggests  that  hernioplasty  being 
more  spectacular  accounts  for  the  neglect  of  the 
injection  treatment,  since  1843,  when  Heaton  was 
obtaining  very  satisfactory  results  in  the  majority 
of  instances  by  injection.  Dr.  Ignatz  Mayer,  of 
Detroit,  is  credited  with  modernizing  the  method 
as  an  ambulatory  procedure,  also  with  having  treat- 
ing 2,100  cases,  successfully  in  98  per  cent. 

Hernias  are  classified,  the  surgical  anatomy  of 
the  parts  involved  given  in  detail.  A  thoughtful 
chapter  deals  with  the  etiology  of  the  various  her- 
nias. The  diagnosis,  we  are  told,  is  not  easy  in 
every  case.  Examination  is  minutely  described, 
and  differentiating  features  evaluated. .  Trusses  and 
truss-fitting  are  given  serious  consideration. 

Equipment  for  giving  and  recording  the  injec- 
tions is  accurately  inventoried,  different  solutions 
described  with  advantages  of  each.     The  general 
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principles  of  the  operation  are  carefully  laid  down, 
and  the  technical  procedures  to  meet  varying  sit- 
uations. Complications  and  sequelae  are  rare,  but 
these  are  taken  into  account  and  the  reader  is  told 
how  to  recognize  and  what  to  do  about  them. 

The  final  chapter  deals  with  the  medicolegal 
aspects  of  hernia  and  is  well  worthy  of  careful 
study,  especially  for  its  compensation  law  bearings. 

It  may  be  confidently  predicted  that  the  injec- 
tion method  will  enjoy  great  popularity  in  the 
treatment  of  doctors'  own  hernias. 


EMOTIONAL  ADJUSTMENT  IN  MARRIAGE,  by  Le 
Mon  Clark,  M.S.,  M.D.,  Assistant  in  Obstetrics  and  Gyne- 
cology. University  of  Illinois  College  of  Medicine.  The  C.  V. 
Mosby  Company,  St.  Louis.  1937.  $3.00. 

A  host  of  emotional  reactions  beyond  the  physical 
manifestations  cluster  around  the  sexual  impulse. 
Indeed  this  impulse,  itself  much  broader  than  what 
is  commonly  called  sex,  is  but  a  small  part  of  love. 
Sex  attraction  and  the  sexual  act  are  described  as 
affecting  the  two  partners. 

A  valuable  chapter  is  that  on  What  is  Normal? 
Another,  What  is  Moral?  Lord  Dawson  of  Penn  is 
quoted  as  telling  a  Congress  of  Anglican  Bishops, 
"More  marriages  fail  from  inadequate  and  clumsy 
sex  love  than  from  too  much  sex  love." 

Light  is  shed  on  the  darkness  of  what  goes  for 
frigidity  in  women,  and  ways  described  of  demon- 
strating that  it  is  apparent  only,  with  results  grati- 
fying to  both  partners.  We  are  told  that  men  and 
women  should  free  themselves  from  any  feeling  that 
there  can  be  anything  wrong  in  attaining  the  com- 
pletest  enjoyment  of  the  sexual  act. 

The  honeymoon  is  frankly,  intimately  and  intel- 
ligently discussed.  Chapters  on  birth  control,  in 
principle  and  in  practice,  treat  of  this  subject  in 
great  detail.  Premarital  consultation,  marriage  and 
divorce  are  considered  in  a  practical,  helpful  way. 
The  book  is  sane,  not  fanatical.  It  is  made  up  of 
matter  of  the  greatest  helpfulness  to  any  family 
doctor  who  wishes  to  discharge  his  full  duty  by  his 
families. 


CHILD  LABOR  AND  THE  NATION'S  HEALTH,  by 
S.  Adolphus  Knopf,  M.D.,  Formerly  Professor  Phthiso- 
therapy  at  the  New  York  Post  Graduate  Medical  School, 
Columbia  University;  Consulting  Physician  to  the  River- 
.-idu  Tuberculosis  Hospital,  New  York.  The  Christopher 
Publishing  House,  Boston.  1937.  50c. 

The  author  is  carried  away  by  his  subject.  He 
thinks  it  is  a  crime  and  a  disgrace  for  a  child  to 
do  anything  useful.  A  philosopher  has  described 
work  as  "whatever  a  body  is  obliged  to  do."  The 
author  is  strong  for  exercise  for  the  child  if  you. call 
it  play,  but  violently  against  it  if  you  call  it  work 
and  the  child  gets  paid  for  it.  According  to  the 
author's  reasoning,  playing  golf  would  be  fine  for  a 
boy,  but  caddying  would  destroy  his  health.  A  pic- 
ture is  given  of  "A  Cotton-Mill  Operative"  and  an- 


other of  "The  Sweat-Shop  Child,"  bath  as  horrible 
examples.  Both  (and  the  others  photographed)  look 
healthy  and  even  as  posed  for  present  use,  not  at 
all  tired  or  unhappy.  Few  of  us  enjoy  sweating; 
fewer  of  us  think  it  did  or  does  us  any  harm.  Reck- 
lessness of  statement  and  unsoundness  of  reasoning 
are  the  book's  distinguishing  characteristics.  There's 
a  lot  of  other  stuff  in  advocacy  of  compulsory  yearly 
medical  examinations,  et  cet.  So  is  a  good  cause 
disserved  by  an  overly  zealous  advocate. 


CLINICAL  URINALYSIS  AND  ITS  INTERPRETA- 
TION, by  Robert  A.  Kilduffe,  A.M.,  M.D.,  F.A.S.C.P., 
Director  of  Laboratories,  Atlantic  City  Hospital;  Patholo- 
gist, Atlantic  County  Hospital  for  Tuberculous  Diseases; 
Serologist,  Atlantic  County  Hospital  for  Mental  Diseases; 
City  Bacteriologist,  City  of  Atlantic  City;  Serologist,  Mu- 
nicipal Hospital  for  Contagious  Diseases,  Atlantic  City; 
Pathologist,  Betty  Bacharach  Home  for  Crippled  Children, 
Longport;  Pathologist,  Jewish  Seaside  Home,  Atlantic  City; 
Formerly  Major,  M.  C,  U.  S.  A.  Forty  illustrations.  F.  A. 
Davis  Company,  Philadelphia.     1937.     $4.00. 

A  book  that  has  everything  one  needs  to  know 
on  the  subject,  and  very  little  besides.  The  author 
shows  rare  discriminations  in  choosing  and  reject- 
ing. He  pays  attention  to  expense  and  tells  a  doc- 
tor how  to  equip  a  laboratory  without  needless  out- 
lay. Without  using  words  wastefully,  every  step 
of  the  various  tests  is  described  so  that  one  who 
tries  to  follow  directions  will  have  no  difficulty. 
Enough  is  given  of  physiology  and  pathology  to 
rationalize  the  procedures. 


-s.  M.  &  B.- 


The  Association  of  Military  Surgeons  of  the  United 
States  will  hold  its  45th  Annual  Convention  at  the  Am- 
bassador Hotel,  Los  Angeles,  October  14th  and  15th. 

Subjects  for  discussion: 

Fleet  Medicine,  Eyes  in  Aviation,  Ears  in  Aviation  (mo- 
tion picture  showing  research),  The  Training  of  Medical 
Officers  in  a  Major  War  Emergency,  Physiotherapy  in  the 
Next  War  (slides),  Modern  Typhoid  Treatment,  Hospital 
Ships  in  the  World  War:  Lessons  to  be  Learned  From 
Them,  Anesthesia  in  Shock,  Submarine  Medicine  (slides), 
Emergency  Plastic  Surgery  (motion  picture),  The  Blood 
Sedimentation  Rate  in  Dental  Infections  (slides),  The  Med- 
ical Specialists  Units,  U.  S.  N.  R.,  Surgical  Treatment  of 
Low  Back  Pain  (slides). 
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Medico-Legal  Notes 
(From  Stewart's  Legal  Medicine,  1910) 
The  punishment  for  rape  in  Wales  at  one  time  was  as 
follows:  In  case  the  confessed,  besides  being  required  to 
make  full  satisfaction  to  the  woman,  he  had  to  answer  for 
his  crime  to  his  sovereign,  by  the  present  of  a  silver  stand 
as  high  as  the  king's  mouth  and  as  thick  as  his  middle 
finger,  with  a  gold  cup  upon  it  large  enough  to  hold  what 
he  could  take  off  at  one  draught  and  as  thick  as  the  nail  of 
a  country  fellow  who  had  worked  at  the  plow  seven  years. 
If  he  could  not  make  such  a  present  his  virile  member  was 
cut  off. 

Suits  for  malpractice  are  by  no  means  uncommon,  and 
even  the  best  and  most  skilful  in  the  medical  profession 
have  not  escaped  from  such  annoyances.  The  bad  and 
unskilled  members  of  the  profession  are  not  generally  the 
ones  who  are  pursued  in  this  way.  If  such  a  suit  does 
come,  and  come  it  may,  even  under  such  circumstances,  he 
should  not  either  settle  it  or  make  light  of  it.  He  owes  it 
to  himself  and  his  profession  to  vindicate  himself  before  the 
world. 

A  stone  cutter  drove  into  his  head  two  stone  chisels,  each 
SJ4  inches  long  and  ->iths  in.  in  diameter,  with  a  flat  point. 
To  do  this  he  used  a  mallet  weighing  over  2  lbs. ;  he  drove 
one  of  the  chisels  into  the  right  temporal,  and  the  other  in 
the  center  of  the  forehead;  and  yet  he  was  able  to  walk 
nearly  40  feet  without  aid.  Soon  after  the  chisels  were  re- 
moved he  died. 

In  Indiana,  in  1S77,  the  Supreme  Court  said:  ''Physi- 
cians and  surgeons  whose  opinions  are  valuable  to  them  as  a 
source  of  their  income  and  livelihood  cannot  be  compelled 
to  perform  service  by  giving  such  opinions  in  the  court  of 
justice  without  payment  therefor."  And  to  the  same  effect 
are  the  decisions  in  the  Supreme  Court  of  Massachusetts 
and  in  the  United  States  District  Courts  in  Arkansas  and 
Massachusetts. 

In  the  Indiana  case  it  was  said:  "The  position  of  a 
medical  witness  testifying  as  an  expert  is  much  more  like 
that  of  a  lawyer  than  that  of  an  ordinary  witness  testifying 
to  facts.  The  purpose  of  his  service  is  not  to  prove  facts 
in  the  cause,  but  to  aid  the  court  or  jury  in  arriving  at  a 
proper  conclusion  from  facts  otherwise  proved." 

In  the  earliest  times  among  the  Romans  neither  a  physi- 
cian nor  an  attorney  was  allowed  to  charge  for  his  services. 
In  England  down  to  185S  a  physician  could  not  recover  for 
his  services  without  an  express  contract  -therefor,  but  this 
doctrine  has  never  prevailed  in  the  United  States  except  for 
a  few  years  in  New  Jersey.  Even-  person,  then,  author- 
ized to  practice  medicine  may  maintain  an  action  for  his 
lees,  and  it  has  even  been  held  that  physicians  and  sur- 
geons can  recover  for  the  services  of  their  students  in  at- 
tendance upon  their  patients.  In  such  an  action  the  phv- 
sician  is  entitled  to  recover  the  reasonable  value  of  his 
services  without  reference  to  what  his  income  is  or  has 
been;  neither  is  it  at  all  important  what  others  would  have 
done  the  work  for. 

The  safest  way  to  save  all  question  when  a  third  person 
desires  to  be  responsible  to  you  for  your  services  is  to  have 
him  put  his  promise  to  pay  you  in  writing. 

This  is  because  most  of  the  states  have  a  statute  known 
as  the  Statute  of  Frauds,  of  which  one  provision  is  gener- 
ally the  following:  "No  action  shall  be  brought  wherebv  to 
charge  a  person  upon  any  promise  to  answer  for  the  debt, 
default  or  miscarriage  of  another  person,  unless  the  agree 
ment  upon  which  the  action  is  brought  or  some  memoran 
dum  thereof  shall  be  in  writing  and  signed  by  the  party  to 
be  charged  therewith  or  some  other  person  thereunto  bv  him 
lawfullv  authorized." 


CHUCKLES 


Good  Idea,  Judge 

An  Italian  who  was  intelligent  but  knew  little  English 
had  applied  for  American  citizenship,  and  in  trying  to  wres- 
tle through  the  questions  put  to  him  by  the  clerk  became  a 
good  deal  excited  and  discouraged.  At  the  question  "Do 
you  believe  in  polygamy?"  he  threw  up  his  hands.  "I  no 
understand" 

"Well,"  the  clerk  said,  "do  you  believe  in  plural  mar- 
riage?" 

That  was  still  worse.  "No  capisco.  I  no  understan' 
notins.  I  no  Americano!"  the  Italian  shouted,  and  picked 
up  his  hat  as  though  to  walk  out. 

But  the  judge  leaned  forward  helpfully.  "Let  me  ask 
this  question:  "Benito,  what  do  you  think  of  the  idea  of 
havinc  two  or  three,  perhaps  four  wives?" 

Benito's  face  relaxed  in  a  comprehending  smile.  "I  tink 
pretty  good,  Judge.  What  you  tink?" — Max  Eastman  in 
The   Yale  Review. 


Trying  to  get  some  sleep  after  a  delivery,  the  doctor  was 
awakened  at  11  p.  m.  by  a  phone  call  from  a  patient  who 
had  cut  her  finger.  Seeing  the  rain  pouring  down  in  tor- 
rents outside  the  window,  he  asked: 

"Can't  you  come  over  to  my  office?" 

The  response  was:  "Doctor,  I  wouldn't  send  a  dog  out 
on  a  night  like  this !" 


Interne  after  examining  a  primipara  told  the  nurse  to  call 
him  when  she  detected  any  bulging.  A  short  time  later  the 
patient  asked  the  nurse  to  call  the  doctor  and  when  the 
nurse  replied,  "I  can't  see  any  bulging  yet,"  the  exasperated 
patient  rubbed  her  protuberant  abdomen  and  said,  "Well, 
what  do  vou  call  this?" 


THAT'S  TELLING    'EM! 

(Journal  A.  M.  A.) 

I've  met  some  worthy  folks  in  life, 

Sincere  they  seemed  to  be 
But  then  I've  met  a  mighty  lot 
Of  cold  hypocrisy. 

Professional,  fraternal  friends 
Are  not  the  men  I  thought, 

Lost  is  ethics  in  the  maze, 
For  many  can  be  bought. 

And  still  disgusted  as  I  am, 

Upon  my  way  I'll  go, 
With  colored  glasses  on  my  nose 

To  do  the  best  I  know. 

And  finally  when  I  breathe  my  last, 

My  body  laid  to  view 
For  all  the  hypocrites  to  see, 

The  motley  crew  I  knew. 

I  think  that  I'll  be  laid  face  down 
'Tis  different,  but  will  show 

For  on  my  coattail  they'll  behold 
A  piece  of  mistletoe. 


Coming  to  with  jaw  fractured  in  four  places,  wired  and 
splinted,  he  could  hardly  mumble;  asks  the  nurse  how  he 
has  been  kept  alive,  as  he  cannot  swallow.  She  tells  him 
that  he  is  being  fed  per  rectum  and  that  he  is  now  to  have 
some  tea.  She  starts  to  prepare  it  and  he  mumbles.  The 
nur=e  asks,  "What's  wrong"?  More  mumbling.  The  nurse 
repeats  her  question.  The  patient  replies:  "It's  too  sweet. 
I  saw  you  put  3  spoonfuls  in  it  and  I  take  only  one." 
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The    Incidence    of    Stillbirths    and    Neonatal    Deaths    in    a 
General  Hospital* 

Robert  A.  Ross,  M.D.,  F.A.C.S.,  and  Victor  Szanton,  Durham,  North  Carolina 


AS  a  rule  the  obstetrician's  interests  become 
so  interwoven  in  the  problem  of  his  patient 
that  he  seldom  has  an  inclination,  or  takes 
the  time,  to  evaluate  his  responsibility.  He  usually 
has  no  thought  other  than  that  a  woman  is  preg- 
nant and  it  is  his  job  to  see  her  to  a  satisfactory 
termination — a  mother  with  little  psychic  or  phys- 
ical trauma  and  a  healthy  baby.  It  does  not  take 
long  to  learn  that  these  two  factors  are  interdepend- 
ent. A  mother  who  has  something  happen  to  her 
baby  is  a  sick  mother,  and  even  if  the  obstetrician 
were  motivated  only  by  selfish  impulses  he  would 
be  reluctant  to  see  anything  of  evil  happen  to  the 
infant.  We  know  that  our  job  may  be  complete 
when  the  baby  is  delivered,  but  not  our  responsi- 
bility. We  know  that  each  delivery  may  be  for 
weeks,  months  and  years,  a  boomerang  to  slap  us 
in  the  face.  A  sudden  death,  a  developing  palsy  or 
a  backward  child  may  actually  or  by  implication  be 
the  reward  of  sleepless  nights,  skillful  handling, 
thankless  efforts  and  undue  strain  on  the  physician's 
arterial  tree.  It  is  no  wonder  that  an  obstetrician  is 
grateful  when  he  claims  as  an  associate  and  col- 
league a  pediatrician  who  unqualifiedly  takes  up 
and  carries  on;  who,  when  by  some  perversity  he 
finds  his  own  efforts  unavailing,  will  not  directly 
or  by  implication  cause  doubt  to  enter  the  minds 
of  the  parents  in  regard  to  the  capability  of  the 
accoucheur;  or  who  will  mark  an  untruth  with 
courage,  a  doubt  with  forthrightness,  and  misinfor- 
mation honestly  gained  with  an  explanation.  A 
great  deal  of  ill  feeling  between  doctor  and  patient 
and  doctor  and  doctor  is  caused  by  the  illadvised 
use  of  the  term  "birth  injury".  It  can  imply  a  great 
deal  that  is  wrong.  To  a  distressed  parent  it  may 
suggest  willful  harm  or  neglect.  The  zone  between 
masterly  inactivity  and  hopeful  procrastination  is 
rarely  well  defined.  One's  intent  can  seldom  be 
questioned.  In  certain  instances  an  intracranial 
hemorrhage  is  no  more  the  result  of  improper  de- 
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livery  technique  than  is  hypertrophic  pyloric 
stenosis  caused  by  faulty  feeding. 

The  still-birth  and  neonatal  death  rate  is  most 
influenced  by  these  three  factors:  the  mother,  the 
fetus  and  its  appendages,  and  the  doctor.  The  first 
two  are  operative  throughout  the  pregnancy  and, 
according  to  some,  may  have  a  carry-over  from 
previous  generations.  The  obstetrician's  influence 
should  also  spread  over  the  entire  gestational  period, 
but  this  only  rarely.  Usually  it  is  only  for  a  few 
months  at  short  intervals  with  the  most  important 
session  at  the  termination.  Often  it  is  difficult  justly 
to  evaluate  these  causative  factors  just  as  it  is 
difficult  to  designate  the  cause  of  death  in  a  pre- 
mature infant  born  precipitately  of  a  toxic  mother. 
A  practiced  obstetrician  also  knows  the  vagaries  of 
the  consultant.  A  fellow  obstetrician  always  thinks 
of  puerperal  sepsis  if  the  mother  is  feverish  and  the 
pediatrician  is  apt  to  lead  with  the  diagnosis  of 
intracranial  hemorrhage  if  the  newborn  is  ailing. 
An  honest  obstetrician  will  assume  all  the  respon- 
sibility that  is  his,  but  in  most  instances  honesty  will 
require  that  this  responsibility  be  shared.  Cognizant 
of  the  influencing  factors,  knowing  the  difficulty  of 
exact  diagnosis  and  realizing  the  need  of  informa- 
tion, all  sources  which  offer  enlightenment  should  be 
investigated  and,  naturally,  these  sources  are  apt 
to  be  as  close  as  our  own  personal  problems. 

For  the  past  few  years  there  has  been  a  very 
healthy  attitude  of  inquiry  into  the  incidence  and 
causation  by  analysis  of  still-births  and  neonatal 
deaths.  There  is  a  concentrated  effort  on  the  part 
of  several  organizations  to  correlate  these  various 
data.  In  order  properly  to  interpret  the  information, 
it  is  necessary  to  have  recognized  criteria.  To  fur- 
nish such  a  base  line  for  the  study  of  the  neonatal 
mortality  a  survey  was  instituted  at  Harvard.  "A 
statistical  study  of  the  mortality  at  the  Boston 
Lying  In  Hospital  from  1874-1934  has  recently 
been  completed  and  is  submitted  in  the  hope  that  it 
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may  provide  a  temporary  standard,  or  a  yardstick 
for  similar  studies  in  other  communities."  From  this 
has  come  a  series  of  seven  studies,  all  of  which  are 
pertinent  and  helpful.  It  seems  that  the  thoughts 
provoked  by  Clifford1  and  his  coworkers  should 
activate  every  group  to  study  their  old  records  and 
to  keep  their  current  records  in  such  a  way  as  to 
make  them  more  informative.  In  the  past  62  years, 
120,726  babies  were  delivered  under  the  supervision 
of  the  Boston  Lying  In  Hospital  with  a  stillbirth 
rate  of  48.  For  the  past  10  years  the  stillbirth  rate 
is  62  with  the  higher  rates  in  the  years  1929  through 
1932.  Bundesen  and  his  coworkers  (II.  A.  M.  A. 
107:270,  July  25th,  1936,  and  Hess,  Idem.  400, 
August  8th,  1936)  instituted  a  similar  program  in 
Chicago.  The  beneficial  effect  was  immediate  and 
they  are  now  undertaking  a  program  of  helpfulness 
to  other  institutions  and  communities. 

The  average  neonatal  mortality  rate  at  the  Boston 
Lying  In  Hospital  was  28.3  for  1,000  births.  From 
1872-1873  it  was  79,  and  in  1933-1934  it  was  19.5. 
The  improvement  is  seen  in  two  groups,  which 
may  be  classified  as  infections  and  probable  infec- 
tions in  the  premature  infant  group.  However,  it  is 
the  feeling  of  most  individuals  that  the  low  level 
in  these  two  groups  has  not  been  reached.  Energy 
and  effort  must  be  expended  particularly  in  the 
premature  group. 

Intracranial  hemorrhage,  atelectasis,  intrauterine 
asphyxia  and  asphyxia  neonatorum,  hemorrhagic 
disease  and  congenital  defects  have  remained  fairly 
constant  at  about  10  to  15  per  1,000  births  over  a 
period  of  years,  and  present  a  very  difficult  prob- 
lem to  efforts  at  reduction. 

In  looking  for  the  cause  of  stillbirths  one  en- 
counters many  conflicting  factors  and  many  twilight 
zones.  It  is  difficult  to  say  where  one  influence  stops 
and  another  begins,  or  to  say  which  factor  is  the 
more  important.  The  only  safe  approach  is  to  out- 
line all  the  factors  and  to  return  to  the  old  obstet- 
rical homily  of  prevention. 

Prematurity  is  undoubtedly  a  factor.  Many  in- 
vestigators along  many  different  lines  are  giving 
valuable  information.  From  the  endocrinologist,  the 
sociologist,  and  the  nutrition  expert  the  obstetri- 
cian may  learn  many  things  that  will  help  him 
carry  the  patient  to  term. 

In  this  State  the  question  of  late  toxemia  of 
pregnancy  is  paramount.  Approximately  one-third 
of  the  still-births  have  maternal  toxemia  as  a  back- 
ground. Peckham  has  made  many  valuable  studies 
into  the  ultimate  fate  of  toxemic  mothers  and 
babies. 

McCord  has  had  a  vast  experience  with  syphilis 
as  a  complicating  factor  in  pregnancy.  Everything 
that  he  has  written  is  well  worth  reading.  He  empha- 
sizes the  recognition  and  treatment  of  this  condition 
as  soon  as  the  diagnosis  is  established.  Coppolina 


(Am.  I.  Obst.  and  Gynec.  29:714,  May,  1935)  em- 
phasizes constant  and  zealous  treatment  as  a  pro- 
phylaxis. 

Bland  (Del.  State  Med.  I.  7:297,  Jan.,  1935) 
deals  with  intracranial  injury  and  emphasizes  pre- 
ventive measures,  which  may  be  summarized  as  fol- 
lows: Scrupulous  antenatal  supervision  with  the 
view  of  recognizing  and  remedying  complicating 
conditions  which  may  lead  to  serious  difficulty  at 
the  time  of  labor;  avoidance  of  undue  intracranial 
stress  from  the  imprudent  use  of  oxytocics;  the  use 
of  elective  abdominal  delivery  instead  of  difficult 
manual  and  instrumental  delivery  in  complicated 
and  threatening  cases;  routine  use  of  Piper  forceps 
in  delivery  of  the  after-coming  head  in  all  difficult 
breech  deliveries  and  in  version  and  extraction 
operations,  and  avoidance  in  all  cases  of  hasty  anti- 
quated manual  means  in  extraction  of  the  after- 
coming  head. 

Asphyxia  neonatorum  is  a  vague  term  but  all 
obstetricians  and  pediatricians  know  its  meaning 
all  to  well.  Eastman  (Int.  Clinics,  2:27 '4,  June, 
1936)  gives  a  complete  study  of  this  condition,  and 
again  calls  attention  to  the  fact  that  prematurity, 
cerebral  hemorrhage  and  asphyxia  are  so  inter- 
related that  it  is  almost  impossible  to  establish 
precisely  the  importance  of  each.  In  this  connection 
the  influence  of  drugs  administered  to  the  mother 
undoubtedly  plays  a  tremendous  part;  particularly 
the  oxytocic  drugs,  and  in  the  opinion  of  some, 
quinine  and  most  certainly  morphine.  Clifford 
studied  304  premature  infants  and  found  that  the 
administration  of  morphine  within  one  and  one- 
half  hours  before  the  delivery  resulted  in  every 
instance  in  death  of  the  infant.  Anesthesia  also 
affects  the  infant.  We  are  not  concerned  at  present 
with  gross  congenital  abnormalities  in  the  produc- 
tion of  asphyxia,  but,  undoubtedly  inherent  tissue 
weaknesses  may  be  reflected  in  lungs  that  will  not 
expand,  in  a  blood  vessel  that  will  leak,  or  in  blood 
cells  that  are  fragile.  If  we  consider  the  treatment 
we  are  apt  to  recognize  the  cause.  The  airways 
must  be  open,  the  lungs  must  be  insufflated  and  the 
respiratory  center  must  be  stimulated,  but  here 
gentleness  is  the  keynote  of  success.  The  lungs  must 
not  be  unduly  distended  nor  the  respiratory  center 
overly  stimulated.  DeLee  has  this  to  say  regarding 
resuscitation  equipment.  "The  tracheal  catheter 
takes  first  rank.  Without  it  even  the  most  majestic 
machines  are  futile  and  with  it  they  are  hardly 
necessary."  Henderson  (II.  A.  M.  A.,  103:834, 
Sept.,  1934)  must  agree  with  the  logic  of  this  state- 
ment. 

D.  P.  Murphy  has  made  many  well  ordered  con- 1 
tributions  on  the  subject  of  congenital  malforma- 
tion. A  definite  percentage  of  stillborn  infants  are! 
malformed  or  monsters,  although,  the  cause  and 
cure   are   still   problematic.  He  has  opened  many 
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interesting  approaches  to  this  distressing  riddle.  In 
this  connection  the  possibility  of  harm  to  the  fetus 
from  roentgen  ray  must  be  kept  in  mind.  J.  L.  Miller 
and  his  committee  have  recommended  that  its  use  be 
restricted  during  pregnancy. 

The  question  of  an  abnormally  large  child  or 
postmaturity  may  present  itself.  This  condition 
should  be  recognized  and  handled  judiciously.  T. 
Kaern  (Acta.  Obst.  et.  Gynec.  Scand.,  16:189, 
1936)  gives  the  rate  in  this  condition  as  14.9  per 
cent,  against  3.2  for  all  newborns. 

The  various  systemic  diseases  affecting  the 
mother  may  offer  perplexing  problems.  Often  the 
child  must  be  forgotten  in  the  interest  of  the  mother, 
but  more  often  there  is  some  satisfactory  expedient 
whereby  the  child  may  be  saved.  As  an  instance  of 
this  Randall  and  Rynearson  (Jl.  A.  M.  A.,  107:919, 
Sept.  19th,  1936)  outlined  a  routine  for  the  delivery 
of  diabetic  mothers  which  definitely  lowered  the 
infant  mortality  which  has  remained  unduly  high  in 
spite  of  the  advance  of  diabetic  therapy. 

A.  Holman  and  A.  Mathieu  (Am.  J.  Obst.  and 
Gynec,  26:95,  Jan.,  1934)  show  that  the  blood 
sugar  content  of  the  newborn  approximates  that  of 
the  mother.  It  is  also  true  of  the  r.p.h.  of  the  blood. 

S.  L.  Ellenberg  (Jl.  Lab.  &  Clin.  Med.,  19:944, 
June,  1934),  and  later  Silger,  demonstrates  that  the 
normal  sedimentation  time  in  a  newborn  averages 
15  hours  as  compared  with  2  hours  in  an  adult,  due 
to  the  difference  in  fibrinogen  content.  The  maternal 
blood  shows  250  to  500  units  of  fibrinogen  while 
the  newborn  infant's  blood  contains  from  65-125 
units. 

Hirst  {Am.  Jl.  Obst.  and  Gynec,  28:431,  Sept., 
1936)  believes  that  the  routine  use  of  estrin  would 
help  prevent  hemorrhagic  diathesis. 

Kugelmass  and  Tritsch  (Am.  J.  Obst.  &  Gynec, 
28:259,  Aug.,  1934)  point  out  that  certain  mothers 
give  birth  to  babies  with  hemorrhagic  disease,  and 
that  these  babies  are  less  responsive  to  treatment. 
They  reported  a  10-year  study  of  this  subject  and 
demonstrated  a  method  of  predicting  hemorrhagic 
disease  in  a  newborn.  This  has  allowed  them  to 
detect  a  tendency  early  in  pregnancy  and  to  pre- 
vent trouble  to  the  infant  chiefly  through  the 
dietary. 

The  anemias  of  the  newborn  are  fairly  well  un- 
derstood with  the  exception  of  the  anemia  of  th? 
newborn  of  unknown  cause  that  Abt  described  (Am. 
J.  Dis.  oj  Children,  Feb.,  1932).  The  same  may  be 
said  of  edema  of  the  newborn  and  erythroblastosis, 
and  necrosis  of  the  subcutaneous  fat  tissue. 

In  this  State  for  one  year  the  total  number  of 
births  reported  was  74,743  in  an  estimated  popula- 
tion of  3,21  7,000.  This  gives  a  birth  rate  of  23.2  per 
1,000  population.  The  total  number  of  stillbirths 
was  3,646,  a  ratio  of  4.8  per  100  live  births. 

We  collected  50  records  of  still-births  at  Watts 


Hospital  over  a  period  of  2y2  years.  During  this 
time  there  were  1,115  live  births,  a  ratio  of  4.48 
still-births  per  100  live  births. 

RECORD  OF  STILL-BIRTHS 
/.  Pregnancy  Complications 

Toxemias  __.    _  ._ - 15 

Pyelitis  __  3 

Syphilis   - _     -  ..__ —  1 

Pneumonia    — 4 

Tuberculosis   1 

No  pregnancy  complication  ?6 

//.  Onset   of  Labor 

Started   spontaneously    ..   31 

Medical 


7 

1 

1 

Bag 

4 

///.  Length  of  Labor  in  Hours 
1-5    . 

._ 4 

14 

5-10    

14 

10-20                                         — - -- —  . 

5 

13 

IV.  Labor   Complications 
Partial  separation   ____ 
Premature   labor   .__ 
Failure  of  rotation  


._  6 
...  5 
..  5 


Compound  presentation  3 

Previous  cesarian  section  _    1 

No    labor   complication  27 

V.  Medication  During  Labor 

Morphine    -14 

Amytal    25 

Morphine  and  hyoscine  2 

Amytal   and    hyoscine    _.. _ - _ _  4 

Quinine    _ —  2 

No  medication  _.. 3 

VI.  Weight  of  Baby 

Below  5  pounds  2 

Above  5  pounds  - 5 

No  recorded  weight  _ 43 

Of  these  "premature"  24 

Of  these  "mature"  - 10 

RECAPITULATION  SHEET— NEONATAL  DEATHS 

Total  Infant  Neonatal  Dad  lis  1935-1936 

Of  primiparous   mothers    _ - 34 

Of   multiparous   mothers   _ - -20 

Total    54 

Pelvimetry  of  Mother 

Adequate  pelvis  .._       - 24 

Contracted   pelvis  _ 4 

No  recorded  pelvimetry  _.. 26 

Serological  Examinations  of  Mother 

Wassermann  &  Kahn   positive  - —  4 

Wassermann  &  Kahn  negative  -'1 

No  record  _ 20 

Complications  of  Pregnant  v 
Toxemia  _..  8 

Pyelitis  _ .  5 

Syphilis   4 

Miscellaneous  5 

No   complication  23 

No   record    1 
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Onset  of  Labor 

Spontaneous   27 

Induced  __ - 20 

Medical   3 

Instrumental  1? 

No  labor  —  3 

Fetal  Heart  Sounds 

Heard  __ 30 

Not  heard  — ■—  8 

No  record  — —  — ■  1° 

Obstetrical  Diagnosis 

Vertex    ._ _ -21 

Breech    _ ._ —  Q 

Compound    _ 

Multiple  -  - -—  3 

Placenta  praevia   —  4 

No  record  — - - 1° 

Duration  of  Labor  in  Hours 

Up  to  and  including  5  hours  __  24 

5-20  hours - ■-- —  ■— -  10 

20  hours  or  more  _ —         20 

No  labor  (compound  complications)      — -  ■* 

Complications  of  labor  2S 

Prematurity  ._ _ - 

Abnormal  Presentation 

Breech   —  8 

Compound    - - 

Failure  to  rotate  -    1 

Placental  separation  10 

Contracted  pelvis   _ — - 4 

Prolapsed  cord  

No  complication  - — 26 

Morphine  During  Labor 

Morphine    — 

No  morphine  — 4 

Type  of  Delivery 

Spontaneous  - - 

Forceps    — 

Section  

Version  J 

Weight  of  Infant  in  Pounds 

0-3    _ _ _ - - —I" 

3-5*;    - -22 

sy2-iy2  __ _ _ - \ 


Comment 

A  review  of  our  records  shows  the  inadequacy  of 
the  ordinary  labor  and  delivery  form.  For  the  suc- 
cessful correlation  of  these  data  we  recommend  the 
form  that  is  used  by  Bundesen  and  the  Chicago 
group. 

All  new-borns  on  the  charity  side  are  admitted  to 
the  Pediatric  Service.  The  wisdom  of  this  is  evi- 
dent. The  pediatrician  can  and  should  familiarize 
himself  with  the  special  problems  of  the  newborn. 

Any  study  of  the  still-birth  and  neonatal  death 
incidence  should  occupy  the  combined  efforts  of  the 
obstetrician,  pediatrician  and  pathologist.  The 
pathologist  also  must  know  the  different  manifes- 
tations peculiar  to  the  newborn. 

In  this  locality  the  problem  of  the  late  toxemia  of 
pregnancy  still  is  the  major  factor  in  the  maternal 
and  infant  mortality. 


No  record 


.13 


Duration  of  Infant  Life 

0-12  hours  — -- 

12-24  hours  

12-24  hours  (average  duration  4  hours) 
5  days  and  over  _ 

Condition  of  Infant  at  Birth 
Good    


Fair    _ 

Poor   - — -  —28 

No  record  -- 12 

Cause  of  Infant  Death 

Prematurity    _ _ —    ^ 

Cerebral   hemorrhage    _. 

Miscellaneous   — ' 

GENERAL  STATISTIC 

Total  number  of  deliveries  (single)   —.917 

Total  number  of  deliveries  (twin)  —   15 

Total  number  of  maternal  deaths - I2 

Total  number  of  infants  delivered  Q43 

Total  number  of  live  births _  —  s7° 

Percentage  of  Neonatal  Deaths  over  Total  Live  Births  .6.2% 


Maternal  Birth  Traumata 
(N.   F.  Miller,  Ann  Arbor,  in  Northwest  Med.,  Aug.) 

Many  severe  lacerations  heal  without  later  incapacitating 
the  patient,  whereas  unseen  overstretching  of  the  muscles 
and  fascial  supports  may  lead  to  relaxation  and  prolapse. 

Unavoidable  factors  include  congenital  weakness  of  the 
supporting  structures.  Relaxation  or  prolapse  is  occasion- 
ally seen  in  virgins.  Also  to  be  included  in  this  group  is 
the  excessively  large  child  (in  spite  of  prenatal  dieting)  and 
abnormal  presentations. 

Avoidable  factors  include  faulty  use  of  forceps  (applica- 
tion or  manipulation),  forced  labors  (pituitrin),  excessive 
cephalopelvic  disproportion  (unrecognized  during  ante-par- 
tum  period),  and  bearing  down  before  the  cervix  is  effaced 
and  well  dilated.  Inexperienced  doctors  or  nurses  are  apt 
to  urge  the  untimely  use  of  the  voluntary  forces. 

Sometimes  failure  to  use  the  forceps  is  responsible  for 
serious  injury.  The  importance  of  keeping  the  bladder 
empty  during  delivery  may  be  overlooked. 

In  the  hands  of  an  untrained  and  unwilling  obstetrician 
the  present  custom  of  waiting  until  trouble  develops  is  prob- 
ably safer  for  the  patient. 

Prevention  of  maternal  trauma  demands  frequent  obser- 
vation and  evaluation  throughout  the  pregnancy  and  birth 
process. 

Episiotomy  shortens  labor  for  the  average  primipara, 
conserves  time  for  the  doctor  and  permits  a  controlled 
rather  than  an  uncontrolled  perineotomy.  On  the  other 
hand,  the  average  episotomy  probably  does  little  to  prevent 
remote  sequelae  to  the  bladder.  When  ordinarily  done  the 
occiput  has  already  traversed  the  entire  length  of  the  an- 
terior vaginal  wall  and  the  damage,  if  any,  to  this  area  has 
already  occurred. 

After  the  birth  of  the  child  much  may  still  be  accom- 
plished toward  prevention  of  late  sequelae.  Even  though 
overstretching  has  occurred  during  the  birth  process,  abund- 
ant rest  and  later,  appropriate  exercises  directed  toward 
development  of  the  supporting  perineal  and  vaginal  muscles 
may  reduce  the  probability  of  relaxation.  Many  of  the 
late  bladder  and  bowel  lesions  can  be  minimized  or  entirely 
prevented.  Some  patients  are  overly  tired  and  need  rest 
more  than  exercise. 

The  value  of  an  indwelling  catheter  in  patients  with  an- 
ticipated bladder  trauma  should  be  remembered.  Probably 
some  fistulas  are  prevented  by  this  precaution. 

The  best  time  for  operation  is  immediately  after  the  in- 
jury, but  this  is  not  always  possible. 
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SOUTHERN  MEDICINE  AND  SURGERY 


The   Clinical  Application   of   Certain   Procedures  in   the 
Diagnosis  and  Management  of  Allergic  Cases* 

Kilbv  P.  Turrentine,  M.D.,  Kinston,  North  Carolina 


BEFORE  entering  into  the  subject  as  indi- 
cated by  the  title,  it  seems  fitting  to  briefly 
consider  some  of  the   underlying  principles 
of  allergy. 

Allergy  should  be  reserved  to  mean  reactions  of 
naturally  hypersensitive  individuals  to  the  absorp- 
tion of  specific  atopens.  By  natural  hypersensitivity 
we  imply  a  hereditary  tendency  and  draw  distinc- 
tion between  this  and  the  acquired  hypersensitivity 
of  anaphylaxis.  These  individuals  are  endowed  by 
nature  with  a  system  capable  of  reacting  in  an 
abnormal  manner.  The  abnormal  reaction  seems  to 
be  linked  with  a  production  in  the  system  of  reagin, 
a  substance  readily  demonstrated  biologically.  We 
can  think  of  reagin  just  as  we  have  come  to  think 
of  the  immunological  substances.  Precipitins,  agglu- 
tinins etc.  give  protection,  while  reagin  gives  the 
potentiality  for  abnormal  reactivity.  Reagins  are 
specific  just  as  are  the  immunological  factors.  The 
particular  atopen;  be  it  wheat,  dust  or  what  not. 
produces  the  abnormal  reaction ;  be  it  asthma,  vaso- 
motor rhinitis  or  what  not,  because  of  the  presence 
in  that  particular  system  of  a  specific  reagin.  Both 
factors  are  essential.  We  may  think  of  a  certain 
person  as  having  an  allergic  condition  because  of  the 
combined  factors  of  a  specific  reagin  in  his  system 
and  the  absorption  of  specific  atopen.  This  is  a 
qualitative  consideration  and  the  picture  has  to  be 
broadened  to  include  a  quantitative  consideration. 
The  amounts  of  reagin  and  atopen  required  to 
produce  clinical  reactions  vary  in  different  indi- 
viduals, and  perhaps  in  the  same  individual  from 
time  to  time.  An  individual  sensitive  to  wheat  might 
eat  one  biscuit  without  symptoms  but  develop  them 
when  two  or  more  are  eaten.  Also,  this  same  indi- 
vidual might  be  sensitive  to  another  atopen,  apple 
for  example,  and  he  might  be  able  to  eat  one  biscuit 
or  one  apple  without  difficulty  but  develops  symp- 
toms when  one  of  each  is  eaten.  The  same  might  be 
true  in  a  person  highly  sensitive  with  only  minute 
amounts  of  the  offending  atopen  or  atopens.  Further 
yet,  we  see  individuals  having  one  allergic  condition 
from  absorption  of  one  atopen  and  another  con- 
dition from  a  different  atopen:  e.g.,  a  patient  may 
have  urticaria  from  eating  strawberries  and  hay- 
fever  from  ragweed  pollen,  but  never  develop  hay- 
fever  from  the  berries  or  urticaria  from  the  pollen. 

So  much  for  the  discussion  of  some  of  the  funda- 
mentals of  allergy.  Our  duty  as  physicians  is  to 
recognize  those  conditions  which   may   be  due   to 


such  hypersensitivity  and  supply  the  needed 
measures  to  afford  relief.  We  have  at  our  command 
several  different  diagnostic  procedures  which  do  not 
require  special  equipment  or  detailed  knowledge  of 
the  field  of  allergy.  Every  one  of  us  can  relieve  many 
of  these  unfortunate  individuals.  My  purpose  is  to 
list  the  diagnostic  procedures  employed  and  point 
out  by  illustrative  case  reports  the  results  obtained 
in  some  instances  by  procedures  any  physician  can 
readily  employ. 

Outline  of  these  procedures: 

1 .  Skin  test — 

A.  Dermal 

B.  Intradermal 

C.  Subcutaneous 

D.  Patch  test 

E.  Passive  transfer 

F.  Physical  allergy 

2.  Special  procedures  for  foods — 

A.  Food  diary 

B.  Elimination  diets 

C.  Eosinophilic  index 

3.  Special  procedures  for  inhalants  and  pollens — 

A.  Pollen  counts  and  identifications 

B.  Intranasal 

C.  Ophthalmic 

4.  Autogenous  vaccines  and  extracts 

In  each  of  the  cases  to  be  presented  complete 
examination  was  given  and  such  laboratory  study 
as  seemed  indicated,  and  these  cases  were  selected 
for  this  paper  because  there  were  no  concurrent 
disease  conditions.  Therefore,  all  these  studies 
will  not  be  listed  each  case,  only  the  essential  fea- 
tures of  the  histories  being  given. 

Case  1  is  that  of  a  white  woman,  aged  41,  who  came 
under  observation  in  August,  1934.  She  gave-  a  history  of 
asthmatic  attacks  over  a  period  of  11  years,  and  for  the 
past  four  years  she  had  had  asthma  almost  daily.  A  few 
days  before  coming  to  me  she  developed  generated  scat- 
tered urticaria,  which  was  something  new  to  her.  She  had 
been  given  a  partial  allergic  study  in  1931  and  1932  with 
negative  results.  There  was  a  family  history  of  asthma  and 
her  son  has  Fall  hayfever. 

A  complete  series  of  skin  testing  was  done.  The  reactions 
were  as  follows:  to  the  dermals  there  were  definite  reac- 
tions to  raspberry,  strawberry,  kidney  bean  and  rye,  and 
borderline  reactions  to  barley,  glue  and  orris  root.  To  the 
intradermals  there  were  3-plus  reactions  to  peas  and  beans, 
2-plus  to  banana,  and  borderline  reactions  to  wheat,  rye, 
celery,  carrot  and  ginger.  On  a  diet  from  which  all  of 
tin-  offending  foods  had  been  eliminated  the  rash  began  to 
subside  in  24  hours,  in  three  days  was  gone;  and  there  was 
a  decided  improvement  in  her  asthma.     In  one  week  she 
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was  entirely  free  from  asthma.  During  the  next  three 
months  she  remained  free  of  symptoms  but  in  the  first  part 
of  the  fourth  month  she  developed  an  acute  cold  and  had 
asthma  for  two  days.  Since  then  she  has  remained  free  of 
symptoms  except  for  the  times  when  her  diet  was  being 
changed  for  trial  purposes.  By  trial  we  found  peas,  beans 
and  wheat  would  cause  asthma  and  banana  would  cause 
urticaria.  A  recent  investigation  revealed  no  difficulty 
during  this  3-year  period  when  diet  was  followed. 

This  case  demonstrates  the  value  of  skin  testing 
in  some  individuals.  A  review  of  the  case  reveals 
that  there  were  false  positive  reactions  to  some  of 
the  articles  of  diet.  Here  it  seems  fitting  to  say  that 
skin  testing  is  not  absolutely  reliable  and  that  the 
reliability  of  such  test  for  foods  seems  to  be  in  the 
neighborhood  of  60  per  cent.  This  case  also  shows 
that  the  intradermal  test  is  usually  more  reliable 
than  the  dermal  test,  for  all  of  the  offending  atopens 
reacted  in  the  intradermal  series  and  only  the 
kidney-bean  extract  in  the  dermal  series.  Perhaps 
the  reason  for  the  negativity  of  results  in  1931  and 
32  is  explained  on  this  basis  because  only  the 
scratch  method  was  employed  at  those  times. 

Case  2. — A  boy,  aged  5,  referred  to  me  for  allergic  study, 
had  recently  been  examined  by  a  competent  eye,  ear,  nose 
and  throat  man  and  a  competent  pediatrician  and  a  diag- 
nosis made  of  allergic  rhinitis  and  underweight.  His  symp- 
toms were  daily  nasal  congestion  and  rhinorrhea.  No 
allergy  in  family  history. 

On  March  14th,  1935,  his  nasal  mucosa  was  found  to  be 
pale  and  boggy.  Nasal  smear  showed  eosinophile  count 
of  24  per  cent.  Skin  testing  was  attempted  but  had  to  be 
abandoned.  Passive  transfer  was  decided  upon.  His  blood 
serum  was  obtained  and  diluted  with  equal  parts  of  a 
carbolized  saline  solution.  The  next  day  areas  on  the 
mother's  back  were  rendered  passively  sensitive  by  injecting 
.02  c.c.  of  this  solution  intradermally.  The  following  day 
the  skin  testing  was  begun  by  placing  test  over  the  sensi- 
tized areas  and  duplicate  test  over  adjacent  normal  skin 
areas.  The  complete  set  of  ingestants,  inhalants  and  bac- 
terial extracts  were  so  tested.  The  only  reactions  of  border- 
line or  better  significance  were  to  several  of  the  wheat 
extracts  in  the  dermal  series  and  the  whole-wheat  extract  in 
the  intradermal  series. 

The  patient  was  placed  on  a  diet  to  exclude  all  wheat 
products  and  instructed  to  keep  a  food  diary.  At  the  end 
of  one  week  there  was  a  decided  lessening  of  his  difficulty. 
The  second  week  he  was  entirely  free  of  symptoms  until 
one  day  when  he  ate  an  ice  cream  cone  away  from  home 
and  symptoms  returned.  Thereafter  he  remained  symptom- 
free  for  six  months.  Also,  he  was  eating  better  and  gaining 
weight  at  the  rate  of  a  pound  per  month,  whereas  prior  to 
this  time  his  weight  had  been  stationary  for  several  months. 
We  decided  to  try  him  again  on  wheat  and  to  our  delight 
found  that  he  could  eat  any  quantity  without  symptoms. 
One  week  ago  I  had  a  report  from  this  patient  and  found 
that  he  continues  without  symptoms  on  a  full  diet.  In 
addition,  his  weight  is  now  normal  for  his  size  and  age 
and  his  appetite  is  good.  His  mother  said  that  he  acts, 
eats  and  seems  like  a  different  boy. 

This  case  is  presented  for  several  reasons  other 
than  the  striking  results.  It  demonstrates  the 
method  of  passive  transfer  and  the  fact  that  there 
must  be  something  in  the  boy's  system  that  influ- 
ences the  allergic  reaction,  which  we  have  already 
labeled  reagin.  To  see  the  reactions  on  sensitized 


skin  areas  and  the  lack  of  these  on  normal  skin 
areas  to  the  same  atopen  extracts  is  a  biological  test 
that  cannot  be  denied.  This  case  was  worked  out 
according  to  the  lines  of  procedure  employed  by 
most  men  doing  special  work  in  allergy.  However, 
after-consideration  of  the  case  reveals  that  the  same 
end  could  have  been  accomplished  by  the  use  of 
food  diary,  elimination  diets  and  trial  periods  for 
foods. 

Case  3. — This  case  presented  a  more  difficult  problem.  A 
white  man,  aged  38,  coming  under  my  care  in  August  of 
1934,  gave  a  history  of  giant  urticaria  and  angioneurotic 
edema  daily  for  eight  or  nine  years.  His  account  of  the 
difficulty  was  interesting.  Some  of  his  statements  were,  "at 
times  one  eye  would  be  swollen  and  at  other  times  the 
other  eye  would  be  closed  by  swelling;"  there  were  times 
when  shoes  could  not  be  worn  and  his  feet  would  swell  at 
times  while  he  was  away  from  home  causing  him  to  have 
to  go  barefooted,  which  troubled  him  no  end  on  cold  days 
and  at  certain  gatherings.  At  times  he  could  not  get  his 
hand  in  a  pocket  because  of  swollen  finger  or  fingers;  at 
times  the  hat  could  not  be  worn  because  of  a  lump  on  his 
head.     There  was  a  family  history  of  allergy. 

This  man  had  been  given  an  allergic  study  in  1931  with 
negative  results.  This  was  repeated  only  a  few  weeks  ago 
with  similar  results,  and  a  complete  diagnostic  examination 
and  five  weeks  of  hospitalization  for  observation  had  failed 
to  afford  relief.  The  latter  study  was  terminated  with  a 
diagnosis  of  urticaria  due  to  intrinsic  factors. 

He  had  about  made  up  his  mind  to  call  his  case  hopeless 
and  it  was  with  difficulty  that  he  was  persuaded  to  undergo 
the  routine  testing  again.  The  complete  set  of  tests  proved 
to  be  negative  except  for  a  2-plus  reaction  to  oat.  This 
man  had  not  been  eating  oat  and  obviously  this  was  a 
false  positive  reaction.  He  was  instructed  in  the  keeping  of 
a  food  diary  and  asked  to  bring  it  back  every  10  days.  At 
the  end  of  the  first  10-day  period  he  returned  with  the 
diary  which  revealed  those  foods  taken  daily  and  the  foods 
available  to  form  an  elimination  diet.  (Here  was  a  case 
with  limited  foods  to  select  from  because  of  rural  residence 
and  limited  funds.  The  diary  was  requested  so  that  the 
foods  might  be  determined  in  black  and  white).  The  arti- 
cles of  diet  eaten  daily  or  almost  daily  were  wheat,  Irish 
potato,  milk,  hog  meat  and  tomato.  From  the  remaining 
foods  on  the  diary  the  following  diet  was  selected:  rice, 
spinach,  pears,  apples,  peaches,  sugar,  salt,  gelatin,  corn, 
corn  syrup,  chicken  and  peas.  He  was  to  continue  the 
diary  with  these  foods  and  return  in  ten  days. 

Five  days  later  he  returned  to  the  office  with  this  state- 
ment, "Doc,  I  think  we  are  getting  somewhere!"  On  in- 
quiry I  learned  that  he  had  not  experienced  edema  and  had 
had  far  less  urticaria  than  usual.  Referring  back  to  the 
diary  and  diet  we  found  the  only  article  prohibited  that 
might  be  in  his  present  diet  was  hog  meat.  On  questioning 
we  found  home-made  hog  grease  was  used  to  prepare  his 
cooked  food.  He  was  advised  to  stay  on  the  diet  and  in 
addition  to  obtain  crisco,  a  vegetable  lard,  for  his  cooking 
and  report  back  in  10  days  with  the  diary. 

It  was  three  weeks  before  I  saw  this  man.  He  had 
come  to  town  to  attend  a  circus  and  stopped  by  the  office 
just  to  let  me  know  that  he  was  symptom-free.  He  was 
advised  to  add  one  food  at  a  time  back  to  his  diet  over  a 
4-day  trial  period  and  directed  to  return  in  30  days.  It 
was  in  the  Fall  of  1933  before  I  saw  him  again.  He  then 
told  me  that  a  full  diet  was  being  taken  except  for  hog 
meat  and  lard  and  there  were  no  symptoms  as  long  as  these 
articles  were  avoided.  He  was  delighted  and  at  this  time 
he  paid  for  the  allergic  study. 
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This  case  serves  to  demonstrate  that  skin  testing 
is  not  all  that  can  and  often  needs  to  be  done  in 
an  allergic  study.  In  this  particular  case  there  was 
only  one  offending  atopen  and  the  skin  test  to  it 
was  a  false  positive  test  and  therefore  I  missed  its 
detection  just  as  the  two  former  studies  had  done. 
It  was  the  bringing  of  other  diagnostic  procedures 
into  use  that  enabled  me  to  succeed  here. 

At  this  point  it  seems  fitting  to  say  a  few  words 
about  food  diaries  and  elimination  diets.  A  food 
diary  need  consist  only  of  a  cross-ruled  sheet  of 
paper,  the  lines  so  placed  as  to  form  small  regular 
perpendicular  and  horizontal  rows  of  squares. 
Along  the  left  margin  of  the  page  the  foods  are  to 
be  named  by  writing  in  each  food  eaten  opposite  a 
row  of  the  horizontal  squares.  At  the  top  of  the 
first  row  of  perpendicular  squares  the  date  of  that 
day  is  inserted.  Such  a  blank  diet  sheet  can  be 
drawn  by  yourself  or  your  office  girl  in  a  few 
minutes.  The  patient  is  instructed  to  write  the 
names  of  the  foods  taken  on  the  first  day  and  place 
a  check  beside  them  in  the  first  row  of  squares.  On 
the  second  day  the  foods  repeated  in  the  diet  are 
checked  n  the  second  row  of  squares  and  any  food 
not  already  appearing  on  the  sheet  is  written  under 
the  column  of  foods  and  likewise  checked  in  the 
second  row.  This  is  continued  in  similar  fashion 
each  day.  On  another  sheet  of  plain  paper  the 
patient  is  asked  to  keep  a  record  of  symptoms  be- 
lieved to  be  allergic,  with  dates  of  appearance.  In 
two,  three  or  four  weeks  have  the  patient  bring  the 
records  to  you.  On  the  dates  of  difficulty  draw  a 
colored  line  down  through  the  underlying  squares. 
After  so  marking  all  dates  of  difficulty,  then  look 
over  the  sheet  and  pick  out  those  foods  most  regu- 
larly appearing  on  the  dates  of  difficulty  but  rarely 
appearing  on  the  other  dates.  In  this  manner  sug- 
gestive clues  will  be  obtained.  Have  the  patient 
omit  your  suspects  and  continue  the  diary.  Repeat 
this  as  many  times  as  is  necessary  to  gain  the 
desired  information  or  until  you  feel  that  the  possi- 
bilities of  this  scheme  have  been  exhausted.  Where 
the  difficulty  is  intermittent  and  caused  by  article 
or  articles  of  diet,  this  diary  sheet  correctly  anal- 
yzed will  often  reveal  much. 

Elimination  diets  have  been  in  use  by  the  medical 
profession  for  many  years.  Those  diets  advocated  by 
Dr.  Rowe  in  his  book,  Food  Allergy,  and  widely 
copied  in  many  articles,  suffice  admirably  in  many 
cases.  At  times  you  may  have  to  work  out  an  elim- 
ination diet  according  to  lines  followed  in  one  of 
the  cases  reported.  Such  diets  need  no  further  com- 
ment here.  I  only  suggest  that  you  keep  changing 
these  diets  from  time  to  time  until  you  get  results 
and  do  not  lose  faith  too  soon.  In  using  the  elimina- 
tion diet,  as  in  any  procedure  for  the  allergic  suf- 
ferer, bear  in  mind  that  you  are  dealing  with  a 
chronic  condition  which  may  take  months  to  solve 


and  remember  that  you  possibly  have  more  to  ulti- 
mately offer  these  patients  than  you  do  many  of 
your  chronic  cases  of  other  types.  The  majority  of 
the  men  doing  clinical  allergy  as  a  specialty  do  not 
consider  the  possibilities  of  any  case  exhausted  be- 
fore it  has  been  under  observation  for  six  months 
or  longer,  and  you  will  find  that  this  is  a  sound  pro- 
cedure before  you  have  handled  many  of  these 
cases.  Often  the  solution  does  not  become  evident 
until  just  before  the  procedure  is  about  to  be 
abandoned. 

Summary  and  Conclusions 

1 .  A  brief  account  of  some  of  the  underlying  prin- 
ciples of  allergy  has  been  presented  aiming  at  a 
working  knowledge  of  the  subject. 

2.  Three  cases  have  been  presented,  each  dem- 
onstrating the  value  of  allergic  work  for  certain 
cases.  The  first  case  demonstrates  the  value  of  skin 
testing;  the  second  the  value  of  skin  testing  and 
the  technique  of  passive  transfer,  and  gives  a  better 
understanding  of  some  of  the  principles  of  allergy; 
the  third  case  demonstrates  that  skin  testing  is  not 
always  reliable  and  is  only  one  of  several  pro- 
cedures, that  food  diaries  are  essential  and  could  be 
used  in  many  instances  without  skin  testing,  and 
introduces  elimination  diets  with  a  word  about  their 
application  and  value. 

3.  The  cases  presented  were  selected  cases  and  I 
would  not  have  you  believe  that  all  cases  are  so 
readily  handled  or  solved,  nor  are  the  results  always 
so  striking.  Do  not  expect  such  immediate  results 
from  your  own  work  and  do  not  promise  them  to 
those  patients  you  may  see  fit  to  refer  to  a  fellow 
physician  making  a  specialty  of  allergy.  If  you  will 
recognize  the  conditions  perhaps  due  to  allergy  and 
make  attempts  to  handle  them  along  such  lines,  you 
will  be  practicing  that  phase  of  medicine  according 
to  the  standards  of  present-day  knowledge.  Before 
starting  the  management  of  any  allergic  case  bear 
in  mind  that  you  are  dealing  with  a  chronic  condi- 
tion that  perhaps  will  not  be  relieved  by  other 
measures  and  a  condition  with  very  illusive  causa- 
tive factors  which  may  require  months  to  detect. 

4.  In  this  paper  I  have  purposely  avoided  de- 
tailed discussions  and  I  hope  to  have  avoided  con- 
troversial considerations. 


Rectal  Injections  in  Obstetrical  Cases 
(J.   R.   Irwin,  Croft,  in  Char.   Med.  Jl.,  April,  1893) 

The  patient  almost  invariably  says  that  her  bowels  have 
acted  previous  to  or  since  the  beginning  of  labor.  This 
may  be  correct,  but  few  women  escape  during  the  last 
weeks  of  pregnancy  from  an  accumulation  of  fecal  matter, 
which,  in  some  instances,  is  enormous  in  quantity.  There- 
fore most  women  need  them  to  relieve  this  condition,  and 
their  administration  should  be  one  of  a  series  of  attentions 
that  the  physician  should  give  his  patient. 

Use  from  2  to  4  pints  of  tepid  water,  and  2  to  3  ounces 
of  chloride  of  sodium.    The  patient  on  the  left  side. 
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Certain  Practical  Aspects  of  the  Diagnosis  and  Treatment 
of  Conditions  Causing  Bloody  Diarrhea* 

Julian  M.  Ruffin,  M.D.,  Durham,  North  Carolina 

Associate  Professor  of  Medicine,  Duke  University   School  of  Medicine 


CONFRONTED  with  a  patient  who  gives  a 
history  of  a  bloody  diarrhea,  the  physician 
may  prescribe  paregoric  and  bismuth,  or  he 
may  make  an  earnest  effort  to  determine  the  cause 
of  the  diarrhea  and,  consequently,  treat  his  patient 
intelligently.  There  are  few  conditions  known  to 
medicine  the  blind  treatment  of  which  is  more 
barren  of  results.  On  the  other  hand,  brilliant  and 
spectacular  recoveries  are  frequently  observed  under 
proper  treatment  after  a  correct  diagnosis  has  been 
made. 

The  term,  bloody  diarrhea,  is  used  here  to  de- 
scribe those  conditions  in  which  the  patient  has 
more  than  the  usual  one  or  two  stools  daily,  which 
are  loose  or  watery  in  consistency,  with  or  without 
mucus,  and  which  contain  gross  blood.  Such  stools 
presuppose  an  ulcerative  lesion  in  the  colon  or 
lower  ileum;  for,  if  the  bleeding  point  is  higher  up, 
the  stools  are  usually  tarry;  if  about  the  anus,  the 
blood  will  be  seen  coating  the  stool,  or  in  drops 
after  the  passage  of  a  solid  stool. 

The  practical  aspects  of  the  problem  may  be 
stated  as  follows: 

1 .  The  conditions  to  be  considered  in  differential 
diagnosis. 

2.  The  procedures  to  be  employed  in  establishing 
the  diagnosis. 

3.  The  treatment  to  be  instituted  after  the  diag- 
nosis has  been  made. 

While  there  are  many  diseases  which  may  cause 
bloody  diarrhea,  the  relatively  few  which  the  physi- 
cian who  practices  in  North  Carolina  need  consider 
are:  1)  bacillary  dysentery,  2)  amebic  dysentery, 
3)  chronic  idiopathic  ulcerative  colitis,  4)  carcinoma 
of  the  colon  and  rectum,  5)  polyposis,  and  6)  tuber- 
culosis of  the  intestine. 

Acute  intraabdominal  catastrophies  such  as  intus- 
susception or  mesenteric  thrombosis  or  embolism  are 
purposely  omitted  from  this  discussion;  also  acute 
poisoning  from  mercury  or  arsenic. 

With  the  six  conditions  enumerated  in  mind  one 
next  considers  the  procedures  to  be  employed  in 
establishing  the  diagnosis.  Obviously,  a  carefully 
taken  history  and  complete  physical  examination  are 
essential.  If  the  diarrhea  has  been  present  for  years, 
one  may  reasonably  argue  that  it  is  not  due  to 
malignancy;  if  the  condition  is  of  a  few  days  dura- 
tion and  is  accompanied  by  fever  and  prostration, 
one  naturally  considers  bacillary  dysentery  as  the 


most  likely  diagnosis.  It  should  be  pointed  out,  how- 
ever, that  the  history  and  physical  examination  are 
of  little  value  in  differentiating  between  amebic 
dysentery  and  chronic  ulcerative  colitis. 

Tenderness  over  the  sigmoid  is  more  apt  to  be  a 
feature  of  ulcerative  colitis,  and  a  palpable  mass 
anywhere  along  the  course  of  the  colon  suggests 
malignancy.  However,  one  cannot  rely  entirely 
upon  the  history  and  physical  findings,  as  shown 
by  the  following  history: 

A  white  woman,  aged  66,  was  admitted  to  the  hospital 
on  November  16th,  1936,  with  a  history  of  abdominal  pain 
and  diarrhea  of  three  weeks'  duration.  She  had  been  ex- 
amined two  years  before  and  found  to  have  pulmonary 
tuberculosis  with  cavitation,  and  still  had  occasionally  a 
slight  cough  and  brought  up  blood-tinged  sputum.  Since 
the  onset  of  her  present  illness  she  had  passed  daily  eight  to 
ten  bloody  stools. 

There  was  dullness  over  the  right  apex  with  many  rales. 
A  large  mass  was  felt  in  the  region  of  the  cecum.  Acid- 
fast  organisms  were  found  in  the  sputum. 

The  course  of  her  illness  was  rapidly  downhill  and  she 
died  six  days  after  admission,  with  the  clinical  diagnosis  of 
pulmonary  and  enteric  tuberculosis.  An  autopsy  revealed 
fibroid  tuberculosis  of  the  right  apex,  and  an  extensive 
amebic  colitis.  The  diagnosis  was  incorrect  in  this  case  be- 
cause of  failure  to  employ  three  procedures  which  are  essen- 
tial in  determining  the  cause  of  a  bloody  diarrhea,  namely: 
1)  repeated  stool  examination,  2)  proctoscopic  (sigmoido- 
scope) study,  and  3)  barium  enema. 

While  the  examination  of  the  stool  is  relatively 
simple,  only  one  of  the  afore-mentioned  diseases, 
amebic  dysentery,  can  be  diagnosed  by  this  means. 
It  is  true  that  one  may,  by  careful  cultural  methods, 
find  dysentery  bacilli;  but  of  more  importance  is 
the  finding  of  motile  amebas  containing  red  cells. 
Beware  of  the  diagnosis  of  amebic  dysentery  based 
upon  the  demonstration  of  cysts!  As  a  general  rule 
cysts  are  not  found  in  the  stage  of  an  active  diar- 
rhea, and  again,  a  diagnosis  based  upon  the  presence 
of  cysts  alone  is  frequently  wrong. 

There  is  one  simple  procedure,  within  the  reach 
of  all,  by  means  of  which  five  of  the  six  conditions 
may  be  diagnosed,  namely,  the  proctoscopic  or  sig- 
moidoscope examination.  Failure  to  examine  the 
rectal  mucosa  by  direct  inspection  in  patients  with 
a  bloody  diarrhea  is  just  as  reprehensible  as  failure 
to  examine  the  throat  in  cases  of  suspected  diph- 
theria, or  to  make  a  speculum  examination  in 
patients  with  vaginal  bleeding.  The  procedure  is  so 
simple  that  it  can  be  carried  out  in  the  office,  of 
even   in   the  home.   The   patient   is  placed   in   the 
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knee-chest  position  and  a  digital  examination  is 
made  first.  Where  the  finger  can  be  passed,  so  can 
the  instrument.  Once  through  the  sphincter,  the 
plunger  is  withdrawn  and  the  instrument  passed  by 
direct  inspection. 

In  amebic  dysentery  the  discrete,  punched-out 
ulcers,  with  normal  intervening  mucosa  are  so 
characteristic  as  to  be  diagnostic.  Mucus  obtained 
from  these  ulcers  with  a  swab  usually  contains  motile 
amoebae.  Proctoscopic  examination  in  cases  of  ame- 
bic dysentery  is  of  paramount  importance,  since  a 
repeated  stool  examination  may  fail  to  reveal  the 
organisms.  It  is  generally  thought  that  the  cecum 
is  the  site  of  predilection  in  amebic  dysentery,  with 
ulcers  occurring  in  the  rectum  in  only  35  to  40  per 
cent,  of  the  cases.  Our  experience  does  not  support 
this  opinion.  In  five  of  six  cases  autopsied  at  Duke 
Hospital,  ulcers  were  found  in  the  rectum,  and  in 

74  patients  with  amebic  dysentery  who  have  been 
seen  in  the  past  six  years  the  diagnosis  was  made 
by  proctoscopic  findings  of  rectal  ulcers  in  about 

75  per  cent,  of  the  cases. 

In  chronic  idiopathic  ulcerative  colitis,  the  dif- 
fusely involved  mucosa,  beefy  red  and  friable,  with 
small  pin-point  ulcers,  is  characteristic.  Stool  exam- 
ination shows  only  pus  and  blood.  This  picture  may 
be  confused  with  that  seen  in  bacillary  dysentery, 
and  many  students  believe  that  they  are  one  and 
the  same  process. 

Fungating  carcinomas  and  benign  polyps  in  the 
rectum  or  lower  sigmoid  are  readily  seen  and  recog- 
nized. Tuberculous  ulcers  may  be  confused  with 
those  of  amebic  dysentery,  both  being  discrete,  with 
normal  intervening  mucosa.  It  may  be  necessary  to 
resort  to  the  therapeutic  test  to  make  a  differential 
diagnosis.  The  ulcer  which  fails  to  heal  under  ade- 
quate treatment  with  carbarsone,  yatren  or  emetine 
is  seldom  due  to  infection  with  amebas. 

The  value  of  the  barium  enema  in  the  diagnosis 
of  lesions  of  the  colon  can  hardly  be  questioned. 
It  is  only  by  this  means  that  one  can  diagnose  with 
a  degree  of  certainty  carcinoma  of  the  cecum,  or  of 
the  ascending  or  descending  colon.  The  x-ray  find- 
ings in  ulcerative  colitis  are  characteristic.  Polyps 
may  be  demonstrated  by  x-ray  examination.  How- 
ever, it  should  be  pointed  out  that  amebic  dysentery 
cannot  be  so  diagnosed  and  carcinoma  in  the  rectum 
may  fail  to  show  a  filling  defect.  Negative  x-ray 
findings  are  of  little  value  in  gastrointestinal  lesions. 
With  the  intelligent  use  of  stool,  proctoscopic  and 
x-ray  studies,  the  vast  majority  of  diseases  causing 
a  bloody  diarrhea  may  be  correctly  diagnosed. 

In  regard  to  treatment,  only  two  of  these  six 
diseases,  amebic  dysentery  and  chronic  idiopathic 
ulcerative  colitis,  need  concern  the  practicing  physi- 
cian. Patients  with  carcinoma  of  the  colon  should 
be  refeired,  of  course,  to  a  competent  surgeon.  A 
few  scattered  polyps  through  the  colon  require  no 


special  treatment.  Extensive  polyposis  or  large 
polyps  are  obviously  surgical  cases.  The  cases  of 
bacillary  dysentery,  usually  in  children,  require 
vigorous  fluid  administration  and  transfusions  in  a 
hospital,  and  intestinal  tuberculosis  is  best  treated 
in  a  sanatorium,  since  it  is,  as  a  rule,  a  complication 
of  pulmonary  tuberculosis. 

The  current  belief  that  amebic  dysentery  is  a 
tropical  or  subtropical  disease  is  totally  erroneous. 
Seventy-four  cases  have  been  studied  in  this  hos- 
pital in  the  last  six  years.  All  of  these  patients  came 
from  North  Carolina,  and  all  had  an  active  diarrhea 
with  motile  amebas.  Of  the  six  who  came  to  autopsy, 
none  was  correctly  diagnosed  during  life,  and  none 
received  any  of  the  drugs  commonly  used  in  the 
treatment  of  the  disease.  In  our  experience,  adequate 
treatment,  unless  the  patient  is  moribund,  will 
effect  a  cure.  While  the  value  of  emetine  cannot  be 
denied,  the  drug  is  somewhat  toxic,  and  we  have 
obtained  excellent  results  by  using  carbarsone,  0.25 
grams  orally,  twice  daily  for  ten  days,  supplemented 
by  yatren,  5  grams  in  250  c.c.  of  water  as  a  reten- 
tion enema.  Under  this  treatment,  the  diarrhea  will 
subside  in  two  or  three  days  and  the  ulcers  are 
practically  healed  after  7  to  10  days.  The  treatment 
should  be  repeated  after  a  two-weeks'  rest  period,  as 
there  is  a  definite  tendency  to  relapse. 

The  treatment  of  the  patient  with  chronic  ulcer- 
ative colitis  is  another  matter,  since  the  etiology  is 
unknown  and  treatment  purely  symptomatic.  It  has 
been  said  facetiously  that  the  best  thing  to  do,  after 
making  the  diagnosis,  is  to  refer  the  patient  to 
another  physician  and  leave  town.  A  low-residue 
diet,  an  abundance  of  vitamines,  rest,  bismuth  or 
kaomagma,  and  belladonna  are  advisable;  but  all 
too  frequently  nothing  is  accomplished.  Repeated 
transfusions  may  do  good.  Autogenous  vaccines  are 
certainly  worth  while.  If  intractable  bleeding  occurs, 
one  is  justified  in  doing  an  ileostomy.  However,  any 
form  of  treatment  is  apt  to  be  discouraging  and 
improvement  is  slow  at  best. 

In  conclusion  the  following  points  are  to  be  em- 
phasized : 

1 .  Patients  complaining  of  a  bloody  diarrhea  are 
frequently  seen  in  North  Carolina. 

2.  The  conditions  which  need  be  considered  in 
differential  diagnosis  are  relatively  few. 

3.  Amebic  dysentery  is  prevalent  in  North  Caro- 
lina. 

4.  The  diagnosis  can  be  established  in  the  ma- 
jority of  cases  by  three  procedures:  stool 
examination,  proctoscopic  study  and  barium 
enema. 

5.  It  is  hazardous  to  treat  a  patient  with  a 
bloody  diarrhea  unless  the  correct  diagnosis 
has  been  made. 


SNAIL-TRACK   ULCER— a  good  descriptive  term   new 
to  us. — From  Indian  Medical  Record,  July. 
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RECENT  investigations  and  illuminating 
discoveries  in  the  field  of  female  sex  physi- 
ology have  caused  a  bizarre  and  potentially 
dangerous  sequel  to  develop  in  American  medi- 
cine. Drug  houses  fired  by  competitive  products 
have  issued  extravagant  claims  to  the  medical  pro- 
fession. These  claims  frequently  include  multitu- 
dinous indications  for  glandular  therapy.  The  indi- 
vidual practitioner,  unable  to  evaluate  the  indica- 
tions for  therapy  because  of  the  lack  of  facilities 
for  biological  hormonal  analyses  in  his  patients, 
finds  his  competitors  fired  with  enthusiasm  that 
eventually  forces  him  on  the  band  wagon. 

Lack  of  sufficient  practice  to  afford  a  basis  for 
reliable  deductions  and  the  psychic  readiness  and 
susceptibility  of  many  patients  with  functional 
pelvic  disturbances  to  respond  to  new  treatment 
and  a  new  doctor  add  fuel  to  the  flames.  But  sub- 
jective symptoms  are  not  satisfactory  criteria  for 
evaluation  of  therapeutic  results  and,  as  observed 
by  Dr.  J.  P.  Pratt,  of  Detroit,  the  vague  subjective 
symptoms  of  the  menopause  which  appear  to  be 
most  favorably  influenced  by  estrin  administration 
have  for  generations  responded  to  many  therapeu- 
tic agents,  the  most  effective  of  which  is  psycho- 
therapy. Unfortunately  there  are  no  tests  as  simple 
as  a  basal  metabolic  determination  or  a  fasting 
blood  sugar  analysis  to  estimate  the  pituitary  and 
ovarian  secretions.  Furthermore,  the  complex 
hormonology  involved  is  apparently  more  intricate 
than  the  physiology  of  the  thyroid  and  the  pan- 
creas. 

The  potential  dangers  of  indiscriminate  hormone 
therapy  have  been  submerged  by  the  wave  of 
enthusiasm.  Dr.  Carl  R.  Moore,  of  the  Hull  Zoolog- 
ical Laboratory  of  the  University  of  Chicago,  in  a 
recent  address  before  the  Chicago  Gynecological 
Society  pointed  out  that  no  endocrine  gland  is 
stimulated  by  the  products  it  produces;  the  thyroid 
gland  is  not  stimulated  by  thyroxin,  nor  the  pan- 
creas by  insulin,  nor  the  adrenals  by  cortin  nor  the 
parathyroids  by  parathormone.  Moreover,  the  effect 
on  the  intact  gonad  of  administration  of  gonad 
hormones  have  been  shown  to  be  actually  injurious. 
Thus  injury  to  the  ovaries  has  been  reported  after 
estrin  injections  in  monkeys,  dogs  and  rats.  There 
are  also  numerous  reports  to  the  effect  that  estrin 


and  testes  hormones  injected  into  normal  males 
produces  injury  to  the  testes. 

Dr.  E.  C.  Hamblen,  of  Durham,  in  reporting 
laparotomies  following  large  and  continual  dosage 
with  antuitrin-S  found  many  instances  of  cystic 
degeneration  of  the  ovaries  with  large  atretic  fol- 
licles. Collip,  of  Montreal,  has  written  extensively 
on  antihormones,  apparently  produced  antagonistic- 
ally following  continued  hormonal  therapy.  Leonard 
and  Hisaw  report  ovarian  damage  in  rats  by 
estrin  administration,  supposedly  through  inhibi- 
tion of  the  gonad  stimulating  function  of  the  hypo- 
physis. 

Among  the  many  disturbances  for  which  hormon- 
al therapy  has  been  exploited  are  those  in  the 
bewildering  field  of  sterility.  According  to  Dr.  S.  R. 
Meaker,  of  Boston,  in  human  infertility  the  great 
majority  of  cases  is  not  the  result  of  a  single  ab- 
normality but  rather  the  summation  of  several 
factors,  70  per  cent,  of  sterile  couples  failing  to 
show  a  factor  that,  alone,  could  account  for  the 
difficulty.  However,  a  group  of  causative  factors 
lowering  fertility  are  usually  found,  the  sum  total 
depressing  that  fertility  below  the  threshold  of  con- 
ception. 

In  those  cases  in  which  all  other  probable  causa- 
tive factors  have  been  eliminated  or  corrected,  and 
pregnancy  does  not  ensue,  the  possibility  of  anovul- 
atory menstruation  should  be  considered.  Dr.  Emil 
Novak,  of  Baltimore,  describes  this  condition  as 
cyclic  bleeding  from  the  interval  or  proliferative 
endometrium  where  due  to  the  failure  of  the  graafian 
follicle  to  ripen  and  extrude  an  ovum  a  corpus 
luteum  has  not  been  formed,  hence  the  endometrium 
has  not  been  developed  into  a  true  secretory  phase. 
That  this  secretory  phase  is  essential  to  the  implan- 
tation and  development  of  the  fertilized  ovum  is 
well  established. 

A  brief  review  of  the  normal  physiology  of  the 
uterine  endometrium  may  not  be  amiss.  Just  after 
menstruation  a  considerable  group  of  follicles  begin 
to  mature,  though  as  a  rule  only  one  during  each 
cycle  is  destined  to  reach  full  maturation  and  to 
ovulate,  usually  at  or  near  the  middle  of  the  men- 
strual cycle.  These  growing  follicles  produce  in- 
creasing amounts  of  the  follicle  hormone  known  as 
theelin,  female  sex  hormone,  estrin,  estrone,  folli- 
culin,   etc.,    amniotin,    progynon    and    progynon-B. 
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After  the  rupture  of  the  follicle  (ovulation)  and  the 
formation  of  the  corpus  luteum  the  latter  carries  on 
the  further  production  of  estrin  and  in  addition 
produces  progestrone  or  corpus  luteum  hormone, 
available  as  progesterone  (Parke-Davis),  proluton, 
lipolutin,  cor-lutin,  etc. 

Estrin  may  be  looked  upon  as  a  growth  hormone, 
responsible  for  the  steadily  increasing  growth  and 
hyperemia  characteristic  in  the  endometrium  from 
the  ending  of  one  period  until  the  beginning  of  the 
next.  Progesterone,  on  the  other  hand,  brings  about 
the  secretory  changes  which  characterize  the  endo- 
metrium following  ovulation,  the  continuation  of 
which  is  essential  to  nidation  and  the  continuation 
of  the  pregnancy. 

The  anterior  lobe  of  the  hypophysis  apparently 
produces  two  sex  hormones,  one  of  these  the  follicle 
ripening  principle  responsible  for  the  maturation 
of  follicles  and  thereby  the  production  of  estrin  and 
the  other  the  luteinizing  principle  responsible  for 
the  conversion  of  granulosal  cells  into  lutein  cells 
and  hence  the  production  of  progesterone.  These 
have  been  questionably  isolated  but  are  purported 
to  be  in  antuitrin,  gynantrin  and  prephysin. 

Finally,  there  are  the  prolan  substances  available 
from  the  urine  of  pregnant  women  responsible  for 
the  positive  reactions  in  the  Ascheim-Zondek  test. 
These  are  anterior  pituitary-like  but  are  not  iden- 
tical with  the  pituitary  hormones  themselves.  The 
follicle-ripening  prolan  principle  is  called  prolan-A 
and  the  luteinizing  principle  prolan-B.  Commercial 
preparations  containing  both  of  these  are  available 
as  antuitrin-S,  follutein,  A.  P.  L.  and  autophysin. 

Biological  assay  at  the  present  time  is  so  expen- 
sive and  intricate  as  to  be  unavailable  to  the  prac- 
titioner not  connected  with  a  research  laboratory. 
However,  endometrial  biopsy  offers  a  readily  avail- 
able method  of  determining  the  response  of  the 
endometrium  to  the  hormonal  flux.  This  is  particu- 
larly true  as  regards  anovulatory  menstruation,  for 
in  this  condition  a  premenstrual  biopsy  should  re- 
veal normal  proliferative  endometrium  devoid  of 
any  secretory  changes  that  characterize  corpus 
luteum  effect. 

With  this  in  mind  13  cases  have  recently  been 
studied.  In  all  of  these  other  pathological  states 
have  been  as  far  as  possible  eliminated.  In  the 
sterility  cases  general  constitutional  states  have 
been  corrected.  Huhner  tests,  tubal  patency  obser- 
vations, basal  metabolic  determinations,  rhythm 
and  endocervical  secretions  have  all  been  investi- 
gated. Normal  secretory  endometrium  was  observed 
in  ten  of  these  women  indicating  that  ova  were 
being  formed  and  the  uterus  favorably  prepared 
for  their  implantation  should  fertilization  have 
occurred.  On  the  basis  of  these  cases  it  appears  that 
there  is  little  or  no  basis  for  glandular  therapy  in 
the  treatment  of  this  group  of  sterile  matings.  In 


three  of  these  cases  there  was  no  secretory  change  in 
the  premenstrual  endometrium  indicating  the  failure 
of  ovulation  to  occur.  Possibly  stimulating  of  the 
ovary  with  prolan  substances  might  be  of  value  to 
these  three  patients. 

Aspiration  biopsy  of  the  endometrium  as  advo- 
cated by  Novak  is  of  great  importance  and  value.  A 
simple  office  procedure,  causing  little  or  no  discom- 
fort to  the  patient,  it  saves  hospitalization  and 
permits  of  diagnostic  curettage  in  cases  of  function- 
al uterine  bleeding  as  well  as  in  cases  of  endocrine 
disturbance.  An  appraisal  of  the  status  of  the  en- 
dometrium is  indicated  prior  to  glandular  therapy 
in  all  cases  of  sterility. 


Difficulties  in  the  Diagnosis  of  Appendicitis 
1.      (Darwin   Kirby,  Champaign.   111.,   in   111.   Med.  Jl.,  July) 

We  do  not  go  into  history-taking  as  carefully  as  we 
should.  The  history  of  other  attacks  may  help,  and  in  the 
present  complaint  try  to  get  the  sequence  of  events.  When 
did  pain  come  on,  before  or  after  nausea  or  vomiting?  The 
patient  will  help  us  if  we  will  give  him  a  chance  and  not 
rush  to  the  physical  examination.  This  is  especially  true  in 
referred  pain  from  the  chest  and  kidneys.  I  wonder  how 
many  appendices  are  removed  where  the  underlying  cause 
is  an  old  luetic  infection. 

The  difficulties  in  diagnosis  are  not  always  over  when  the 
abdomen  is  opened,  which  brings  me  to  my  pet  peeve — the 
1^  in.  gridiron  incision.  How  can  you  explore  the  stomach 
gallbladder  and  pelvis  through  a  finger  opening?  The  best 
example  of  this  I  think  is  the  case  of  Dr.  Charles  Mayo 
who  was  operated  on  one  day  for  appendicitis  and  the  next 
day  for  gallbladder  disease. 

2.      (L   .H.   Sloan,  Chicago,   in    III.    Med.   Jl.,    Sept.) 

If  you  can  not  dent  the  epigastrium  and  a  bit  later  can 
obtain  no  relaxation  at  all  of  the  upper  abdominal  muscles 
you  do  not  have  appendicitis,  you  have  a  perforated  ulcer 
or  pancreatitis. 

In  tabes  dorsalis  with  crisis  the  abdomen  is  usually  flat 
and  soft  and  the  patient  vomits  and  vomits.  If  the  heart  is 
fibrillating  then  consider  the  possibility  of  mesenteric  em- 
bolism. 

In  a  female  patient  an  acutely  severe  insult  to  the  abdo- 
men is  more  apt  to  be  a  ruptured  ectopic  pregnancy  or  a 
twisted  ovarian  cyst. 

Lead  colic  usually  has  a  flat  or  scaphoid  abdomen. 

Herpes  zoster,  before  the  appearance  of  vesicles,  has  a 
very,  very  sensitive  superficial  skin.  Pyelitis  has  almost  al- 
ways plenty  of  pus  on  catheterization  of  the  bladder.  I 
know  of  no  way  of  differentiating  diverticulitis  (Meckel's) 
from  acute  appendicitis  and  I  do  not  think  anyone  else  does; 
keep  it  in  mind  especially  in  children. 

Acute  appendicitis  is  diagnosed  on  the  orderly  march  of 
the  symptoms  of  epigastric,  para-umbilical  pain  which  in 
4  to  6  hours  localizes  over  the  anatomical  position  of  the 
appendix,  followed  by  nausea  and  vomiting  usually  once, 
rarely  more,  with  localized  tenderness  and  rigidity,  a  moder- 
ate  fever,   and   leukocytosis. 

Beware  making  the  diagnosis  of  appendicitis  when  onset 
is  with  a  chill,  when  pain  start?  some  place  other  than  in 
the  epigastrium  or  about  the  umbilicus;  or  in  a  patient  who 
has  a  high  fever,  or  who  has  a  low  blood  count  and  espe- 
cially a  luekopenia,  or  who  vomits  and  vomits,  or  who  has 
a  persistent  diarrhea,  or  who  coughs  and  has  pain  on  deep 
breathing.  Lastly,  without  localized  tenderness  and  a  history 
of  abdominal  pain  do  not  make  a  diagnosis  of  acute  append- 
icitis. 
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Neimann-Pick's  Disease 

Edgar  Angel,  M.D.,  Franklin,  North  Carolina 

and 

Jeannette  S.  McConnell,  M.S.,  Richmond,  Virginia 


LIPOID  hystiocytosis,  lipoid-cell  splenohepa- 
tomegaly,  or  Neimann-Pick's  disease,  was 
first  described  by  Neimann  in  1914.  Its 
establishment  as  a  definite  pathological  entity  re- 
mained however  for  Pick1  in  1928.  The  important 
features  described  by  him  were,  1 )  an  early  onset  in 
children  of  Jewish  parentage,  2 )  splenohepatomeg- 
aly,  3)  retarded  mental  and  physical  development, 
and  4)  the  production  and  flooding  of  the  body  with 
foam-cell  forms  of  histiocytes.  The  disease  has  also 
been  classified  in  the  group  known  as  the  general- 
ized essential  xanthomatoses,  this  group  including 
besides  Neimann-Pick's,  Gaucher's,  Tay-Sach's,  and 
Hand-Schiillar-Christian's  diseases.  More  recently 
these  have  been  more  definitely  distinguished,  Sun- 
delius2,  by  the  lipoid  specifically  deposited  in  the 
cells,  as,  1 )  cerebrosides  in  Gaucher's,  2 )  phos- 
phatides in  Neimann-Pick's,  and  3)  stearins  in 
Hand-Schiillar-Christian's  disease. 

The  disease  is  congenital,  constitutional,  familial, 
affects  the  male  predominately,  and  has  a  predilec- 
tion for  the  Jewish  race.  Occurring  very  early  in  life 
it  is  characterized  by  splenomegaly,  hepatomegaly, 
anemia,  marked  loss  of  weight,  a  dirty  brown  dis- 
coloration of  the  skin,  ascites  and  enlargement  of 
the  superficial  lymph  nodes.  There  may  be  an 
associated  edema,  bronchitis,  head  retraction  or 
marked  bony  changes — parietal  or  frontal  bossing 
and  rarefaction  of  the  long  bones.  Splenectomy  of- 
fers only  temporary  relief.  Irradiation  has  been 
ineffective. 

Report  of  Case 

A  girl,  16  months  old,  weighing  15  pounds  (6.8  Kg.)  was 
admitted  March  29th,  1936,  following  a  five-months  illness. 
Birth  had  been  apparently  normal,  of  four  hours'  duration 
and  her  weight  at  birth  was  9  pounds  (4.1  Kg.)  There 
were  two  brothers  and  one  sister,  all  living  and  well.  The 
mother  had  one  stillbirth  after  what  was  considered  a  nor- 
mal delivery.  Seven  children  in  the  mother's  family  were 
all  living  and  well.  Seven  children  in  the  father's  family 
were  all  living,  but  four  had  Sydenham's  chorea.  The  child 
was  breast  fed.  After  a  slight  loss  of  weight  during  the 
first  week,  she  began  to  gain  and  this  gaining  continued 
until  five  months  later,  at  which  time  the  weight  was  15 
pounds  (6.8  Kg.)  She  then  developed  diarrhea  of  undeter- 
mined cause  (eight  to  10  movements  a  day  containing 
blood).  This  lasted  for  one  week  and  she  remained  practi- 
cally well  for  the  next  three  months  when  the  abdomen 
began  to  enlarge  and  become  hard  and  she  began  to  lose 
weight.  This  continued  progressively  until  the  time  of  ad- 
mission to  the  hospital. 

Physical  examination  revealed  extreme  undernourishment 
and  anemia  and  marked  enlargement  of  the  abdomen.  There 
was  parietal  and  frontal  bossing,  the  veins  of  the  scalp  were 


distended,  the  anterior  fontanelle  open  and  the  sclerae 
showed  an  icteroid  tinge.  The  remainder  of  the  head  ex- 
amination was  negative  except  for  paleness  of  the  mucous 
membranes.  Both  the  cervical  and  supraclavicular  nodes 
were  enlarged.  The  heart  of  normal  size  in  normal  position 
gave  forth  rather  weak  sounds.  The  lungs  were  resonant 
throughout  and  no  rales  were  heard.  The  abdomen  showed 
marked  enlargement  with  the  liver  and  spleen,  both  organs 
firm  and  smooth,  reaching  almost  to  the  umbilicus.  There 
was  moderate  ascites  and  an  umbilical  hernia.  The  reflexes 
were  normal  and  both  knee  joints  seemed  to  be  somewhat 
large.  There  were  a  few  ecchymotic  spots  around  both 
wrists.  The  blood  cell  count  showed  19,600  white  cells — 
polymorphonuclears  60.  lymphocytes  30,  monocytes  5,  eosin- 
ophiles  4,  and  basophiles  1  per  cent.  The  red  blood  count 
was  2,350,000  and  the  hemoglobin  20  per  cent.  The  coag- 
ulation time  was  four  minutes. 

Operation  was  carried  out  March  30th,  1936,  under 
nitrous  oxide  and  ether  anesthesia  through  a  left  rectus 
incision.  The  spleen  was  found  to  be  enlarged  to  twice  its 
normal  size,  weighing  1120  Grams  and  having  a  few  ad- 
hesions on  its  posterior  surface,  and  was  removed  after  the 
evacuation  of  a  small  amount  of  ascitic  fluid.  The  abdo- 
men closed  in  layers  without  drainage.  The  patient  stood 
the  operation  well  and  was  given  300  c.c.  of  salt  solution 
with  glucose  immediately  afterward.  The  postoperative 
course  was  uneventful  and  she  was  discharged  on  the  10th 
postoperative  day. 

Following  her  return  home  there  was  marked  improve- 
ment in  her  condition  with  a  gain  in  weight,  an  increase  in 
the  hemoglobin  to  50  per  cent,  and  the  red  blood  cells  to 
2.800,000.  However,  improvement  was  of  short  duration 
and  death  occurred  six  months  after  operation.  An  autopsy 
was  not  permitted. 

The  pathological  report  as  given  by  Dr.  Baxter  L.  Craw- 
ford of  Philadelphia  is  as  follows:  "Specimen  is  an  irreg- 
ularly shaped  piece  of  spleen  which  had  been  fixed  when 
received.  Parts  of  the  tissue  are  soft  and  necrotic.  For- 
malin fixation — routine  technic. 

Histology:  Examination  of  sections  from  the  piece  of 
spleen  reveals  that  the  normal  follicles  and  stroma  tissue 
have  been  largely  replaced  by  many  large,  vacuolated  cells. 
These  cells  vary  in  size  but  for  the  most  part  are  diffusely 
scattered  through  the  stroma,  but  in  places  seem  to  form 
small  clusters  or  alveolar  like  arrangement  (Figure  I). 
Only  an  occasional  follicle  is  observed  and  there  are  very 
few  remaining  pulp  cells. 

Sections  stained  with  Sudan  III  reveal  that  som?  of  these 
large  cells  contain  fat  droplets.  The  lesion  in  the  spleen  is 
evidently  one  of  the  lipiodal-like  deposit  groups,  and  be- 
cause of  the  lack  of  uniformity  of  the  staining  of  the  cells, 
and  the  presence  of  fat,  and  the  age  of  the  patient,  it  is 
considered  to  be  Neiman-Pick's  type." 

The  chemical  report  of  the  splenic  tissue  as  per- 
iorm:d  by  one  of  the  authors  (J.  McC.)  is  as  fol- 
lows: The  spleen,  which  had  been  preserved  in 
formaldehyde,  was  cut  into  small  pieces  and  washed 
for  several  days  to  remove  the  preserving  fluid  and 
dried  in  the  air.  It  was  then  ground  to  a  very  fine 
powder   and    the   drying   completed   in   a   vacuum 
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Figure  II — Tracing  over  enlarged  spleen.  Note  unbilic 
and  marked  dehydration  as  shown  by  wrinkling  of  ih< 
the   thighs.     Liver  in   juxtaposition   to  spleen. 


desiccator  containing  sulphuric  acid.  Twenty-two 
grams  of  this  dried  material  was  taken  for  analysis. 
This  was  repeatedly  extracted  with  cold  acetone.  A 
small  amount  of  creamy-white  material  separated 
from  this  solution  on  cooling.  This  precipitate  was 
filtered  off  and  later  combined  with  the  sphingo- 
myelin obtained  by  alcoholic  extraction.  The  splenic 
powder  was  then  refluxlv  extracted  with  ether  to 
remove  phospholipins  and  neutral  fats.  The  residue 
was  then  treated  repeatedly  with  boiling  alcohol  to 
extract  diaminophosphatides  and  cerebrosides. 
These  extracts  were  combined  and  cooled  in  a  re- 
frigerator overnight  and  the  precipitate  which 
formed  removed  by  filtration.  The  filtrate  was  then 
concentrated  to  about  a  third  of  its  original  volume 
and  again  cooled.  The  precipitate  which  formed  was 


filtered  off  and  combined  with  the  previous  one.  To 
this  was  added  the  material  which  separated  from 
the  acetone  extract  on  cooling.  Further  concentra- 
tion of  the  filtrate  gave  no  further  precipitation. 
The  weight  of  the  alcohol-soluble  material  thus  ob- 
tained was  2.14  Grams. 

This  crude  material  was  dissolved  in  warm  methyl 
alcohol  and  the  sphingomyelin  precipitated  with 
alcoholic  cadmium  chloride.  The  solution  was 
filtered  hot  through  a  steam-heated  funnel.  The 
filtrate  was  examined  for  cerebrosides,  but  none  was 
found.  The  precipitate  was  suspended  in  methyl 
alcohol,  decomposed  with  hydrogen  sulphide,  and 
the  solution  filtered  hot  to  remove  the  cadmium 
sulphide.  It  was  then  cooled  in  a  refrigerator  over- 
night. The  precipitate  which  formed  was  removed 
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by  filtration,  dried  in  vacuo  over  sulphuric  acid,  and 
recrystalized  several  times  from  pyridine.  From  2.14 
Grams  of  the  crude  material  0.51  Grams  of  white 
needle-like  crystals  were  obtained,  which  were  in- 
soluble in  ether,  slightly  soluble  in  warm  acetone, 
soluble  in  hot  alcohol,  and  readily  soluble  in  pyri- 
dine, and  opalescent  in  water.  The  crystals  melted 
at  197.5°  C. 

Microscopic  examination  of  these  crystals  with 
the  aid  of  a  selenite  plate  showed  no  trace  of  cere- 
brosides.  The  absence  of  cerebrosides  was  further 
confirmed  by  hydrolysis  and  examination  of  the 
hydrolysate  for  reducing  sugars. 

All  these  properties  indicate  that  the  material  is 
the  diamino-phosphatide,  sphingomyelin.  Klenk" 
has  previously  reported  the  presence  of  sphin- 
gomyelin in  the  spleen  in  cases  of  Neimann-Pick's 
disease. 

The  phosphorus  content  of  sphingomyelin  was 
determined  by  the  method  of  Benedict  and  Theis4. 
The  percentage  of  nitrogen  was  determined  by 
micro-Kjeldahl,  using  fuming  sulphuric  acid  instead 
of  the  usual  digestion  mixture  as  recommended  by 
Thannhauser5. 

The  cholesterol  content  of  the  spleen  was  de- 
termined on  the  original  dried  material  by  extract- 
ing a  weighed  portion  with  chloroform  for  several 
days  and  analyzing  the  extract  for  cholesterol  by 
the  Lebermann-Buchard  color  reaction.  All  figures 
in  the  following  table  which  pertain  to  this  case  are 
calculated  on  100  Grams  of  dry  fixed  material, 
whereas  those  of  Klenk  are  calculated  on  100  Grams 
of  dry  fresh  tissue.  This  may  account  for  the  differ- 
ence in  results. 

TABLE  I 

Expressed   in   Grams  per  100  Grams  of  dried  tissue 

Authors  Klenk 

Lecithin __ 3.50  4.63 

3.45 

Cholesterol    __ _     2.89  3.44 

2.90 

Crude  sphingomyelin   9.5  23.4 

Pure                 "                                            _     2.3  13.3 

Per  cent,  phosphorus  in  sphingomyelin     3.76  3.92 

3.68  3.76 

3.72  3.98 

3.72 

Per   cent,  nitrogen  in                                   4. IS  3.76 

4.06  3.51 

4.00  3.53 

Nitrogen  to     phosphorus  ratio  .....               2.5:1  2.11:1 

Melting  point  of  sphingomyelin  ..  .   1Q7.5°C. 

Comment 
The  high  phosphatide  content  of  the  spleen 
occurring  in  Neimann-Pick's  disease  was  first  called 
attention  to  by  Sigmund".  However  he  made  the 
diagnosis  of  the  Gaucher  type.  His  work  was  further 
confirmed  by  Lorenz  and  Epstein7  demonstrating 
the  presence  of  alcohol-soluble  but  ether-insoluble 
phosphatides.    An    increase    in    cholesterol    in    the 


alcohol-soluble  and  ether-insoluble  material  con- 
tained in  the  spleen  removed  from  a  case  of 
Gaucher's  disease  has  been  reported  by  Horsley. 
Likewise  Klenk  has  found  an  increase  in  both  of 
these  in  Neimann-Pick's  disease  (table  1).  It  was 
apparent  to  Klenk  that  this  increase  in  the  phospha- 
tides in  the  latter  disease  was  due  to  some  substance 
other  than  lecithin.  He  succeeded  in  isolating 
pure  sphingomyelin  ( table  1 )  from  the  spleen  show- 
ing that  there  was  a  marked  increase  in  this  sub- 
stance in  such  a  pathalogically  enlarged  spleen 
whereas  it  occurred  only  in  very  small  amounts  in 
normal  tissues. 

Summary 
A  typical  case  of  Neimann-Pick's  disease  showing 
no  improvement  following  splenectomy  is  reported. 
The  high  content  of  the  phosphatide  sphingomyelin 
contained  in  the  spleen  in  these  cases  is  demon- 
strated. The  findings  in  this  case  are  compared  with 
those  previously  reported  by  Klenk.  It  appears  that 
chemical  analysis  offers  the  best  method  of  differ- 
entiating this  type  of  splenomegaly  from  that  of 
Gaucher. 
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Presacral  Sympathectomy  in  Dysmenorrhea 


The  primary  type  which  has  existed  since  the  first  few 
menstrual  periods,  especially  those  cases  occurring  without 
pelvic  pathology  and  which  has  offered  such  a  therapeutic 
obstacle,  is  the  one  mainly  considered  here.  While  the 
presence  of  definite  structural  changes  causes  one  to  feel 
safer  in  his  prognosis  in  a  given  case,  it  is  also  a  fact  that 
the  removal  or  correction  often  fails  to  give  relief. 

The  results  obtained  from  conservative  methods  are  far 
from  perfect. 

The  results  of  this  operation  depend  not  so  much  on  the 
ability  of  the  operator  to  find  and  resect  the  nerves  as  on 
selection  of  proper  cases.  The  type  of  dysmenorrhea  re- 
sponding most  favorably  to  the  operation  is  the  type  in 
which  the  pain  is  in  the  central  and  lower  portion  of  the 
abdomen  and  back. 

All  more  conservative  means  of  therapy  should  be  insti- 
tuted before  resorting  to  this  operation ;  otherwise  it  will 
lend  itself  readily  to  abuse. 

There  have  been  reported  no  disastrous  after-effects  of 
this  operation,  and  libido,  pregnancy  and  parturition  are 
unaffected. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 
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The   Prevention   of   Psychotic   Reactions   Among 
Adolescents* 

D.  C.  Wilson,  M.D..  University,  Virginia 


ADOLESCENCE  is  considered  by  Dr. 
Tucker  to  extend  from  the  ninth  year  until 
the  twenty-fifth.  Certainly,  the  period 
embraces  the  time  necessary  for  the  individual  to 
change  from  a  child  into  an  adult,  an  indefinite 
period  varying  tremendously  with  the  individual, 
as  some  children  acquire  the  attitude  of  the  adult 
very  early  in  life,  while  many  full-grown  individuals 
are  never  freed  from  the  ideas  and  other  preoccupa- 
tions of  childhood.  The  physical,  mental  and  per- 
sonality adjustments  necessarily  made  during  the 
period  are  the  same,  however,  regardless  of  the 
time  interval  covered,  so  it  is  that  period  of  change 
that  is  important  regardless  of  its  chronological 
appearance. 

The  physical  growth  is  tremendous — often  the 
size  of  the  body,  and,  of  course,  all  organs,  become 
one-third  larger.  The  features  change,-  the  voice 
changes  and  all  the  changes  caused  by  the  enhanced 
glandular  activity  of  puberty  make  their  appear- 
ance. Thinking  changes  from  the  phantasy-tinted 
mentation  of  childhood  to  the  reality  guided  mental 
processes  necessary  for  independent  living.  Reason- 
ing processes  and  rational  thinking  make  their 
appearance,  at  least  sufficiently  to  allow  a  more  or 
less  adequate  conformity  to  the  demands  of  group 
life. 

The  emotional  changes  required  are  even  greater 
than  those  of  the  physical  or  mental.  To  reach  an 
adult  level,  according  to  Frankfort  Williams  ,  vu- 
jects,  acts  and  persons  must  be  seen  in  terms  of 
what  they  are,  cleaned  of  all  infantile  symbolic  in- 
vestments; action  must  be  free  from  compulsion 
and  in  accordance  with  the  realities  of  the  situation, 
and,  finally,  when  the  situation  is  unalterable, 
adjustment  must  be  made  with  a  minimum  of  con- 
flict. If  this  standard  is  used  very  few  individuals 
reach  the  adult  emotional  level  at  the  age  of  twenty- 
six.  Indeed,  it  is  seldom  reached,  but  a  certain 
emotional  control  must  be  obtained  by  the  time  the 
adolescent  period  is  over  so  that  the  idealist  preach- 
ments absorbed  in  childhood  may  be  taken  with  a 
grain  of  salt,  if  not  with  the  tongue  in  the  cheek. 
The  individual  personality  has  to  be  made  ready  for 
heterosexual  life  and  a  self-reliant  existence  in 
which  the  two  great  needs  of  love  and  security  are 
adequately  satisfied.  Rarely,  if  ever,  can  love  of 
self  bring  an  adequate  solution  in  the  world  of  to- 
day, and  who  is  secure  that  cannot  rely  on  his  own 
ability  with  a  feeling  of  safety? 


The  significance  of  adolescence  needs  no  further 
emphasis,  but  certainly  it  is  a  very  momentous 
time  for  every  individual,  perhaps  second  in  im- 
portance only  to  the  pre-school  years  as  a  time  of 
danger.  In  the  home  all  relationships  must  be  modi- 
fied and  life  made  to  go  on  as  the  new  independent 
unit  is  gradually  forced  out  on  its  own.  High  school 
and  college  are  adjuncts  to  the  home  and  their 
reason  for  being  is  to  help  in  this  weaning  process. 
All  their  efforts  should  be  bent  toward  developing 
the  adolescent  personality  toward  self-sufficiency. 
The  community,  also,  must  be  ready  to  absorb  the 
new  unit.  Child-labor  laws  try  to  fix  a  chronological 
minimum  for  this  period  of  absorption,  but  the 
chronological  age  gives  such  a  poor  measure  of 
development  that  many  other  aids  must  be  em- 
ployed. 

The  significance  of  adolescence  is,  again,  empha- 
sized by  the  toll  taken  by  maladjustments  during 
this  period.  Dr.  Asa  Shields  has  shown  that  39  per 
cent,  of  the  inhabitants  of  the  Virginia  penitentiary 
in  1931  were  under  twenty-one  years  of  age.  Sta- 
tistics collected  from  the  country  at  large  show  that 
approximately  100,000  delinquents  are  between 
the  ages  of  thirteen  and  nineteen:  at  least  100,000 
persons  are  admitted  to  our  private  and  public 
hospitals  for  the  insane,  defective  and  epileptic  each 
year  and  50  per  cent,  of  these  are  under  forty. 
Epilepsy  has  its  beginning  in  adolescence;  dementia 
praecox  is  a  disease  of  the  same  period ;  the  psycho- 
neuroses  are  most  prevalent  in  the  early  twenties, 
but  often  manifest  themselves  in  the  second  decade. 
The  adolescent  period  is  not  only  a  time  of  great 
stress  but  a  time  of  many  failures.  The  obvious 
devastation  is  awful,  but  the  occult  effects  of  partial 
wreckage  are  also  widespread  and  probably  have  as 
great  an  influence.  The  statement  is  often  made  that, 
of  the  7,000  babies  born  daily  in  the  United  States: 
of  every  twenty-five  that  reach  adult  life,  one  will 
be  insane,  four  will  be  profoundly  neurotic,  four 
will  be  moderately  neurotic,  four  will  be  mildly 
neurotic  and  twelve  will  be  fairly  normal. 

The  cause  for  all  this  obviously  is  not  only  the 
strain  of  the  adolescent  adjustment;  it  reaches  back 
through  pre-adolescence  to  birth  and  then  back  to 
the  grandparents.  Much  emphasis  has  been  placed 
on  the  importance  of  grandparents  and  parents. 
Also,  the  culture  of  the  infant,  the  baby  and  the 
child  has  received  special  consideration.  Child- 
guidance  clinics  and  widespread  parent  education 
meeting  at    Norfolk,    February  22nd 
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are  being  carried  forward.  The  idea  behind  the  new 
curriculum,  namely,  the  supplying  of  the  personality 
needs  of  the  child,  is  pervading  our  schools.  Yet, 
there  is  still  very  little  done  for  the  child  in  the 
second  decade. 

The  study  recently  reported  of  the  1,000  adoles- 
cent juveniles  passing  through  the  care  of  the  Judge 
Baker  Foundation,  thus  supposedly  getting  the  best 
of  psychiatric  care,  is  discouraging  and  suggests 
that  by  the  time  adolescence  is  reached  delinquency 
cannot  be  cured.  However,  reports  from  colleges  and 
high  schools  are  more  encouraging.  Raphael  reports 
a  five-year  study  of  526  students  at  the  University 
of  Michigan  with  extremely  good  results  from  treat- 
ment in  85.4  per  cent.  Palmer  at  the  University  of 
Pennsylvania  reports  approximately  80  per  cent, 
of  his  patients  as  having  made  at  least  a  temporary 
adjustment. 

At  present,  the  most  advanced  idea  for  meeting 
the  problem  of  the  adolescent  is  as  follows:  In  the 
home  every  effort  should  be  made  to  make  the 
child  self-reliant;  harsh  discipline  is  tabooed,  but 
also  th.3  license  of  the  Freudian  days  is  over.  De- 
ception must  be  done  away  with  and  frank  dis- 
cussion of  all  topics,  especially  those  regarding  sex 
and  finance  are  indicated.  In  the  school  the  idea 
of  the  junior  high  school  seems  to  be  a  step  forward, 
but  added  to  this  must  be  a  trade  school  where 
actual  trades  are  taught.  Trade  schools  in  connec- 
tion with  factories  are  to  be  encouraged.  Also,  in 
all  large  high  schools  there  should  be  a  personnel 
officer,  a  trained  person  capable  of  understanding 
and  managing  adolescent  problems.  Among  smaller 
schools  there  should  be  a  visiting  teacher  who  takes 
care  of  the  district  or  county.  This  teacher,  who 
should  be  a  social  worker,  can  combine  the  offices 
of  truant  officer  and  probation  officer  for  the 
juvenile  court  if  this  is  absolutely  necessary. 

In  the  community  it  is  necessary  that  there  be 
understanding  of  the  responsibility  to  the  adolescent. 
He  must  be  given  opportunities  for  recreation,  for 
religious  training,  and  for  labor. 

The  juvenile  court  with  its  system  of  probation 
is  a  necessity  of  any  community,  and  a  psychiatric 
or  child-guidance  clinic  should  be  available.  Above 
all.  the  community  must  realize  that  the  day  has 
passed  when  they  solve  their  adolescent  problems 
by  turning  them  over  to  the  State,  by  passing  them 
on  to  another  community,  or  by  sticking  them 
behind  bars  and  forgetting  about  them. 

The  colleges  in  regard  to  the  handling  of  student 
problems  apparently  divide  themselves  into  two 
classes;  the  college  of  less  than  500  students,  and 
the  university.  In  the  former,  a  personnel  officer 
who  is  a  specially  trained,  an  understanding  mem- 
ber of  the  faculty  who  can  work  in  connection  with 
the  medical  staff,  can  handle  the  situation,  provided 
he  has  a  consulting  psychiatrist  who  makes  occa- 


sional visits  for  the  more  serious  cases.  Studies 
from  the  larger  colleges  show  the  need  of  more 
extensive  service.  Dr.  Blanton  at  Wisconsin  found 
10  per  cent.,  Dr.  Cobb  at  Harvard  found  16  per 
cent.,  and  Drs.  Morrison  and  Diehl  at  Minnesota 
18  per  cent,  of  groups  of  college  students  studied 
were  in  need  of  psychiatric  care.  Dr.  Palmer  states 
"It  would  seem,  then,  from  Mental  Hygiene  investi- 
gations conducted  in  a  number  of  widely  separated 
colleges  that  about  85  per  cent,  of  students  show 
some  need  for  help  in  integrating  their  emotional 
lives;  from  10  per  cent,  to  15  per  cent,  are  in 
actual  danger  of  mental  breakdown". 

In  the  larger  college  or  the  university  years  of 
experience  have  brought  forward  the  conclusion  that 
a  full-time  psychiatric  service  is  necessary.  It  is  felt 
that  this  service  should  be  supplemented  by  faculty 
advisors  and  by  trained  personnel  officers.  It  is  best 
apparently  that  the  last-mentioned  observers  make 
the  first  contacts  with  the  student  and  use  the 
psychiatric  department  as  a  consultant.  It  has  also 
been  discovered  that  the  psychiatric  department 
should  be  an  integral  part  of  the  student  medical - 
service,  so  that  a  constant  interchange  of  patients 
is  possible.  This  form  of  care  has  not  been  tried 
long  enough  as  yet  to  enable  us  to  draw  conclusions, 
but  at  present  it  seems  adequate. 

At  the  University  of  Virginia  the  change  from 
small  college  to  university  has  taken  place  so  rapidly 
in  some  respects  and  so  slowly  in  others  that  many 
phases  of  college  life  are  still  handled  from  the 
small-college  standpoint.  The  student  health  pro- 
gram is  one  of  these,  although  at  present  plans  are 
on  foot  to  modernize  this  department.  The  person- 
ality of  the  student  is  still  left  to  the  care  of  tradi- 
tion and  environment  in  a  large  measure.  On  the 
other  hand,  there  has  come  down  from  the  smaller- 
college  days  the  influence  of  the  faculty  advisor 
which  is  attenuated  but  still  active.  Also  at  present, 
a;  formerly,  there  are  men  of  splendid  training  who 
have  great  insight,  as  well  as  interest  in  student 
problems,  and  thus  in  a  way  act  as  personnel 
officers.  These  men  have  many  duties,  however,  so 
cannot  meet  all  the  requirements  of  this  office. 
There  has  also  been  a  College  Y.  M.  C.  A.  for  many 
years  and  as  the  University  has  grown  the  teacher 
of  this  group  has  taken  on  many  of  the  duties  of  a 
student  advisor  and  friend,  rather  than  just  a 
religious  leader.  The  Departments  of  Psychology 
and  of  Psychiatry  have  no  direct  connection  with 
student  health  and  no  direct  responsibility  for 
student  well-being;  yet,  the  understanding  of  th? 
faculty,  especially  of  certain  members,  is  so  far 
advanced  and  the  medical  staff  so  tuned  to  the 
personality  needs  of  the  students  that  fundamental- 
ly, though  inadequately,  the  set-up  recommended 
for  a  university  now  exists. 

Nevertheless  many  students  leave  Virginia  dur- 
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ing  the  first  year,  some  undoubtedly  because  of 
personality  difficulties  that  could  be  solved.  There 
has  been  one  suicide  this  year.  There  must  be  many 
maladjustments  that  have  dire  effects  on  student 
lives  which  are  never  recognized.  The  department 
of  Psychiatry  is  used  only  for  consultation  and 
comparatively  few  students  are  seen.  These  are 
divided  equally  between  those  referred  by  the 
student  health  department  and  the  other  members 
c  the  faculty.  The  problems  found  are  in  the  main 
identical  with  those  found  in  non-student  cases. 
There  are  nevoses  and  beginning  psychoses.  How- 
ever, there  are  also  many  cases  which  cannot  be 
placed  in  any  of  the  usual  patterns  and  can  only 
be  recognized  as  problems  in  adjustment.  Among 
the  latter  the  problem  of  social  inadequacy,  inability 
to  socialize,  stands  out.  Another  group  seems  to  be 
based  on  a  lack  of  definite  goal,  often  accompanied 
by  an  inability  to  concentrate.  Homosexual  trends 
are  another  disturbing  factor.  These  are  often  not 
serious  in  themselves,  but  produce  a  tremendous 
anxiety  reaction  with  a  desire  for  flight.  Although 
only  a  few  student  problems  are  thus  reviewed, 
there  is  a  sufficient  number  to  show  that  in  the  near 
future  a  more  complete  set-up  will  be  necessary.  It 
has  been  recognized  for  a  long  time  at  the  University 
of  Virginia  that  the  main  purpose  of  the  school  was 
not  intellectual  education,  but  character  building; 
yet.  it  is  only  recently  that  it  has  been  understood 
that  the  method  of  laissez  {aire  is  out-moded. 

We  may  conclude  that  there  are  many  maladjust- 
ments during  the  adolescent  period  that  lead  on  to 
crime  and  mental  disease,  which  could  be  prevented 
by  proper  investigation  and  guidance  during  this 
period  of  change.  The  adolescent  can  be  found  and 
studied  without  great  difficulty.  He  or  she  is  in  high 
school,  factory  or  college,  and  perhaps  we  should 
add  the  C.C.C.  camp.  There  is  not  much  to  be 
gained  by  treating  these  individuals  after  they 
become  confirmed  delinquents  or  definitely  diseased, 
but  much  can  be  done  by  getting  to  the  individual 
in  the  stage  of  early  maladjustment.  This  can  be 
done  only  by  routine  observation  by  trained  ob- 
servers while  the  groups  hold  together.  Supposing 
50  per  cent,  of  those  recognized  could  be  led  to  a 
successful  conclusion,  it  would  more  than  pay  the 
State  to  have  a  psychiatric  department  connected 
with  the  school  system  of  each  city.  However,  if 
the  fundamental  needs  of  the  adolescent  are  con- 
sidered, namely,  the  desire  for  independent  exist- 
ence and  proper  recreation,  as  well  as  proper  oppor- 
tunity for  labor  given,  much  can  be  done. 

In  conclusion,  it  may  be  true  that  the  adolescen. 
delinquent  is  fixed  and  unalterable,  but  certainly 
many  other  forms  of  maladjustment  found  during 
this  epoch  are  possible  of  cure.  The  need  of  under- 
standing and  interest  on  the  part  of  all  is  imperative, 
for  this  is  a  community,  indeed  a  National  problem. 


Adolescence  offers  the  last  chance  to  prevent  mental 
disease. 

"Let  us  not  condemn  youth  or  envy  youth,  but  study 
youth  in  all  of  its  far-reaching  aspects,  feeling  sure  that  in 
so  doing  we  will  not  only  be  helping  this  generation  or  the 
individual  youth,  but  the  people  of  all  ages  to  come!" 

Discussion 
Dr.  Frank  H.  Redwood,  Norfolk,  Va.: 

When  we  begin  to  analyze  some  of  the  figures  Dr.  Wilson 
has  given  us  we  begin  to  realize  the  significance  and  the 
importance  of  the  adolescent  period.  When  he  tells  us  that 
30  per  cent,  of  the  inhabitants  of  the  Virginia  penitentiary 
in  1031  were  under  twenty-one  years  of  age  we  surmise 
that  something  went  wrong  in  adolescence  with  the  majority 
of  that  30  per  cent. 

The  study  of  human  behavior  shows  that  in  all  ages  one 
must  strive  to  maintain  a  high  degree  of  efficiency  which  is 
a  protection  against  the  fear  of  failure.  So  often  we  see  the 
adolescent  who  has  difficulty  in  competing  change  his  per- 
sonality and  become  a  bluffer,  develop  a  conduct  disorder 
to  keep  him  in  the  limelight  and  to  keep  up  his  courage. 
If  all  adolescents  had  the  same  intelligence  level  and  could 
be  treated  by  rule-of-thumb  the  problem  would  be  simple, 
but  fortunately  they  do  not  have  the  same  intellectual  or 
emotional  capacity  and  cannot  be  molded  in  the  same 
mold. 

What  to  do  with  the  individual  adolescent  cannot  be  put 
down  on  paper  as  a  guide  to  go  by,  but  there  are  some 
general  rules  that  will  be  a  help  to  some  of  them.  I  have 
never  felt  exactly  clear  about  the  role  of  heredity  in  delin- 
quency, crime,  et  cetera,  but  I  do  feel  that  environment  is 
most  important.  We  see,  it  is  true,  success  evolve  from 
poor  heredity  and  failure  emerge  from  good  environment; 
we  cannot  discard  the  importance  of  either. 

The  average  home  is  not  what  it  was  a  generation  ago, 
nor  is  it  advisable  to  have  it  so  as  it  applies  to  the  adoles- 
cent boy  or  girl.  But  home  should  be  a  place  for  them  to 
go  to  and  not  a  place  to  come  from.  The  child  has  a  right 
to  know  why,  and  not  just  because  father  says  so;  there- 
fore, too  strict  discipline  should  give  way  to  understanding. 
The  matter  of  family  finances  should  be  discussed  so  that 
the  child  gradually  may  learn  what  can  be  afforded.  I 
know  a  family  in  which  there  are  two  children,  both  of 
whom  are  allowed  to  use  charge  accounts,  and  never  has 
this  privilege  been  abused  because  they  have  been  so  taught. 
Parents  should  so  conduct  themselves  that  children  in  their 
formative  periods  will  learn  by  example  the  proper  perspec- 
tive in  all  matters.  What  can  you  expect  of  two  young  girls 
who  see  both  thir  parents  noticeably  drunk  at  a  public 
function? 

It  is  not  right  to  allow  a  child  to  approach  adolescence 
without  some  knowledge  of  sex  and  reproduction.  Do  not 
think  he  has  not  wondered  and  dreamed  or  gained  some 
information  in  such  a  way  as  to  make  it  inevitable  that  he 
will  draw  incorrect  conclusions.  Silence  on  the  part  of  the 
parents  make  him  feel  that  the  subject  is  forbidden  ground. 

Mental  hygiene  clinics  can  be  of  great  help  to  the  adoles- 
cent especially  in  co-operation  with  the  school  and  juvenile 
courts.  I  believe  every  juvenile  court  could  profit  by  hav- 
ing an  associated  well-conducted  mental  hygiene  clinic. 

The  community  itself  should  recognize  its  responsibility 
to  the  adolescent  and  supply  playgrounds  and  other  outlets 
for  the  growing  and  developing  mind.  In  Norfolk,  our 
Director  of  Public  Safety,  a  very  understanding  man,  has 
called  a  conference  on  crime  for  next  month  and  I  am  in 
hopes  great  things  will  eventually  come  from  his  meeting. 
He  wants  to  know  why  there  were  25,000  arrests  in  Norfolk 
last  year. 

The  study  of  delinquency,  crime  anil  maladjustment  has 
been  disappointing.     The  courts  still  have  full  dockets    the 
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penitentiary  population  does  not  decrease,  and  the  institu- 
tions for  mental  disease  are  crowded ;  yet  there  are  many 
bright  spots. 

In  spite  of  proper  homes,  of  mental  hygiene  clinics,  of 
parent-teacher  groups,  of  playgrounds,  and  so  on,  we  will 
always  have  need  for  courts,  penitentiaries  and  mental  hos- 
pitals; but  it  is  our  duty  to  aid  the  adolescent  to  make  as 
complete  adjustment  as  is  possible  in  a  difficult  and  chang- 
ing world. 


Thumbsucking,  Nailbiting  and  Enuresis 
(H.  C.  Schumacher,  Cleveland,   in   Med.   Rec,  Aug    4th) 

Thumbsucking  is  a  problem  that  we  have  never  been 
able  to  get  excited  about.  Sucking  motions  are  essential 
to  nursing.  Does  the  child  get  enough  food?  At  what  rate 
does  he  get  it  ?  Does  he  get  too  much  food  so  that  he  has 
pain  from  overdistention?  Has  he  any  disease  in  and 
about  the  mouth?  Is  he  free  from  distress  due  to  other 
causes?  Probably  sucking  has  value  in  strengthening  the 
musculature  for  the  next  step,  chewing.  Sucking  in  itself  is 
a  pleasurable  act.  The  babe  experiences  a  release  from  dis- 
comfort— hunger  pangs — on  nursing.  Since  it  doesn't  know 
the  origin  of  its  pain,  it  is  not  surprising  that  it  attempts  to 
allay  such  pains  through  the  use  of  a  mechanism  he  has 
found  works  in  a  fairly  common  pain — that  of  hunger. 

Since  every  infant  and  small  child,  so  entirely  dependent 
upon  adult  protectors,  must  draw  the  inference  that  he  U 
not  really  loved  nor  wanted  when  his  basic  needs  are  not 
met,  it  is  to  be  understood  why  a  thumb-sucking  child  is 
lonely  and  hence  emotionally  unhappy.  It  is  in  this  sense, 
too,  that  such  a  child  is  to  be  conceived  as  remaining  fixated 
at  the  autoerotk  level.  He  obtains  his  release  of  tensions 
and  derives  such  pleasure  as  he  can  from  his  thumb-sucking. 

It  follows  then,  that  in  treatment  the  effort  should  be  to 
correct  all  unsatisfactory  feeding  activities  and  to  establish 
normal  healthy  emotional  relationships  between  parent  and 
child. 

Since  our  child  already  feels  isolated  and  lonely,  to  accen- 
tuate such  feelings  through  the  use  of  methods  foul-tasting 
and  foul-smelling,  or  hurtful  to  the  membranes  of  the 
mouth  is  to  heap  insult  upon  injury  and  to  cause  the  child 
to  need  his  autoerotic  activity  more  than  ever  before.  The 
same  is  true  of  enclosing  the  hands  in  mitts  or  tying  them 
tn  the  sides.  Anything  that  interferes  with  the  free  use  of 
the  fingers  not  only  is  reprehensible,  for  the  reason  given 
above,  but  further  delays  the  child  in  his  developmental 
growth.  The  child  should  substitute  tactile  sensation  in  his 
fingers  for  the  tactile  sensations  derived  from  putting  things 
into  his  mouth. 

Naubiting  is  learned  later  than  thumbsucking.  It  is 
much  more  apt  to  be  an  evidence  of  a  neurotic  disposition. 
Nailbiting  is  more  common  in  the  child  whose  restlessness 
is  an  expression  of  some  disturbed  condition  of  body  and 
mind.  The  child  who  has  physical  defects,  is  malnourished, 
sleeps  poorly,  or  who  has  some  deep-seated  conflict,  is  the 
nailbiting  child.  Nailbiting  represents  a  more  hostile  ag- 
gressive action,  a  hostility  primarily  directed  against  the 
parents.  Constant  emphasis  on  the  undesirability  of  the 
habit,  either  through  a  treatment  directed  to  the  finger  nails 
or  through  reproaches  for  his  habit  but  further  intensifies 
the  conflict  and  hence  results  in  a  greater  need  on  the  child's 
part  for  this  habit  or  a  substitute  one. 

The  term  enuresis  should  always  be  reserved  for  urinary 
disturbance  due  to  psychogenic  causes  primarily,  inconti- 
nence of  urine  for  those  due  primarily  to  physiopathological 
causes. 

Generally  speaking,  the  following  factors  are  of  import- 
ance: First,  too  early  training  with  the  thought  in  the 
mind  of  the  parent  that  the  child  will  come  to  associate  the 
use  of  the  toilet  with  the  act  of  micturating.  It  is  one  thing 
to  leam  the  rhythm  of  excretion  and  then  to  slip  a  receptacle 


under  the  child,  quite  another  thing  to  believe  that  in  this 
way  the  child  learns  to  void  only  when  upon  some  recepta- 
cle. Since  the  child  does  not  so  learn  and  continues  to 
have  many  accidents,  the  parent  who  has  labored  so  ear- 
nestly gets  cross  with  the  child,  scolds  and  punishes  him  for 
his  supposed  willful  disobedience.  The  upshot  of  this  is 
that  the  child  becomes  increasingly  confused  as  to  what  is 
expected  of  him.  The  child  may  even  draw  the  inference 
that  what  is  wanted  is  that  he  not  void  at  all,  particularly 
when,  voiding  involuntarily,  he  is  rushed  to  the  toilet  and 
made  to  sit  there.  Having  already  voided  he  becomes 
confused  as  to  what  is  now  wanted  of  him.  Sometimes 
later  he  may  not  be  able  to  void,  even  with  a  full  bladder, 
when  on  the  toilet  because  of  the  fear  that  it  is  not  the 
thing  to  do.  Yet  just  as  soon  as  he  is  off  the  toilet  he  wets 
himself  only  to  have  the  mother  rush  him  back  on  the  toilet, 
thus  in  his  mind  fixing  the  idea  that  what  mother  really 
wants  is  that  he  not  void  at  all.  Other  children  may  as  the 
result  of  such  wrong  training  become  aggressively  hostile 
toward  their  trainers  and  use  the  urine,  as  it  were,  as  a 
destructive  agent. 

In  such  ways  conflicts  are  engendered  that  result  in 
enuresis  in  the  child  who  under  better  training  would  have 
become  dry  at  the  normal  time  of  ll/z  to  2  years  for  day- 
time dryness  and  3  years  for  night  control. 

There  are  cases  where  the  child,  out  of  jealousy,  refuses 
to  grow  up  but  wants  to  remain  a  baby,  and  also  those 
where  an  overprotective,  over-solicitous  mother  keeps  the 
child  infantile  in  his  habits. 

The  child  who  has  suffered  a  birth  injury  or  who  has 
had  rickets,  or  severe  infectious  disease,  would  fall  into  this 
group.  In  hypothyroidism  and  adiposogenitalis  syndrome 
enuresis  is  engrafted  upon  delay  in  development  so  that  the 
child  builds  up  a  neurotic  reaction. 

We  doubt  the  efficacy  of  atropine  mixtures  or  the  salt 
therapy,  except  in  the  limited  sense  in  which  any  prescrip- 
tion may  have  suggestive  value.  Where  hypothyroidism 
was  a  definite  factor  good  results  from  thyroid  extract  in 
proper  dosage.  So  also  in  certain  cases  of  Froehlich's  syn- 
drome following  the  administration  of  pituitrin-S  and  small 
doses  of  thyroid.  However,  even  in  those  cases  psychother- 
apy is  imperative. 

Psychotherapy  in  all  cases  of  enuresis  must  not  only  be 
directed  to  the  child  but  also  to  the  parents,  who  often 
seem  to  feel  that  it  is  all  the  child's  fault  that  he  is  willful 
and  stubborn  and  sets  out  to  annoy  them.  There  is  some 
truth  in  their  feeling  the  way  they  do  but  the  child  is 
rarely  conscious  of  his  reasons  for  doing  it. 


Why  Stammer? 
(T.   E.  Emery,  Gardiner,  in  Maine   Med.  Jl.,  Sept.) 

Cure  of  stammering  can  be  effected  in  every  case  if  the 
stammerer  or  stutterer  desires  to  get  rid  of  his  handicap 
and  will  follow  with  thought  and  interest  the  proper  guid- 
ance. It  can  be  done  best  in  the  stammerer's  home  or  nor- 
mal environment.  This  is  the  statement  of  one  who  had  an 
older  brother  who  attended  several  institutions  for  the  cor- 
rection of  stammering,  submitted  to  a  surgical  operation, 
yet  never  was  cured ;  one  who  cured  herself  and  her  son 
and  others  who  have  worked  with  her.  This  statement 
implies  that  some  do  not  wish  to  get  rid  of  their  stammer 
ing,  which  is  true.  Some  stammerers  may  be  almost  un 
conscious  of  this  fact,  but  with  them  it  is  a  defense  mech- 
anism, or  perhaps,  because  of  their  stammer,  they  receive 
preferred  treatment  which  they  are  loth  to  give  up. 

The  time  will  come  when  the  stammerer  will  receive  th  - 
same  public  opprobrium  as  the  person  who,  through  sloth- 
fulness  or  indifference,  allows  tinea  or  beriberi  to  persist. 


(Most    authors    are    glad    to    send    reprints.   A    post-card 
equest  will  bring  the  whole  article.) 


SOUTHERN  MEDICINE  AND  SURGERY 


Report  of  Committee  on   Respiratory  Infections 

James  T.  Wolfe,  M.D.,  Chairman,  Washington,  District  of  Columbia 


THE  designation  of  this  committee,  "Com- 
mittee on  Respiratory  Infections"  is  so 
broad  that  it  becomes  difficult  to  undertake 
study  in  order  to  submit  a  report.  Tuberculosis  alone 
is  a  tremendous  problem  coming  under  this  classi- 
fication. Probably  it  will  prove  profitable  to  limit 
the  scope  of  the  Committee,  though  this  may  not  be 
feasible  because  of  the  many  sequelae  that  follow  in 
the  wake  of  the  common  cold  and  are  then  known 
as  disease  entities.  A  few  among  these  are  hay 
fever,  asthma,  chronic  bronchitis,  pulmonary  tuber- 
culosis activated  by  lowered  resistance  caused  by 
the  initial  cold,  and  many  others.  Even  diphtheria 
might  be  considered  a  respiratory  infection. 

From  this  introduction  of  my  brief  remarks  it 
will  be  seen  that  the  most  that  can  be  expected  of 
this  year's  report  by  the  Committee,  will  be  inco- 
herent and  lacking  in  definite  objective.  Probably 
it  will  be  good  policy  for  all  members  of  the  Com- 
mittee to  agree  to  study  some  single  factor  each 
year,  no  matter  how  we  may  differ  in  opinion  as  to 
importance  of  the  etiological  factor  decided  upon 
for  the  current  year's  discussion.  Already  there  has 
been  revolt  in  the  Committee  and  refusal  to  con- 
tribute a  short  paper  on  bacterial  vaccine  as  a 
therapeutic  agent,  which  subject,  as  Chairman  of 
the  Committee,  I  requested  the  various  members  to 
write  upon,  because  of  the  fact  that  last  February 
I  had  the  pleasure  of  reading  before  this  association 
a  paper  entitled  "Bacterial  Vaccine  Therapy."  and 
your  council,  as  a  result  of  that  paper,  created  this 
Committee  and  did  me  the  great  honor  to  name  me 
its  Chairman,  which  seemed  to  justify  my  belief 
that  this  subject  inspired  sufficient  interest  for  us 
to  use  it  as  a  symposium  in  our  first  report. 

The  Committee  has  been  handicapped  because 
each  member  lives  and  works  at  considerable  dis- 
tance from  the  others,  and  we  have  had  no  oppor- 
tunity to  confer  as  I  hope  we  will  at  this  meeting  so 
we  can  decide  on  some  phase  of  this  problem  for  the 
next  annual  meeting. 

The  human  body  may  be  likened  to  an  automo- 
bile storage  battery  in  that  once  it  is  run  down 
and  exhausted  it  is  impossible  to  recharge  with 
energy  without  removing  it  from  duty  and  placing 
it  "on  the  line".  This  we  do  for  our  patients  by 
putting  them  to  bed  and  there  are  many  colds  im- 
possible to  cure  till  complete  rest  is  resorted  to, 
which  is  largely  due  to  the  fact  that  such  colds  are 
the  result  of  prolonged  exhaustion  and  lowered  re- 
sistance, and  if  the  cold  did  not  put  the  patient  to 
bed  he  would  suffer  some  graver  illness  that  might 


prove  fatal.  This  type  of  cold  cannot  be  cured  with- 
out rest,  no  matter  how  effective  the  therapeutic 
agent  employed.  Many  lives  are  saved  among 
exhausted  patients  by  a  minor  illness  that  puts  them 
to  bed  so  that  they  may  be  recharged  with  vital 
force.  On  the  other  hand,  there  are  many  colds  that 
can  be  promptly  cured  in  patients  who  are  not  run- 
down physically.  These  colds  are  probably  caused 
by  the  increased  virulence  of  the  infective  agent, 
such  as  we  get  in  times  such  as  we  have  just  been 
through.  Christmas  shopping  in  crowded  stores 
brings  about  rapid  transmission  of  infection  among 
the  population  and  increased  virulence  of  infection, 
resulting  in  epidemics  of  colds  and  influenza  of  in- 
creased severity. 

Bacterial  vaccines  are  of  great  value  in  the  cure 
of  head  or  bronchial  colds,  if  used  in  either  the 
ambulatory  or  confined  type,  and  in  my  experience 
none  is  more  potent  than  my  old  favorite  compound 
of  pneumococcus  and  streptococcus,  all  types  and 
strains,  given  as  indicated  by  the  local  reaction. 

Just  as  reported  in  my  paper  last  year,  there  has 
not  been  a  case  of  pneumonia  or  surgical  compli- 
cation in  any  respiratory  case  treated  by  me  since 
my  report  at  that  time,  nor  has  there  been  a  sequela. 

During  the  recent  influenza  epidemic  I  have  used 
with  advantage  influenza  vaccine,  combined.  Many 
patients  came  to  my  office  with  fever  as  high  as 
102°  whom  I  gave  such  a  vaccine  and  put  on  simple 
influenza  capsules,  sent  home  to  bed  and  found 
normal  the  next  day.  Only  in  case  of  heavy  bron- 
chial involvement  were  several  days  rest  in  bed  and 
care  at  home  required. 

The  greatest  contribution  I  could  make  to  this 
Committee  report  would  be  to  add  to  the  total  sum 
of  human  welfare  by  establishing  the  fact  that  in 
my  work  in  respiratory  diseases  surgical  complica- 
tions and  sequelae  of  both  medical  and  surgical  na- 
ture are  largely  prevented  by  treating  the  acute 
attack  with  bacterial  vaccines  in  conjunction  with 
general  medical  care. 


Syphilis  as  it  is  Caught  in  Australia 

(E.   H.   Molesworth,  Sydney,  Aust.,   in  Urol.  &  Cuta.   Rev., 
Sept.) 

In  the  analysis  of  the  cases  of  syphilis  in  Sydney  made 
by  me  many  years  ago  I  found  on  questioning  the  patients 
at  our  evening  clinic  that  60%  of  the  men  infected  con- 
tracted the  disease  from  others  than  professional  prostitutes. 
This  state  of  affairs  probably  exists  in  other  communities,  so 
the  limitation  of  prostitution  can  only  partially  control  the 
sources  of  infection. 


(Most    authors   are   glad   to   send   reprints,    A    p   ■:  card 
request   will  bring  the  whole  article.) 
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President's  Page 

Medical  Society  of  the  State  of  North  Carolina 


In  my  first  message  as  your  president,  I  outlined 
my  hopes  for  the  year.  As  a  follow-up  message,  I 
want  to  suggest  some  of  the  problems  that  confront 
us. 

1.  The  four-year  medical  school.  While  the  last 
Legislature  was  in  session,  a  committee  was  called 
together  and  a  tentative  bill  suggested  for  presen- 
tation to  that  body.  Some  were  bitterly  disap- 
pointed that  this  bill,  calling  for  the  establishment 
of  a  school  to  give  the  third  and  fourth  years  in 
medicine,  independent  of  either  of  the  two-year 
schools  in  the  State,  was  rejected  by  the  committee, 
and  a  motion  passed  to  ask  the  Governor  to  appoint 
a  commission  to  study  the  question  and  report  to 
the  next  session  of  the  Legislature.  It  was  felt, 
however,  by  a  majority  of  those  present,  that  unless 
such  a  school  could  have  organic  connection  with 
a  teaching  institution,  and  be  adequately  financed, 
it  would  not  be  the  type  of  school  to  reflect  credii 
upon  the  medical  profession  of  North  Carolina.  A 
committee  from  the  Society  was  continued  to  work 
in  cooperation  with  the  Governor's  commission. 

2.  A  nation-wide  campaign  for  the  eradication 
of  venereal  disease  has  been  launched  by  the  U.  S. 
Public  Health  Service.  Every  state  society  is  ex- 
pected to  do  its  part  in  making  this  a  success.  Of 
course  we,  as  individual  doctors,  will  do  our  bit  in 
cooperating  with  this  committee,  under  the  chair- 
manship of  Dr.  J.  C.  Knox.  It  is  to  be  hoped, 
however,  that  we  will  use  enough  common  sense  in 
''informing  the  public"  to  counteract  the  hysterki 
felt  by  entirely  too  many  laymen  and  laywomen 
who,  apparently,  feel  that  a  cook  with  a  one-plus 
Wassermann  can  infect  a  whole  family  innocently. 

3.  One  of  the  most  pressing  problems  is  that  of 
socialized  medicine  in  general,  and  in  particular 
the  attitude  and  the  obligation  of  our  profession 
toward  the  frankly  indigent  and  toward  the  low- 
income  class.  We  have  a  strong  committee  working 
upon  this  problem,  and  it  will  doubtless  have  some 
lecommendations  to  make  at  the  next  meeting  of 
the  House  of  Delegates. 


4.  Dr.  Tom  Long  told  me  recently  that  there 
are  more  than  a  thousand  doctors  in  North  Caro- 
lina who  are  not  members  of  the  State  Society.  A 
few  of  these,  of  course,  are  retired  or  inactive;  but 
most  of  them  are  in  active  practice,  and  should 
belong  to  a  county  and  so  automatically  to  our 
State  Society.  I  have  asked  him  to  find  from  th; 
county  secretaries,  so  far  as  possible,  the  names  of 
these  men,  with  the  idea  of  writing  every  one  an 
invitation  to  join  the  society.  With  the  organiza- 
tion of  the  new  Section  on  General  Practice,  there 
should  be  something  well  worth  while  for  every 
general  practitioner  at  the  next  meeting.  May  I 
not  count  on  every  reader  of  this  journal  to  become 
a  sort  of  missionary  in  the  enlistment  of  those  out- 
side the  medical  fold? 

5.  One  of  the  greatest  and  most  important  de- 
cisions for  us  to  make,  it  seems  to  me,  is  whether  to 
continue  our  present  Transactions  in  single  volume 
form,  or  to  substitute  a  state  medical  journal,  to 
be  received  by  every  member  and  paid  for  by  the 
fund  hitherto  used  for  publishing  the  Transactions. 
There  are  arguments  in  favor  of  both  means  of 
preserving  the  records  and  papers  of  the  society. 
As  president,  I  have  tried  to  keep  an  open  mind 
and  have  questioned  representative  men  throughout 
the  State.  From  them  I  gather  that  the  chief  ad- 
vantage of  the  bound  Transactions  is  the  perma- 
nent roster  of  the  members  afforded.  Many  have 
suggested  that  if  a  monthly  journal  were  published, 
which  would  publish  such  a  roster  annually,  to- 
gether with  a  record  of  the  annual  meeting  of  the 
House  of  Delegates,  it  would  appeal  to  them  more 
than  the  present  method.  Certainly  it  would  mean 
much  to  the  interest  taken  in  the  work  of  the  so- 
ciety, and  would  make  for  a  more  rapid  spread  of 
information  to  the  membership  of  the  society 
throughout  the  year,  if  a  monthly  publication  were 
maintained. 

I  would  appreciate  it  if  readers  of  this  message  j 
would  write  me  their  reactions  to  the  question. 

—WING  ATE  M.  JOHN  SOS 


October,   1937 


SOUTHERN  MEDICINE  AND  SURGERY 


The  Clinic 


Conducted   By 

Frederick  R.  Taylor,  B.S.,  M.D.,  F.A.C.P. 

High  Point,  North  Carolina 


This  case  dates  from  my  first  year  in  practice, 
but  remains  unique  in  my  experience. 

A  26-year-old  white  farm  wife  came  to  me  com- 
plaining of  miscarriages.  Because  of  a  recent  mis- 
carriage she  had  had  a  blood  count  the  day  before 
this  history  was  taken,  and  it  showed  hgb.  98%, 
r.  c.  4,920,000 — color  index  1 — no  abnormal  red 
cells;  w.  c.  10,720 — neut.  67,  lymph.  14,  mono.  14, 
trans.  1,  eos.  1,  bas.  0  and  myelocytes  3%. 

>he  complained  of  having  had  two  miscarriages 
and  no  children.  She  began  to  menstruate  at  15. 
Recent  periods  had  been  too  irregular  owing  to 
pregnancy  to  fix  date  of  last  period.  Last  preg- 
nancy ended  by  miscarriage  11  days  before  she 
came  to  me.  Flow  usually  had  been  scanty,  periods 
irregular  since  first  miscarriage  16  mos.  ago.  Oc- 
casionally she  had  frequency  and  urgency  of  urina- 
tion, but  no  pain,  burning  or  hematuria.  Appetite 
had  been  good  and  she  thought  food  retained  in 
stomach  too  long.  She  had  sour  and  bitter  eructa- 
tions at  times  and  when  seen  considerable  consti- 
pation, but  sometimes  had  diarrhea  after  eating 
i  ^gi,  especially  last  spring.  She  had  been  treated 
by  Dr.  Phillips  for  severe  retroversion  and  ulcers 
of  the  womb,  she  said,  and  then  by  Dr.  Burrus, 
who  said  he  split  the  mouth  of  the  womb,  and  then 
by  Dr.  J.  W.  Long,  who  prescribed  medicine.  She 
had  also  used  "Orange  Blossoms.''  According  to 
the  Bureau  of  Investigation  of  the  A.  M.  A.,  these 
are  vaginal  suppositories  containing  "free  boric  acid, 
aluminum  salt,  sulphate,  potassium  salt,  sodium  salt, 
starch  and  petrolatum"  (government  chemist's  re- 
port) that  claimed  to  cure  cancer,  falling  of  womb, 
etc.,  said  claims  being  declared  "false  and  fraud- 
ulent and  applied  knowingly  and  in  reckless  and 
wanton  disregard  of  their  truth  or  falsity.''  The 
manager  was  fined  $50  and  costs.  (Notice  of 
Judgment  No.  4360;  issued  Sept.  12th,  1916.) 

The  patient  soon  became  pregnant.  All  this 
treatment  had  been  given  primarily  for  sterility. 
She  was  treated  by  Dr.  W.  L.  Jackson  in  her  first 
miscarriage,  which  was  of  about  6  mos.  develop- 
ment. No  further  treatment  till  present  miscarriage 
11  days  ago,  when  Dr.  J.  D.  Bulla  attended  her. 
Some  menorrhagia  last  June,  flow  scanty  since.  She 
had  menstruated  throughout  pregnancy  as  far  as 
any  pregnancy  had  gone  with  her,  but  was  very 
irregular.  She  had  had  headaches  almost  daily 
since  last  miscarriage,  worse  in  the  mornings.  She 
always  had  some  headaches  at  her  periods.  She 
got  glasses  2  yrs.  ago,  as  Dr.  Long  ordered  refrac- 
tion. She  didn't  know  she  was  pregnant  the  last 
time  until  she  miscarried.     This  happened  imme- 


diately after  carrying  two  buckets  of  water  up  hill 
from  a  spring.  Slight  bleeding  still  present.  She 
bled  more  in  last  than  in  other  miscarriage,  and 
black  stringy  shreds  were  discharged  at  times. 

She  had  a  very  sore  throat,  swollen  on  one  side, 
probably  quinsy,  several  years  ago.  Nothing  else 
remarkable. 

Her  habits  were  good,  except  that  she  worked  too 
hard. 

The  family  history  threw  no  light  on  her  condi- 
tion. 

General  physical  examination  showed  nothing  re- 
markable except  slight  tenderness  in  the  left  loin. 
The  kidneys  were  not  palpable.  Abdomen  slightly 
pendulous  on  standing.  Spine  normal.  Gynecologi- 
cal examination  was  deferred  to  give  discharge  a 
chance  to  clear  up.  Ten  days  later  I  learned  that 
a  week  before  her  miscarriage  she  inserted  an 
"Orange  Blossom"  suppository  for  irregular  men- 
struation, not  knowing  she  was  pregnant.  This 
might  have  caused  the  miscarriage. 

A  little  more  than  a  month  after  she  first  con- 
sulted me,  I  made  a  pelvic  examination.  A  profuse 
white  discharge  was  present.  Yellowish  droplets 
expressed  from  Skene's  tubules  were  negative  for 
gonococci.  There  was  one-finger  dilatation  of  ex- 
ternal os,  no  retroversion  or  prolapse,  hard  lumps 
felt  through  posterior  wall  of  vagina  were  probably 
fecal.  She  said  she  had  had  a  mucous  discharge 
for  about  three  weeks  after  my  previous  examina- 
tion, then  she  passed  a  small  piece  of  flesh,  then 
had  some  bloody  discharge,  then  10  days  later  had 
a  large  flooding  and  passed  a  piece  the  size  of  two 
fists.  Then  the  discharge  cleared  up.  I  found, 
however,  a  thick  yellowish  discharge.  The  external 
os  was  somewhat  patulous,  but  the  cervix  was  not 
dilated. 

Two  months  later  she  was  much  better.  There 
was  very  little  discharge.  External  os  very  slightly 
open.  Painted  with  tincture  of  iodine.  She  had 
gained  10  lbs.  since  her  first  visit  to  me;  however, 
she  had  made  the  astonishing  claim  that  she  was 
pregnant,  though  she  denied  any  opportunity  to 
become  so  since  her  miscarriage!  At  this  time  she 
insisted  so  strongly  that  I  called  Dr.  G.  F.  Duncan 
in  consultation.  He  found  an  indistinct  mass  on 
the  left  side,  indirectly  connected  with  the  uterus, 
the  mass  being  slightly  tender.  The  uterus  was 
acutely  anteflexed.  It  did  not  feel  as  if  pregnant. 
Mass  on  left  might  be  a  cystic  condition  of  ovary 
or  tube.  It  could  possibly  be  an  ectopic  pregnancy, 
but  this  did  not  seem  probable  to  Dr.  Duncan.  He 
did  not  believe  she  was  pregnant,  but  advised  gen- 
eral care,  no  heavy  work,  moderate  diet  and  watch- 
ful waiting. 

Three  weeks  later,  the  patient  still  insisting  she 
was  pregnant,  Dr.  Duncan  examined  her  again, 
digitally  and  with  speculum.     He  found  the  uterus 
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somewhat  larger  than  at  his  previous  examination, 
but  still  behind  the  pubic  bone,  and  said  it  felt  a 
little  boggy  and  like  a  pregnant  uterus,  but  early — 
about  2  mos.  The  patient,  however,  vowed  she  had 
been  pregnant  for  at  least  six  months!  Dr.  Duncan 
reported  the  cervix  as  softer  than  before  and  said 
that  the  obscure  mass  on  the  left  side  had  dis- 
appeared. No  acute  anteversion  found  at  this 
time.  Uterus  seemed  in  normal  position.  The 
patient  still  expressed  dissatisfaction  at  the  diag- 
nosis, so  Dr.  D.  A.  Stanton  was  asked  to  see  her. 
He  reported  that  he  felt  a  mass  the  size  of  a  small 
marble,  but  soft,  on  the  left  side,  going  up  against 
the  uterus.  He  believed  it  to  be  a  case  of  double 
uterus,  and  pregnancy  of  not  over  2  mos.  in  one, 
yet  he  noted  that  the  space  at  the  fundus  was  very 
broad  for  a  2  mos.  pregnancy. 

Two  days  after  this  examination,  the  patient's 
father-in-law  called  to  see  me  and  reported  that  the 
patient  had  given  birth  to  a  well-formed  seven- 
months  child  that  lived  one  day!  Dr.  Bulla  had 
attended  her,  and  he,  too,  was  surprised  to  see  the 
baby  so  well  developed,  thinking  he  was  treating 
another  miscarriage. 

DIAGNOSIS:  Double  uterus  (uterus  bicornis 
unicollis)  with  miscarriage  of  one  twin  from,  one 
side,  and  later  expulsion  of  living  premature  baby 
from  other  side. 
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Dangers  of  Leaving  Ulcer  Patients  Too  Long  on  a 
Strict  Diet 

(W.    C.    Alvarez,    Rochester,    Minn.,    in    Edi.    in    Amer.    Jl. 
Dig.  &   Nutri.,  Sept.) 

Some  patients  conclude  that  if  some  deprivation  in  the 
matter  of  eating  is  good  more  should  be  better  and  if  they 
get  along  fairly  well  they  will  not  see  the  need  for  returning 
for  a  check-over,  and  in  a  year  or  so  one  is  likely  to  find  a 
pale,  sickly-looking  patient  who  is  still  living  on  a  diet 
largely  of  milk,  cream  and  cereal.  When,  as  sometimes 
happens,  the  milk  has  been  boiled  so  as  to  destroy  what 
little  vitamin  C  it  contains,  it  is  hard  to  understand  how 
the  patient  has  escaped  scurvy. 

Unfortunately,  also,  for  the  patients  who  need  to  build 
much  hemoglobin,  the  probably  needlessly  strict  but  com- 
monly used  type  of  ulcer  diet  without  meat  does  not  con- 
tain much  iron.  Alkalies,  as  has  recently  been  shown,  seem 
somehow  to  block  the  absorption  or  usage  of  whatever  iron 
is  being  given  by  mouth. 

How  certain  can  we  be  that  in  cases  of  ulcer,  the  adher- 
ence to  a  strict  diet  between  attacks  will  help  to  prevent 
recurrences?  Time  and  again  bleeding  returned  when  the 
patient  was  still  dieting  carefully  and  taking  food  between 
meals,  and  the  older  and  more  experienced  one  gets  the 
less  disposed  he  will  be  to  promise  a  patient  immunity  to 
recurrences  as  a  reward  for  the  strictest  adherence  to  an 
ulcer  regimen.  The  really  important  factor  in  bringing  a 
recurrence  seems  often  to  be  nerve  strain  and  worry. 

It  would  seem  as  if  we  physicians  could  afford  to  be 
fairly  generous  dietetically  with  all  of  those  patients  who 
have  a  tractable  type  of  ulcer. 

The  acids  in  fruits  are  so  weak  and  in  such  small  amounts 
that  it  would  seem  they  can  have  very  little  effect  in  the 
way  of  activating  pepsin. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 


The  Crowell  Clinic  Staff 

A   Column   Conducted   by 
Charlotte,  N.  C. 


Undue  Frequency  of  Urination — Incrusted 
Cystitis 

In  this  issue  we  shall  discuss  briefly  alkaline  in- 
crusted  cystitis  as  a  cause  of  undue  frequency  of 
urination  and  its  treatment. 

Two  essentials  to  the  production  of  incrusted 
cystitis  are  urea-splitting  organisms  and  lesion  of 
the  bladder  mucosa.  The  organisms  break  down 
urea  and  produce  ammonia  which  alkalinizes  the 
urine.  The  growth  of  these  organisms  is  augmented 
greatly  when  some  urine  remains  constantly  in  the 
bladder.  Magnesium  phosphate  and  the  inorganic 
salts  of  calcium  are  readily  precipitated,  but  blad- 
der injury  or  dead  cells  are  essential  for  their  depo- 
sition. These  salts  do  not  attach  themselves  to 
living  cells,  as  shown  by  the  absence  of  such  salts 
from  living  papillomatous  bladder  tumors  in  an 
alkaline  urine,  and  the  prompt  incrustation  after 
fulguration  of  their  bases. 

Incrusted  cystitis  is  usually  seen  in  chronic  in- 
flammatory conditions  of  the  bladder  or  following 
trauma,  ulceration,  tumor  or  any  chronic  condition 
producing  exfoliation  of  dead  cells  on  which  these 
salts  may  be  deposited. 

The  lesion  can  be  produced  by  a  number  of  dif- 
ferent organisms.  It  has  been  produced  experimen- 
tally by  Salmonella  ammoniae,  Streptococats  haem- 
olitkus  and  viridus,  combined  with  the  B.  coli.  The 
lesion  may  involve  only  the  mucosa  or  extend  into 
the  submucosa  and  muscularis.  The  lesion  may 
exist  in  a  mildly  acid  urine,  but  it  is  rare  except 
when  the  urine  is  alkaline.  The  membrane  is  so 
firmly  attached  to  the  base  of  the  ulcer  that  its 
removal  causes  the  ulcer  to  bleed  readily.  It  may 
occur  as  a  single  lesion  or  may  be  multiple  and 
cover  the  entire  bladder  wall,  beginning  as  a  rule 
in  the  trigone  and  about  the  ureteral  openings.  The 
ulcers  do  not  become  confluent,  but  the  bridges  be- 
tween them  are  covered  with  a  thick  tenacious 
membrane  not  attached  to  the  bladder  wall. 

The  history  of  frequent  and  painful  urination, 
hematuria  and  the  passage  of  sand  or  small  stones 
in  an  alkaline  urine  mean  incrusted  cystitis.  The 
patient  seldom  has  fever  or  any  systemic  symptoms 
except  those  due  to  loss  of  sleep.  However,  a  cys- 
toscopic  examination  is  necessary  for  a  positive 
diagnosis  and  to  determine  the  extent  and  character 
of  the  incrustations.  The  bladder  is  so  small  and 
intolerant  that  it  is  necessary  to  give  sacral,  or 
sacral  and  transcaudal,  anesthesia  to  make  a  satis- 
factory examination.  It  is  well  to  prepare  the  pa- 
tient by  using  boric  acid  irrigations  and  bladder 
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sedatives  for  a  few  days.  In  severe  cases  it  fre- 
quently is  impossible  to  catheterize  the  ureters  until 
the  incrustations  have  been  removed.  In  the  mean- 
time, intravenous  urography  will  give  an  idea  as 
to  the  condition  of  the  upper  urinary  tract.  Thor- 
ough investigation  and  treatment  of  the  upper  uri- 
nary tract  are  in  order  in  all  cases  of  incrusted 
cy;titis;  the  symptoms  can  not  be  relieved  until  the 
upper  urinary  condition  is  removed;  however,  the 
kidney  infection  seems  to  be  secondary  to  that  of 
the  bladder.  The  ureters  are  patulous  and  all  evi- 
dence is  to  the  effect  that  the  infection  is  carried 
to  the  kidney  pelvis  by  regurgitation  rather  than 
through  the  lymph-  or  blood-stream.  Pelvic  in- 
fection may  be  absent,  but  the  constant  presence  of. 
alkaline  urine  from  one  or  both  kidneys  interferes 
with  the  successful  management  of  a  given  case  by 
constantly  supplying  the  alkalinity  required  for  the 
bacterial  growth. 

The  successful  treatment  is  dependent,  first,  upon 
our  ability  to  render  the  urine  acid  and  so  maintain 
it  and,  second,  the  use  in  the  bladder  and  kidney 
of  irrigations  capable  of  acidifying  the  urine  and 
disintegrating  the  crusts.  Irrigations  with  the  ordi- 
nary antiseptics  are  useless  when  the  urine  is  very 
alkaline.  An  estimation  of  the  hydrogen-ion  con- 
concentration  of  urine  from  the  kidney  and  bladder 
is  of  value  as  an  index  of  progress.  No  amounts 
of  acidifying  drugs  by  mouth  or  of  acid-producing 
foods  will  render  the  urine  acid  and  so  maintain  it 
in  severe  cases,  but  an  acid-ash  and  ketogenic  diet 
will  prevent  its  recurrence.  The  introduction  of 
acid-producing  organisms,  such  as  Lactobacillus 
and  B.  bulgaricus,  into  the  bladder  has  not  been  a 
success.  The  implantation  of  these  organisms  into 
the  kidney  pelvis  is  likely  to  produce  considerable 
reaction  and  its  results  are  not  so  gratifying  as  to 
bathe  the  kidney  pelvis  with  a  1-  to  2-per  cent., 
and  the  bladder  with  a  0.5-  to  1-per  cent.,  solution 
of  phosphoric  acid.  Such  a  solution  should  be  used 
in  the  bladder  following  prostatectomy  or  any  blad- 
der operation,  to  prevent  postoperative  incrusta- 
tion. It  should  be  used  in  the  kidney  pelvis  to 
prevent  postoperative  recurrence  of  alkaline  renal 
stone. 

Considerable  experimental  work  has  been  done 
to  ascertain  which  of  the  following  acids — phos- 
phoric, hydrochloric,  lactic  or  acetic — is  least  irri- 
tating and  most  efficient  for  irrigation  of  the  blad- 
der and  pelves,  in  the  treatment  of  incrusted  cys- 
titis and  phosphoric  acid  was  found  to  be  far  the 
most  efficient  and  least  irritating.  Bladder  irriga- 
tions with  a  0.5-  to  1-per  cent,  solution  of  it  will 
dissolve  the  bladder  incrustations  in  mild  cases  and 
render  the  urine  normally  acid.  This  may  be 
maintained  by  proper  diet  and  drugs  by  mouth. 
In  the  more  severe  cases  with  a  highly  alkaline 
urine  the  incrustations  will  return  because  the  blad- 


der irrigations  alone  do  not  render  the  urine  acid. 
Such  cases  call  for  upper  urinary  investigations 
and  should  the  urine  be  alkaline  from  one  or  both 
kidneys,  even  though  there  should  be  no  definite 
indications  of  pelvic  infection,  renal  irrigations  are 
indicated.  Frequent  bladder  irrigations,  combined 
with  renal  pelvic  irrigations  intermittently  or 
through  the  inlying  ureteral  catheter  with  phos- 
phoric acid,  quickly  render  the  bladder  urine  acid 
and  the  infection  subsides  permanently.  Treatment 
should  never  be  suspended  until  the  urine  from  the 
renal  pelvis  becomes  acid.  The  diet  should  then  be 
so  regulated  as  to  keep  the  urine  acid  to  prevent 
recurrence.  In  very  rare  cases  there  may  be  in- 
crustations in  an  acid  urine  and  they  may  disappear 
in  an  alkaline  urine  but  are  certain  to  recur  in  the 
latter.  This  shows  that  the  point  of  hydrogen-ion 
concentration  of  the  urine  to  produce  incrusted  cys- 
titis is  not  known. 

The  treatment  then  of  alkaline  incrusted  cystitis 
is  divided  into  the  preventive  and  curative.  Its 
occurrence  following  operations  on  the  prostate  or 
bladder,  or  in  the  presence  of  bladder  tumors,  ulcers 
or  trauma  can  be  prevented  by  acidifying  the  urine 
and  so  maintaining  it  with  an  acid-ash  and  keto- 
genic diet.  Should  this  fail,  acid-producing  drugs 
and  bladder  irrigations  with  a  1-per  cent,  solution 
of  phosphoric  acid  should  be  added  and  kept  up 
intermittently  until  the  urine  remains  normally 
acid.  Incrustations  on  retention  catheter  or  drain- 
age tube  before  or  following  prostatectomy  or  blad- 
der operations,  with  an  alkaline  urine,  call  for  the 
same  plan  of  treatment. 

A  mild  case  of  recent  development  may  be  re- 
lieved with  intermittent  bladder  irrigations;  but  in 
the  severe  infections  with  a  high  hydrogen-ion  con- 
centration, the  upper  urinary  tract  is  almost  cer- 
tainly involved  and  calls  for  renal  pelvic  irriga- 
tions. 

Often  the  bladder  is  so  intolerant  that  a  small 
2-way  catheter  is  required,  so  arranged  as  to  main- 
tain at  least  a  half-ounce  of  the  fluid  in  the  blad- 
der to  keep  it  mildly  distended  to  permit  the  solu- 
tion to  be  in  constant  contact  with  as  great  an 
area  of  the  bladder  mucosa  as  possible.  It  is  wise 
at  first  to  irrigate  with  a  weak  solution  of  boric 
acid  and  switch  to  a  weak  solution  of  phosphoric 
acid,  increasing  its  strength  up  to  a  1-per  cent, 
solution. 

As  the  bladder  becomes  more  tolerant,  the  ureter 
should  be  catheterized  and  the  urine  cultured  and 
if  found  alkaline,  its  hydrogen-ion  concentration 
obtained.  If  infection  be  present,  a  knowledge  of 
the  type  of  infection  is  valuable.  If  no  bacteria  be 
found  and  the  urine  from  the  kidney  pelvis  be  alka- 
line, intermittent  pelvic  lavage  with  a  1-  to  2-pe,- 
cent,  solution  of  phosphoric  acid  should  be  main- 
tained   until    the   urine   becomes   acid   and   stable. 
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Should  one  or  both  kidneys  be  infected  as  well,  fre- 
quent pelvic  irrigations  through  an  inlaying  catheter 
should  be  carried  out  for  24  to  48  hours,  depending 
upon  the  severity  of  the  case,  and  repeated  as  nec- 
essary. Treatment  should  not  be  suspended  until 
the  infection  disappears  and  the  urine  is  normally 
acid.  Careful  supervision  of  the  diet  and  frequent 
examinations  of  the  urine  are  very  important.  If  the 
urine  should  become  alkaline,  reformation  is  likely 
and  the  preventive  measures  mentioned  should  be 
instituted. 


Surgical   Observations 

A  Column  Conducted  by 

The  Staff  of  the  Davis  Hospital 
Statesville,  N.  C. 


Fat  Embolism;  A  Case  Report  of  Cerebral  Involve- 
ment 
(J.  C.   McCarter,  Madison,  in   Wise.   Med.  Jl.,   Sept.) 

Fat  embolism  occurs  much  more  frequently  than  is 
commonly  assumed.  In  100  consecutive  autopsies  examina- 
tion of  the  lung  for  fat  emboli  revealed  them  in  52.  In  3 
cases  the  fat  embolism  played  a  major  role  in  causing  death. 
Common  causes  are:  fractures  of  all  kinds;  concussions; 
amputations;  manipulations  of  bones;  osteomyelitis;  crush- 
ing or  infection  of  subcutaneous  fat;  surgery  on  obese  indi- 
viduals; labor  and  delivery;  burns  of  the  skin;  subcutane- 
ous injections,  as  in  antiluetic  treatment. 

Sufficient  fat  impacted  in  the  lung  capillaries  causes  dysp- 
nea, tachypnea,  cyanosis,  frothy  sputum,  lowered  b.  p.  and 
increased  venous  pressure.  Other  symptoms:  Cerebral 
headache,  drowsiness,  hallucinations  or  delirium,  and  deep- 
ening coma  without  signs  of  neurological  localization  or  of 
increased  intracranial  pressure. 

Finding  of  fat  droplets  in  sputum  or  urine;  the  finding 
of  skin  petechiae ;  and  a  slow  rising  fever  aid  in  distinguish- 
ing the  condition  from  shock. 

A  free  interval  of  hours  or  days  with  no  symptoms  is 
rather  characteristic. 

Treatment  is  largely  preventive.  Avoid  long  transport  or 
the  jarring  or  shaking  of  an  individual  who  has  suffered 
trauma.  The  use  of  tourniquets  or  even  the  ligation  of 
venous  return  from  an  area  of  fat  trauma  may  be  desirable. 
Free  drainage,  where  feasible,  will  allow  liquid  fat  under 
some  tension  to  flow  to  the  surface  and  thus  prevent  en- 
trance into  veins.  Great  care  must  be  taken  in  bone  ma- 
nipulations, especially  when  atrophic  bones  are  involved. 
The  use  of  the  chisel  in  bone  operations  is  to  be  avoided. 

(Most,  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 


Hygrophlla  Spinosa  to  Dissolve  Gall-Stones 
(In  Journal  of  Ayurveda,  Calcutta,  Apr.  '37) 

The  plant  Hydrophila  spinosa  collected  in  the  middle 
stage  of  its  growth  is  to  be  used  after  principal  meals  with 
cold  water,  the  measure  being  six  to  twelve  grains.  A  fort- 
night's use  makes  its  excellent  results  felt.  The 
unnatural  groth  of  the  gall-bladder  and  the  colic  of 
the  gallstone  begin  to  subside.  In  all  sorts  of  dis- 
orders of  the  liver  it  is  a  supremely  good  remedy.  A 
regular  use  for  a  few  continued  weeks  dissolves  away  the 
stones  averting  the  necessity  of  the  knife.  It  may  cause  a 
little  nausea  at  the  initial  stage.  But  the  feeling  wears  off 
in  a  very  few  days.  All  signs  of  jaundice  in  urine,  stools, 
eyes,  body,  etc.,  disappear  as  if  by  the  touch  of  a  magic 
wand.  It  is  guaranteed  free  from  any  toxic  effect  whatso- 
ever. Vegetable  foods  should  be  the  best  advice.  Meat, 
butter,  vegetable  oils,  etc.,  should  be  used  but  in  small 
quantities.  Fruits  moderately.  The  water  of  green  cocoa- 
nut  will  be  good.  A  sufficient  intake  of  drinking  water 
would  help  the  secretion  of  bile. 


The  Treatment  of  Carcinoma  of  the  Breast 
With  Metastasis  to  the  Pelvis  and  Femur 

One  of  the  most  dreaded  complications  of  carci- 
noma of  the  breast  is,  of  course,  metastasis — espe- 
cially to  the  spine,  pelvis  and  femur.  Metastatic 
growths  in  the  spine  cause  intense  pain  and,  as 
soon  as  they  attain  any  size,  the  replacement  of 
bone  is  extensive  enough  to  materially  weaken  the 
spinal  column. 

In  the  pelvis  the  same  process  goes  on  with  de- 
struction of  bony  tissue  and  consequent  weakening 
of  the  pelvic  girdle.  The  femur  is  also  often  at- 
tacked and  the  destructive  action  of  the  malignant 
process  may  cause  a  pathological  fracture.  A  path- 
ological fracture  may  occur,  of  course,  in  any  of 
these  localities  and,  in  addition  to  the  suffering  it 
causes,  is  disastrous  in  many  other  ways. 

Just  what  to  do  for  a  patient  who  has  a  metas- 
tasis to  any  of  these  bony  structures  is  sometimes  a 
problem.  In  all  cases,  however,  the  patient's  com- 
fort should  come  first  and,  although  the  process  is 
one  that  usually  cannot  be  cured,  much  can  be 
done  to  alleviate  the  pain  and  retard  the  growth  of 
the  malignant  transplants. 

In  some  cases  it  is  necessary  for  patients  to  walk 
on  crutches  and  later  some  sort  of  supporting  splint 
or  cast  may  be  necessary. 

X-ray  treatment  is  a  great  help  in  relieving  pain, 
and  sufficient  treatment  should  be  given  to  keep 
the  pain  down  to  the  minimum.  Where  the  malig- 
nancy is  extensive,  curative  treatment  by  deep  x-ray 
therapy  is  not  of  much  value,  and  may  actually 
increase  patients'  sufferings  and  do  other  harm. 
However,  deep  x-ray  therapy  is  indicated  for  the 
relief  of  pain  and  this  is  its  principal  use  in  cases 
of  this  kind  in  which  the  condition  is  obviously 
hopeless. 

Spinal  Anesthesia 

When  properly  given,  spinal  is  the  safest  of  all 
anesthesias.  The  advantages  of  spinal  anesthesia 
have  become  so  generally  known  that  it  is  rarely 
that  the  well  informed  lay  individual  will  believe 
any  of  the  fantastic  stories  sometimes  told  about 
it.  Unfortunately  some  people  continue  to  make 
remarks  detrimental  to  spinal  anesthesia,  usually 
without  any  foundation  for  the  statements  which 
they  make. 

Spinal  anesthesia  does  not  cause  paralysis,  does 
not  cause  or  increase  nervousness  and  is  not  a 
cause  for  mental  disturbances.  In  fact,  with  the 
exception  of  an  occasional  headache  which  may 
persist  for  a  while  after  spinal  anesthesia,  this  part 


October,   1937 


SOUTHERN  MEDICINE  AND  SURGERY 


of  a  surgical  procedure  rarely  gives  any  trouble  to 
amount  to  anything. 

If  given  improperly,  naturally  spinal  anesthesia 
may  give  a  great  deal  of  trouble;  just  as  ether, 
chloroform  or  any  of  the  gases  may  cause  serious 
trouble  if  given  by  an  inexperienced  individual. 

To  tell  a  patient  who  has  a  backache  that  a 
spinal  anesthesia  was  the  cause  of  this  does  the 
patient  a  real  injustice,  and  is  a  great  wrong  to  the 
surgeon. 

After  an  abdominal  operation  under  a  general 
anesthetic,  or  any  anesthetic  for  that  matter,  there 
may  be  some  back  pain  and  it  may  persist  for  a 
while.  Occasionally  the  pain  in  the  back  is  very 
severe.  Those,  however,  who  have  noted  a  severe 
pain  in  the  back  following  ether  anesthesia  would 
certainly  not  blame  the  method  of  inducing  anes- 
thesia for  back  pain  followed  an  operation  under 
spinal  anesthesia. 

Patients  who  have  been  told  their  back  pain  is 
due  to  spinal  anesthesia,  in  almost  every  instance 
have  the  greatest  back  pain  at  a  point  some  distance 
above  the  second  or  third  lumbar  interspace. 

A  case  of  acute  suppurative  appendicitis  with 
abscess  formation  in  a  little  girl  two  years  of  age 
was  recently  operated  upon  here  under  spinal  an- 
esthesia. The  little  child  made  a  remarkable  re- 
covery and  was  able  to  return  home  in  a  very 
short  space  of  time,  and  she  gives  every  indication 
of  going  rapidly  on  to  complete  restoration  of 
health.  So  serious  was  this  little  girl's  condition, 
I  do  not  believe  her  chances  would  have  been  nearly 
so  good  had  it  been  necessary  to  give  her  ether  or 
some  other  general  anesthetic. 

Only  a  small  needle  should  be  used  for  injecting 
the  spinal  anesthetic,  and  the  point  should  be 
sharp.  It  should  be  inserted  in  a  way  that  will 
enable  the  needle  to  go  right  through  without  de- 
flection, thus  avoiding  the  possibility  of  the  needle 
touching  sensitive  structures  and  thus  causing  pain 
needlessly.  Care,  of  course,  must  be  taken  not  to 
have  the  needle  pass  at  an  angle  so  that  other 
structures  will  be  injured. 

The  anesthesia  should  be  given  properly  and 
carefully. 


The  Cause  of  Some  Automobile  Accidents 
After  careful  inquiry  and  frank  discussion  of 
automobile  accidents  with  a  number  of  people  I 
am  convinced  that  in  many  cases  automobile  acci- 
dents are  due  to  the  fact  that  the  driver  of  the  car 
went  to  sleep.  A  momentary  lapse  of  consciousness 
on  the  part  of  the  driver  of  the  car,  going  at  a  high 
speed,  is  sufficient  to  allow  the  car  to  leave  the 
road  or  dash  into  another  vehicle. 

Lack  of  sleep  is  doubtless  one  of  the  principal 
causes  but  sometimes,  no  doubt,  narcolepsy  is  the 
cause.     The  use  of  benzedrine  sulphate  in  the  pre- 


vention of  narcoleptic  attacks,  or  involuntary  sleep, 
is  worthy  of  study.  Apparently  also  the  drug  is 
harmless. 

Defective  vision  is  possibly  another  cause.  Al- 
coholism, of  course,  is  always  to  be  considered  as  a 
possible  factor  and  perhaps  stands  at  the  top  of 
the  list  in  the  cause  of  accidents.  Finally,  disease 
of  the  central  nervous  system  should  always  be  kept 
in  mind  as  a  possible  cause  of  accidents. 


Surgical  Treatments  of  Dysmenorrhea 

After  the  various  forms  of  medical  treatment  for 
dysmenorrhea  have  been  exhausted  and  the  patient 
still  complains  of  painful  periods,  especially  if  the 
pain  at  the  periods  is  becoming  worse,  surgical 
treatment  should  be  considered. 

Presacral  neurectomy  offers  the  best  relief  short 
of  a  hysterectomy  and  in  a  large  series  of  cases,  the 
results  of  which  will  be  published  later,  we  have 
found  this  to  be  an  excellent  plan  of  giving  relief 
from  the  menstrual  pain.  In  many  cases  the  pain 
is  eradicated  entirely  and  in  practically  all  cases 
the  pain  is  much  alleviated. 

This  operation,  however,  requires  a  careful  and 
painstaking  resection  in  order  that  all  of  the  in- 
volved nerves  may  be  severed  and,  in  part  at  least, 
removed. 

While  no  abdominal  operation  is  to  be  advised 
lightly,  yet  an  incision  sufficient  to  permit  a  pre- 
sacral neurectomy  is  far  preferable  to  having  a 
young  woman  suffer  menstrual  agonies  month  after 
month. 

Our  results  with  presacral  neurectomies  have  been 
especially  good.  Most  of  the  patients  have  gotten 
total  relief;  some  have  gotten  almost  total  relief; 
few  indeed  who  have  been  subjected  to  the  opera- 
tion complain  of  menstrual  pain  to  amount  to  any- 
thing. 


The  Purpuras 
(Lowell  Erf.  Cincinnati,  in  Ohio  State  Med.  Jl„  Aug.) 
Moccasin  snake  venom  is  very  helpful  in  determining 
when  to  do  a  splenctomy  in  cases  of  idiopathic  purpura. 
It"  l/10th  c.c.  of  1-3000  is  injected  into  a  normal  skin  there 
might  be  a  slight  erythema  in  an  hour;  in  a  case  of  pupura, 
a  distinct  hemorrhage  is  present  in  less  than  an  hour.  In 
cases  of  idiopathic  purpura  treated  with  1  c.c.  to  2  c.c.  sub- 
cutaneous injections  of  moccasin  venom  daily,  it  is  possible 
to  determine  the  effectiveness  of  the  venom  by  this  prog- 
nostic venom  reaction.  It  will  indicate  the  effectiveness  of 
other  forms  of  treatment  also.  Thus,  the  trend  of  the  se- 
verity of  the  purpuric  process  is  known  daily,  and  if  the 
prognostic  venom  test  constantly  becomes  more  positive, 
then  splenectomy  should  be  seriously  considered.  If  the 
prognostic  venom  test  become  less  positive,  then  splenectomy 
should  be  seriously  considered.  If  the  prognostic  venom 
tests  become  less  positive,  even  though  there  is  bleeding 
with  many  purpuric  spots  still  present  (many  days  are  re- 
quired for  the  disappearance  of  purpuric  spots),  splenectomy 
should  not  be  considered. 

(Most    authors    are    glad    to    send   reprints.    A    post-card 
request  will  bring  the  whole  article.) 
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HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Sterilization? 

Sterilization  of  those  thought  to  be  unfit  to 
become  parents  is  being  utilized  in  some  of  the 
States  in  an  attempt  to  prevent  the  conception  of 
those  thought  most  likely  to  be  or  to  become  feeble- 
minded or  insane.  But,  often  words  are  used  with- 
out much  respect  for  accuracy  of  meaning.  Sterili- 
zation and  prevention  are  in  need  of  being  care- 
fully defined. 

The  surgical  procedure  made  use  of  in  human 
sterilization  is  easy  of  performance.  Both  in  wo- 
man and  in  man  the  normal  anatomy  is  changed 
by  a  simple  surgical  procedure,  and  the  result  is 
that  the  germ-cell  is  arrested  in  its  effort  to  reach 
its  mate  for  purposes  of  biologic  coalescence.  Ob- 
struction of  the  tube  in  the  woman  makes  impossi- 
ble the  passage  of  the  ovum  into  the  uterus;  like 
blockage  of  the  tube  in  the  male  successfully  hin- 
ders the  spermatozoon  on  his  journey  to  meet  his 
lover.  Mated  man  and  woman  so  anatomically 
mutilated  will  remain  childless. 

Human  sterilization  does  not  prevent  mental  sub- 
noimality  or  insanity  or  alcoholism  or  drug  addic- 
tion or  epilepsy  or  criminality.  Sterilization  pre- 
vents human  beings  from  being  born;  yea,  from 
being  conceived.  Sterilization  represents  the  only 
absolutely  perfect  method  of  prevention.  The  un- 
conceived  human  being  cannot  possibly  be  feeble- 
minded or  insane;  nor  can  such  a  mortal  even  run 
the  risk  of  becoming  cancerous;  of  contracting 
gonorrhea,  syphilis,  smallpox,  leprosy,  frambesia, 
torticollis,  sprue,  pellagra,  encephalitis  lethargica. 
ringworm,  alopecia,  appendicitis,  or  ainhum.  Ster- 
ilization with  equal  certainty  will  prevent  poverty, 
plutocracy,  atheism,  communism,  selfishness  and 
prodigality.  The  unconceived  mortal  can  assuredly 
obtain  a  bill  of  perfect  health,  if  he  can  lay  his 
handless  hands  upon  it. 

I  know  of  no  reason  why  sterilization  should  b.? 
used  in  prevention  of  mental  abnormality  alone. 
Application  of  the  method  would  as  certainly  pre- 
vent not  one  or  two,  not  this  and  that,  but  also  all 
other  physical  maladies. 

There  is  no  proof  that  all  feeble-mindedness  is 
inherited  from  parents,  either  immediate  or  remote. 
There  is  no  more  proof  that  all  so-called  insanity  is 
of  hereditary  origin.  The  germ-cells  lie  rather  aloof 
and  segregated  from  cells  of  other  kinds.  It  may 
be  possible  for  them  to  be  in  a  condition  of  toler- 
able soundness  in  an  individual  whose  immaterial 
and  other  material  structures  may  not  be  wholly 
valid. 


A  fig  cannot  be  gathered  from  a  thistle,  but 
powerful  human  progeny  has  sprung  from  parent- 
age for  which  society  had  little  admiration.  And, 
per  contra,  you  may  count  upon  this  finger  and  that 
child/en  mightily  born  that  could  not  apparently 
sustain  themselves  in  adulthood  in  the  nascent 
plane.  Worthwhileness  to  society  has  mostly  been 
recruited  from  the  infra-Social  Register  strata, 
whether  the  addenda  be  pears,  Lincolns,  Bedford 
Forrests,  A.  Jacksons,  Henry  Fords,  Walt  Whit- 
mans, Aycocks,  or  Grimes'  Golden  apples.  The 
Social  Register  is  man-made  always.  God  may  be 
wholly  strataless — in  His  classifications. 

Some  better  method  of  preventing  human  dis- 
eases will  have  to  be  thought  of  than  human  sterili- 
zation. There  could  never  be  another  flood — if  all 
the  water  were  dried  up;  nor  another  sun-stroke — 
if  the  sun  were  blotted  out.  Sterilization  of  the 
human  being  primarily  prevents  begetting  or  con- 
ceiving children.  The  prevention  of  disease  in  an 
unconceived  child — is  almost  inconceivable. 


INTERNAL  MEDICINE 

Paul   H.   Ringer,  A.B.,  M.D.,  F  A.C.P.,  Editor 
Asheville,  N.  C. 


Trauma  and  Tuberculosis 
The  relationship  between  the  two  has  a  dual 
aspect:  one,  speculative,  hypothetical  and  of  aca- 
demic interest;  the  other,  medico-legal  and,  there- 
fore, of  great  importance.  Any  physician  who  has 
ever  been  on  the  witness  stand  in  a  damage  suit 
case  must  have  marveled  at  the  attempts  of  the 
opposing  attorney  to  wangle  out  of  him  an  ndmis- 
sion  that  a  given  injury  could  have  caused  tuber- 
culosis. 

It  is  extremely  doubtful  whether  tuberculosis  is 
really  ever  caused  by  trauma.  In  the  vast  majority 
of  cases  when  tuberculosis  develops  after  an  injury 
it  is  really  a  reactivation  of  an  old  lesion,  which 
may  or  may  not  have  been  known  to  exisr.  The 
manifestation  of  pulmonary  tuberculosis  after  aa 
injury  to  the  chest  almost  invariably  takes  place 
from  the  apex  downward,  which  would  tend  to 
show  that  this  was  a  reactivation  of  an  old  process, 
for  otherwise  one  would  expect  that  the  tuberculous 
process  would  begin  at  the  site  of  the  injury. 

Again,  if  a  tuberculous  bone,  the  disease  in  a 
state  of  quiescence,  be  injured,  this  can  alsj  result 
in  a  lighting-up  of  an  old  tuberculous  process  in  the 
lung.  An  important  element  in  determining  whether 
or  not  an  injury  had  anything  to  do  with  a  subse- 
quent pulmonary  tuberculosis  is  the  time  that 
i  between  the  injury  and  the  beginning  pul- 

monary symptoms.  This  time  should  be  relatively 
brief.  Edgar  Mayer  wrote  an  interesting  article  on 
this  subject  in  the  New  York  State  Journal  of  Med- 
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kine  for  October  15th,  1935,  in  which  he  said  that 
not  more  than  a  month  should  elapse  between  in- 
jury and  onset  of  symptoms.  I  would  think  the 
internal  to  be  even  shorter;  and  certainly  when 
three  or  four  months  or  more  have  gone  by  with- 
out the  development  of  pulmonary  symptoms  there 
can  be  no  causal  relationship  between  trauma  and 
pulmonary  disease. 

Another  thing  that  should  be  emphasized  is  that 
traumatic  hemoptysis  is  by  no  means  indicative  of 
traumatic  phthisis,  for  traumatic  hemoptysis  is  of 
very  frequent  occurrence  and  bears  no  relationship 
whatsoever  to  the  tuberculous  process  that  results 
in  the  giving  way  of  a  pulmonary  vessel. 

It  is  a  fact  that  more  cases  of  pulmonary  tuber- 
culosis develop  after  contusions  and  injury  to  the 
chest  in  general  than  after  penetrating  wounds  of 
the  lung.  The  inhalation  of  irritating  fumes  in 
various  industries,  when  continued  over  a  long 
period  of  time,  may  be  a  factor  in  the  development 
of  pulmonary  tuberculosis;  but  the  details  of  when, 
how  and  why  this  happens  are  shrouded  in  uncer- 
tainty and  the  jury  is  more  easily  convinced  than 
is  the  physician.  If  the  inhalation  of  dust  can  be 
called  trauma,  then  the  continued  inhalation  of 
silica  is  a  definite  factor  in  the  production  of  pul- 
monary tuberculosis,  for  a  majority  of  the  victims 
of  silicosis  die  of  that  disease. 

Taken  by  and  large,  this  whole  question  of 
trauma  in  tuberculosis  is  a  troublous  one.  There 
are  just  enough  possibilities  along  the  line  to  make 
the  honest  physician  hesitate  to  make  a  categorical 
statement.  I  am  certain  that  time  and  again  dam- 
ages have  been  paid  to  workers  in  industry,  to 
victims  of  various  accidents,  as  well  as  double  in- 
demnity to  the  families  of  those  who  have  died  of 
tuberculosis,  because  the  jury,  knowing  nothing  of 
the  situation,  has  been  influenced  by  a  shrewd  at- 
torney knowing  very  little  more,  and  because  an 
unscrupulous  or  ignorant  physician  has  been  willing 
to  come  out  flatfootedly  and  make  statements  which 
are  absolutely  insusceptible  of  proof. 


UROLOGY 

For  this  issue,  Lewis  W.  Holladay,  M.D.,  High  Point,  N.  C. 


The  Significance  of  Pus  in  the  Urine 
The  finding  of  any  pus  cells  in  the  urine  was 
formerly  considered  to  mean  urinary  pathology; 
but  it  is  now  generally  accepted  by  urologists  that 
from  5-7  pus  cells  per  highpower  field  are  found  in 
normal  centrifuged  urine  from  a  normal  kidney. 
However,  any  considerably  greater  number  is  apt 
to  mean  urinary  pathology,  usually  infection. 

The  bacteria  most  commonly  found  as  causative 
agents  are:  1)  the  colon : typhoid  group,  2)  the  or- 
dinary pyogenic  staphylococcus  and  streptococcus, 


3)  gonococcus,  and  4)  the  tubercle  bacillus.  Found 
less  frequently  are  the  proteus  type,  decomposing 
urea  into  ammonia,  and  the  micrococcus  catarrhalis 
which  is  often  confused  with  the  gonococcus  on  ac- 
count of  similar  staining  and  morphologic  charac- 
teristics. Hinman  states  that  five  organisms  cover 
99  of  every  100  kidney  infections — the  colon  ba- 
cillus, the  staphylococcus,  the  streptococcus,  pro- 
teus vulgaris  and  the  tubercle  bacillus.  The  colon 
bacillus  always  heads  the  list,  being  variously  esti- 
mated as  responsible  for  from  65-80  per  cent,  of 
all  urinary  infections;  the  staphylococcus  comes 
next  with  20-30  per  cent. 

Infection  usually  results  in  obstructive  pathology, 
interference  with  the  normal  flow  of  urine  some- 
where along  the  urinary  tract,  the  location  frequent- 
ly depending  upon  the  site  of  the  infection.  Con- 
versely, any  obstructive  lesion  from  the  kidney  pel- 
vis to  the  urethral  meatus  sooner  or  later  causes 
infection;  so  a  vicious  circle  is  established  which, 
along  with  congenital  malformations  and  anoma- 
lies, furnishes  quite  a  formidable  list  of  possibilities 
that  must  be  considered  in  establishing  a  diagnosis 
when  pyuria  is  found.  In  a  few  of  the  conditions 
listed  below  some  red  blood  cells  may  at  times  be 
found  along  with  the  pus,  but  only  in  conditions  in 
which  the  two  findings  are  concomitant: 

1.  Pyelonephritis  (or  pyelitis) 

2.  Hydronephrosis,  infected 

3 .  Pyonephrosis 

4.  Ptosis  of  kidney  (usually  right) 

5.  Stone  in  kidney  ureter  and  bladder 

6.  Tuberculosis  of  kidney,  ureter  and  bladder 

7.  Neoplasm  of  kidney  and  ureter 

8.  Ureteral  stricture 

9.  Congenital  malformations  (ureterocele,  ure- 
teral and  urethral  valves) 

10.  Diverticulum  of  bladder  (usually  in  male) 

11.  Extraneous  foreign  bodies  in  bladder  (hair- 
pins, pencils,  etc.) 

12.  Communication  with  perivesical  foci  of  in- 
fection, as  rupture  of  pelvic  or  appendiceal 
abscess  into  bladder  (rather  infrequent) 

13.  Acute  and  chronic  cystitis  (rarely  primary 
except  in  neoplasm  and  granuloma) 

14.  Neurologic,  or  "cord"  bladders 

15.  Acute  and  chronic  urethritis  (usually  found 
with  cystitis  in  female) 

16.  Stricture  of  urethra 

17.  Infections  of  male  minor  urethral  glands 
(folliculitis,  cowperitis,  etc.) 

18.  Prostato-vesiculitis  (seminal  vesiculitis) 

19.  Prostatitis 

20.  Hypertrophy  of  prostate,  or  any 

21.  Vesical  neck  obstruction  (contracture,  found 
at  all  ages  and  fibrous  bar  in  adults) 

22.  Vesico-vaginal  fistula  (following  trauma 
during  delivery) 
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25.    Cervicitis  and  endo-cervicitis  (voided  speci- 
men) 

24.  Infection  of  Skene's  and  Bartholin's  glands 
(voided  specimen) 

25.  Vulvo-vaginitis,  children  (voided  specimen). 

Although  pus  will  be  found  in  the  voided  speci- 
men of  the  last  three  conditions  in  the  list,  a  cathe- 
ter specimen  will  reveal  that  it  is  not  a  true  pyuria, 
and  this  should  impress  caution  in  making  such  a 
diagnosis  from  examination  of  voided  urine  from 
the  female,  no  matter  how  carefully  obtained. 

The  list  contains  numerous  serious  conditions, 
some  fatal,  but  many  of  which  can  be  cured  or 
arrested  and  all  benefited  by  prompt  accurate  diag- 
nosis and  appropriate  treatment.  When  a  finding 
of  pyuria  has  been  made,  whether  or  not  the  physi- 
cian treats  all  of  the  maladies  mentioned,  he  owes  it 
to  all  parties  concerned  to  make  a  careful  exam- 
ination before  unduly  allaying  the  patient's  justi- 
fiable fears  by  calling  it  'a  little  cystitis  or  pyelitis' 
and  prescribing  some  urinary  sedative  for  temporary 
relief.  Pus  in  the  urine,  above  normal  amounts,  is 
always  significant  and  the  warning  must  not  be 
disregarded. 

—164   S.   Main   St. 


HOSPITALS 

R.  B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


Considering  Hospital  Departments 

It  is  easy  to  determine  whether  your  hospital  is 
going  in  the  red,  but  it  is  not  always  easy  to  see 
why. 

If  one  is  to  study  the  whole  of  anything  it  must 
be  done  by  first  studying  its  component  parts; 
therefore,  if  one  is  to  learn  the  state  of  a  hospital 
he  must  first  thoroughly  investigate  the  operating 
routine  of  its  various  departments. 

The  Duke  Foundation  has  been  an  enormous 
help  in  establishing  a  definite  system  of  operation, 
with  a  bookkeeping  system  which  is  very  simple  to 
those  who  know  it  but  very  complicated  to  those 
who  do  not  understand  it. 

I  venture  to  say  that  nine-tenths  of  the  trustees 
of  the  hospitals  in  North  Carolina  today  do  not 
understand  their  system  of  bookkeeping  well  enough 
to  analyze  the  operating  procedure  of  the  various 
departments  in  the  hospital.  It  would  seem  to  the 
writer  an  intelligent  step  for  the  hospital  trustees  to 
adopt  some  system  of  analysis  which  they  could 
interpret  and  understand  during  the  short  time  that 
their  boards  meet. 

Either  there  has  been  too  much  listening  on  the 
part  of  the  trustees,  or  there  has  been  too  much 
talking  on  the  part  of  the  hospital  administrators 
and  employees.  What  is  meant  by  this  is  that 
business  manager  or  superintendent  will  come  into 


a  meeting  of  the  trustees  to  give  his  or  her  report. 
It  is  read  and  in  three-fourths  of  the  instances  is 
not  analyzed  by  trustees.  It  is  taken  for  granted 
that  the  administrators  of  the  hospitals  do  not  need 
anything  from  the  trustees  except  the  adoption  of 
their  reports. 

I  would  like  to  see  a  course  in  hospital  trustee- 
ship organized  by  the  Hospital  Association,  the 
Medical  Society  and  the  various  Universities  in  the 
State. 

The  statement  has  often  been  made  that  doctors 
have  no  business  ability,  and  then,  by  way  of  apol- 
ogy, the  speaker  will  say  that  they  do  not  have 
time  to  think  about  business.  If  I  am  any  judge 
and  am  at  all  correctly  informed,  fewer  hospitals 
went  broke  during  the  depression  than  did  almost 
any  other  kind  of  institution.  And  yet  more  hos- 
pitals are  run  by  doctors  than  by  all  of  the  rest 
of  the  professions  put  together.  This,  however, 
does  not  leave  any  room  for  bragging,  because  hos- 
pitals are  very  expensive  to  the  patients,  and  if 
they  still  remain  in  operation  with  the  very  limited 
amount  of  thought  and  study  on  the  part  of  the 
trustees  they  should  do  equally  as  well  with  the 
rates  considerably  lower  were  they  run  in  an  en- 
tirely business-like  way. 

There  are  certain  departments  in  the  hospitals 
which  invariably  end  up  at  the  end  of  the  month  in 
the  red.  Let's  see  you  name  them,  Mr.  Trustee. 
There  are  other  departments  which  remain  just 
along  the  black  line,  while  there  are  others  which 
bring  a  profit  every  month. 

If  trustees  would  set  aside  one  whole  meeting  for 
the  analysis  of  one  department  and  go  thoroughly 
into  its  operations  I  venture  to  say  that  consider- 
able good  would  come  out  of  that  meeting.  If  the 
dietary  department,  for  instance,  is  to  try  to  func- 
tion without  the  cooperation  of  the  trustees  it  will 
be  very  hard  for  the  head  of  this  department  to 
purchase  foodstuffs  from  those  who  have  proven 
themselves  friends  to  the  hospital  over  a  period  of 
years,  and  who,  of  course,  will  meet  competition  in 
prices. 

This  brings  up  the  question  of  the  history  of  the 
hospital — a  very  rare  bird,  if  you  can  find  one.  It 
is  well  for  everybody  connected  with  an  institution 
to  know  its  history,  but  a  history  passed  on  by  word 
of  mouth  is  usually  altered  to  sue  han  extent  thai 
it  is  hardly  recognizable. 


s.  m.  *  s. 

by  the  Massachusetts  law  the  office  of  coroner  is  abolish- 
ed and  in  each  county  the  governor  appoints  a  medical 
examiner  or  examiners,  whose  duty  it  is  to  make  all  in- 
i  nests  in  cases  formerly  falling  within  the  jurisdiction  of 
the   coroner. 


A  physician  called  to  assist  at  a  post-mortem  should 
write  out  his  own  notes  and  testimony  and  not  allow  a 
bundling  coroner  or  his  assistant  to  do  it. 


October.    1<>3  7 


SOUTHERN  MEDICINE  AND  SURGERY 


CLINICAL  CHEMISTRY  &  MICROSCOPY 

Robt.  P.  Morehead,  B.S.,  M.A.,  M.D.,  Editor 
Wake  Forest.  N.  C. 


The  Gordon  Test 

When  a  lymph-node  is  irritated  its  response  is  a 
hyperplasia  of  lymphocytes,  reticulo-endothelial 
cells,  or  both.  The  differentiation  of  this  simple 
hyperplasia  from  certain  phases  of  primary  lymph- 
node  disease  is  at  times  difficult,  and  even  impossi- 
ble, for  these  too  may  show  merely  reticulo-endo- 
thelial or  lymphoid  hyperplasia.  Again,  a  node 
removed  for  study  may  not  display  the  character- 
istics necessary  for  the  positive  identification  of  the 
disease  in  question,  while  its  neighbor  may  harbor 
the  pathognomonic  feature.  This  is  especially  true 
of  Hodgkin's  disease.  The  first  node  removed  may 
show  only  reticulo-endothelial  hyperplasia.  Tht 
plasma  cells;  but  from  these  features,  either  singly 
biopsy.  This  node  may  show  complete  loss  of  struc- 
ture, hyperplasia,  necrosis,  fibrosis,  eosinophils  and 
plasia,  and  the  physician  is  driven  to  do  a  second 
or  collectively,  a  positive  diagnosis  can  not  be  made. 
It  is  only  when  the  pathognomonic  cell  of  Hodg- 
kin's  disease,  i.e.,  the  Sternberg-Reed  or  Hodgkin 
cell,  is  seen  that  a  positive  diagnosis  of  this  condi- 
tion can  be  made.1  Repeated  efforts  to  demonstrate 
it  may  fail,  yet  the  patient  dies  of  what  proves  at 
necropsy  to  be  Hodgkin 's  disease. 

It  is  with  these  difficulties  in  mind  that  we  wel- 
come into  the  field  of  clinical  pathology  the  Gordon 
test  which  promises  much  aid  in  the  diagnosis  of 
those  cases  which  heretofore  have  been  difficult  or 
impossible  of  diagnosis  from  the  histopathologic 
study  alone. 

In  1932-33,2-3  Gordon  reported  the  development 
of  a  meningoencephalitic  syndrome  following  intra- 
cerebral injection  of  suspensions  of  lymph-nodes 
removed  from  patients  suffering  from  Hodgkin's 
disease,  and  suggested  this  methd  as  a  diagnostic 
procedure.  Rosenberg  and  Bloch,4  in  a  recent  re- 
view of  the  literature,  found  56  positive  tests  in 
77  cases  of  known  Hodgkin's  disease.  Of  the  many 
controls  which  included  normal  lymph-nodes,  those 
from  leukemia,  tuberculosis,  lymphadenitis,  simple 
hyperplasia,  sarcoma,  carcinoma,  adenitis  and 
''pseudoleukemia,''  all  were  negative  with  the  ex- 
ception of  three  "false  positives"  recently  reported 
by  Mason.5  Of  these,  two  were  diagnosed  tubercu- 
lous lymphadenitis,  while  the  third  was  considered 
to  be  lymphoid  hyperplasia.  Goldstein1'  has  recent- 
ly reported  seven  Gordon  positive  reactions  in 
biopsy  material  removed  from  cases  of  known  Hodg- 
kin's disease.  Twenty  controls  were  negative.  It 
has  been  shown  that  an  encephalitogenic  agent  is 
present  normally  in  bone  marrow,  spleen  and  pus. 
This  prompted  Rosenberg  and  Bloch  to  suggest  the 


possibility  that  in  Mason's  two  cases  of  tuberculous 
adenitis  the  nodes  may  have  contained  pus,  and 
interest  naturally  is  aroused  in  the  ultimate  outcome 
of  the  case  diagnosed  lymphoid  hyperplasia.  It  is 
suggested  by  the  cases  reported  that  it  is  in  the 
acute  and  atypical  cases  of  Hodgkin's  disease  that 
the  Gordon  test  gives  accurate  information.  It  does 
not  appear  to  be  of  great  value  in  cases  of  long 
standing,  but  fortunately  these  can  usually  be  diag- 
nosed by  histopathological  study. 

The  value  of  many  diagnostic  laboratory  proce- 
dures is  frequently  allayed  by  lack  of  availability. 
This  is  not  true  of  the  Gordon  test,  since  the  nec- 
essary equipment  for  its  performance  is  found  in 
every  hospital.  For  details  regarding  methods,  the 
reader  is  referred  to  the  recent  reports  of  Goldstein, 
or  Rosenberg  and  Bloch.  It  is  hoped  that  this 
article  will  stimulate  physicians  generally  to  per- 
form this  test  on  all  cases  of  suspected  Hodgkin's 
disease  and  to  publish  such  results  as  may  be  ob- 
tained. 
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PEDIATRICS 

G.  W    Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville.  N.  C. 


Treating  Acute  Nephritis 
An  outline  of  treatment  for  the  type  of  nephritis 
following  tonsillitis  or  some  other  febrile  disease 
has  been  given  by  C.  A.  Aldrich.  The  first  step  is 
to  look  for,  and  if  present  clear  up,  all  remaining 
manifestations  of  infection.  The  search  should  in- 
clude the  upper  respiratory  tract,  pharynx,  teeth  and 
cervical  lymph-nodes.  Surgical  procedures  for  the 
removal  of  foci  of  infection,  even  with  the  use  of 
small  quantities  of  ether,  are  not  always  contraindi- 
cated  in  the  presence  of  nephritis.  The  nephritis 
usually  clears  promptly  following  the  establishment 
of  free  drainage  of  the  offending  focus. 

The  attack  on  the  intoxication  is  limited  to  fluid 
administration  and  moderate  catharsis.  Sodium  salts 
favor  fluid  retention  and  edema  formation  and 
should  not  be  given ;  subcutaneous  injection  of 
saline  must  be  avoided.  Aldrich  has  reduced  his  drug 
therapy   to   the   use   of   aspirin,    Epsom   salts   and 
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potassium  citrate — the  aspirin  for  symptomatic  re- 
lief, the  potassium  citrate  as  a  harmless  alkali  and 
large  doses  of  Epsom  salts  for  relief  of  cerebral 
symptoms. 

Aldrich  removes  tonsils  and  adenoids  from  all 
patients  with  throat  symptoms  before  they  are  dis- 
charged from  the  hospital.  The  operation  is  post- 
poned however  until  all  symptoms  except  albumin- 
uria and  possibly  an  occasional  red  blood  cell  in 
the  urine  have  disappeared.  Where  gas  or  local 
anesthetic  can  not  be  used  he  prefers  ether. 

Adequate  fluid  provision  in  all  cases  will  reduce 
the  number  of  cases  in  which  toxic  symptoms  de- 
velop. Cerebral  attacks  are  the  most  severe  toxic 
manifestations  to  which  nephritic  patients  are  sub- 
ject. The  usual  dehydrating  measures  combined 
with  fluid  restriction  tend  to  increase  the  toxic 
manifestations  and  are  responsible  for  many  uremic 
attacks.  Hot  packs  and  drastic  cathartics  must  be 
avoided.  The  diet  is  of  minor  importance.  Daily 
blood  pressure  readings  warn  of  the  possibility  of 
uremic  attacks.  There  is  always  an  increase  in  blood 
pressure  before  onset  of  these  cerebral  symptoms  in 
acute  nephritis 

Aldrich  divides  the  active  treatment  of  the  attack 
into  two  parts: 

1 )  For  those  who  are  able  to  take  fluids — Liquids 
are  forced  and  all  forms  of  nourishment  are  allowed, 
although  proteins  are  generally  somewhat  restricted. 
It  is  important  to  remember  that  nonprotein  nitro- 
gen retention  is  not  by  any  means  constant  in  this 
condition.  The  patient  may  be  in  coma  with  acute 
nephritis,  with  a  perfectly  normal  nonprotein  nitro- 
gen content  in  the  blood.  Frequent  determinations 
of  b.  p.  are  made,  and  if  this  mounts  despite  fluid 
administration,  magnesium  sulphate  in  50  per  cent, 
solution  is  given,  one  to  several  ounces  daily  by 
mouth.  The  dose  varies  according  to  the  age  of  the 
patient  and  the  severity  of  the  symptoms.  This 
treatment  is  continued  until  the  b.  p.  is  normal  and 
the  symptoms  do  not  tend  to  recur.  Magnesium 
sulphate  in  doses  of  5  to  7  or  even  1 1  oz.  daily  does 
not  cause  loose  stools  if  the  child  is  edematous. 

2)  If  the  patient  is  vomiting  or  comatose — spinal 
puncture  is  unnecessary  if  the  diagnosis  is  clear.  If 
the  patient  is  not  immediately  improved  by  spinal 
puncture  and  is  in  convulsions  or  coma,  the  author 
administers  2  per  cent,  magnesium  sulphate  by  vein. 
(Caution)  This  is  injected  slowly,  not  over  2  to  3 
c.c.  per  minute,  while  taking  the  b.  p.  frequently 
in  the  other  arm,  and  is  stopped  when  the  b.  p.  ap- 
proaches normal  figures.  Shortly  after  this  the 
patients  have  always  been  so  much  improved  that 
it  has  been  possible  to  give  them  fluids  by  mouth 
and  to  continue  treatment  as  outlined  in  the  first 
group.  It  is  usually  necessary  to  administer  100  to 
300  c.c.  of  the  solution,  depending  on  the  size  of  the 
child  and  the  severity  of  the  symptoms.  If  sufficient 


time  is  not  allowed  for  injection  of  the  salt  it  is  not 
safe  to  use  the  b.  p.  as  an  index  to  the  dose.  Other 
hypertonic  solutions  may  be  used,  such  as  dextrose, 
but  their  use  has  not  produced  as  prolonged  results 
as  has  that  of  magnesium  sulphate. 

The  procedure  here  outlined  practically  de- 
mands hospitalization.  When  treating  these  chil- 
dren in  the  home,  the  author  uses  intramuscular 
injections  of  50  per  cent,  magnesium  sulphate.  He 
advises  2  to  6  c.c.  to  be  given  deep  in  the  muscles, 
repeating  every  few  hours  according  to  the  symp- 
toms and  b.  p. 

s.  m.  &  8. 

Management  of  the  Vomiting  Child 
(F.  C.  Rodda,  Minneapolis,  in  Northwest  Med.,  Sept.) 
Old  adage:  "A  vomiting  child  always  thrives."  The 
tonus  of  the  cardia  of  the  infant  stomach  is  so  low  that 
regurgitation  is  easy.  This  ability  permits  of  the  easy  ex- 
pulsion of  improper  food  or  too  much  food  or  air,  of  which 
much  is  swallowed  by  every  baby  during  the  nursing  act. 
Vomiting  may  have  grave  significance  if  it  is  excessive  and 
protracted. 

We  may  look  for  the  cause  in  the  food  rather  than  in  the 
patient,  or  we  may  search  for  the  cause  in  the  child  when 
it  lies  with  the  food. 

Intelligent  management  must  encompass  the  whole  field 
of  possibilities.  To  classify  them  in  types  of  related  causes 
and  in  two  age  groups: 

I.  Types  of  vomiting  in  the  new  born 

1      Obstructive 

a.  Congenital  atresia  of  the  esophagus 

b.  Congenital  stenosis  and  spasm  of  the  esopha- 
gus 

c.  Pylorospasm  and  pyloric  stenosis 

d.  Atresia   or  stenosis  of   the  tract   beyond   the 
stomach 

e.  Congenital  adhesive  bands 

2.  Birth  injuries 

a.  Of  the  central  nervous  system,  such  as  cere- 
bral hemorrhage  or  edema 

b.  Of  some  abdominal  viscus,  such  as  rupture  of 
the  liver 

3.  Some  of  the  causes  which  operate  as  in  later  life, 
especially  inflammatory 

II.  Types  of  vomiting  in  infancy  and  childhood 

1.  Due  to  swallowed  air,  improper  clothing,  exces- 
sive handling 

2.  Due  to  inappropriate  food,  too  great  volume  of 
food 

3 .  Allergic 

4.  Habitual,  rumination 

5.  Due    to    reflex   irritation   such    as    brain    tumor, 
hydrocephalus,  eye  strain 

6.  Cyclic  vomiting 

7.  Neurotic  vomiting   (a  behavior  problem) 

8.  Spasmodic 

a.  Idiopathic 

b.  From  presence  of  foreign  body 

°.     Toxic,    accompanying    infections    as    pneumonia 
and  in  uremia 

10.  As  a  prodromal  symptom 

11.  Infectious 

a.  Enteral,  of  the  intestinal   mucosa,  as  ulcera- 
tive colitis 

b.  Parenteral,  outside  the  tract,  as  in  the  mastoid 
bone 
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12.  Obstructive,  such  as  in  intussusception,  volvulus, 

strangulated  hernia,  paralytic  ileus,  diaphrag- 
matic hernia 

13.  Anhydremia  or  dehydration. 

If  it  concerns  the  food,  an  appropriate  formula  of  suffi- 
cient concentration  with  a  reasonable  technic  of  feeding  will 
usually  suffice.  In  habitual  vomiters,  employ  thick  feed- 
ings. Neurotic  vomiting  should  be  handled  on  a  psychologic 
basis.  In  reflex  vomiting,  remove  the  irritant  if  possible. 
Obstructive  vomiting  calls  for  mechanical  relief  of  the  ob- 
struction. Always  look  for  hidden  focal  infection  in  persist- 
ing vomiting.  In  the  presence  of  dehydration,  we  should 
attempt  to  restore  body  fluids  as  promptly  as  possible  and, 
if  tetany  and  convulsions  are  present,  carbon  dioxide  and 
calcium  chloride  should  be  given. 


OBSTETRICS 


Study  of  1302  Obstetric  Cases:   Two  Maternal  Deaths 


These  cases  are  from  the  private  practice  of  a  group  of 
4  physicians  in  a  small  community.  Hospital  deliveries  were 
765,  home  547.  For  the  deliveries  a  uniform  technic — the 
Mayes'  with  one  variation.  When  the  patient  is  prepared 
15  ex.  of  S%  mercurochrome  is  instilled  into  the  vagina, 
repeated  immediately  before  each  vaginal  examination. 

All  patients  spontaneously  delivered  receive  1  daily  va- 
ginal instillation  of  5%  mercurochrome,  and  all  operative 
cases  receive  2  daily  instillations  during  the  puerperium. 
Our  patients  are  absolutely  odorless;  this,  alone,  makes  the 
instillation  worth  while. 

Of  the  755  women  delivered  in  hospitals,  445  had  spon- 
taneous deliveries  while  310  had  instrumental  assistance; 
in  209  cases  the  interference  was  limited  to  forceps  with 
head  on  perineum.  Mid-forceps  were  applied  in  20  in- 
stances. 

Kielland  forceps  were  applied  in  obstructed  oc.-post.  or 
oc.-trans.  In  2  instances  satisfactory  application  could  not 
be  made  and  successful  delivery  was  by  version  and  extrac- 
tion. Impacted  breech  presentations  were  encountered  in 
9  instances  and  the  impaction  was  decomposed  and  the 
fetuses  delivered  by  extraction. 

Left  oblique  episiotomy  was  done  211  times.  In  each 
instance  repair  was  made  using  no.  2,  20-day  gut  uniting 
the  cut  tissues  in  layers;  finished  with  a  continuous  intra- 
dermal suture  leaving  a  scarcely  discernible  line.  Only  1 
repair  broke  down  requiring  secondary  suture  on  the  6th 
day. 

Lacerations  of  varying  degree  occurred  in  106  cases. 
Major  lacerations  are  repaired  with  the  same  technic  as 
for  episiotomy ;  all  lacerations,  however  small,  are  repaired. 

Of  547  delivered  at  home,  only  3  cases  of  interference. 
Of  93  febrile  hospital  cases,  only  2  were  inconvenienced. 
One  patient,  following  a  low  forceps  delivery,  ran  a  com- 
pletely afebrile  course,  dismissed  on  the  10th  day  and  de- 
veloped thrombophlebitis  of  the  left  leg.  The  other  de- 
livered spontaneously,  without  vaginal  examination,  ran  t. 
for  10  days  never  above  99°  and  on  the  11th  day  developed 
thrombophlebitis. 

Of  the  home  deliveries  only  2  developed  sepsis  sufficient 
to  prolong  the  puerperium.  One  patient  was  delivered  at 
home  by  forceps  after  2  native  midwives  had  been  rubbing 
iktchen  grease  into  the  vagina  to  expedite  delivery.  She 
was  ill  for  18  days  but  not  seriously.  The  baby  was  a 
still-bom  monster. 

The  other  patient  had  a  spontaneous  delivers  without 
interference  and  ran  a  low-grade  fever  for  21  days.  Three 
hospital  patients  and  2  delivered  at  home  developed  acute 


salpingitis  from  the  gonococcus,  during  the  puerperium. 
Treated  conservatively,  all  recovered  without  surgery. 

Obstetrical  analgesia:  For  the  past  il/2  years  we  have 
been  using  pento-barbital-sodium,  gr.  4  to  gr.  1Yi  by 
mouth  early  in  the  1st  stages  of  labor.  We  feel  that  dila- 
tation usually  takes  place  more  readily  under  the  influence 
of  this  drug;  some  patients  become  very  restless  because 
oj  insufficient  doses.  In  some  cases  reinforce  with  small 
doses  of  morphine  or  dilaudid.  Ether  has  been  used  for 
anesthesia  for  actual  delivery.  We  use  pituitrin  routinely, 
1  c.c.  immediately  after  the  delivery  of  the  baby.  During 
labor  we  frequently  resort  to  small  doses — minims  3 — in 
multiparae  with  sluggish  contractions,  with  the  cervix 
dilated  3  cm.  or  more  and  with  normal  sized  babies  and 
normal  presentation  and  normal  pelvis. 

Our  routine  is  to  examine  each  patient  once  every  4  weeks 
up  to  the  6th  month,  every  2  weeks  from  then  to  the  last 
month,  and  then  every  week  until  delivery. 

Pernicious  vomiting  of  a  degree  sufficient  to  require  hos- 
pitalization occurred  in  5  patients.  All  were  carried  through 
to  term  with  live  babies.  Mild  degrees  of  toxemia  were 
frequent;  but  28  patients  required  hospitalization  for  this. 
Labor  was  induced  when  fetuses  were  viable  in  cases  that 
did  not  respond  to  treatment.  The  same  method  was  used 
in  the  nephritic  group.  Eclampsia  developed  in  only  1 
patient  under  our  care  during  pregnancy.  The  other  3  cases 
were  brought  to  the  hospital  after  a  number  of  convulsions 
at  home.  One  of  these  accounted  for  1  of  the  2  deaths  in 
this  series. 

In  48  cases  induction  of  labor  was  practiced. 

Placenta  praevia  occurred  in  3  patients,  2  marginal,  and 
rupture  of  the  membranes  brought  the  labor  to  a  satisfac- 
tory conclusion  for  the  mothers  in  both  instances;  one  baby 
was  still-born;  the  3rd  base  was  nearly  central  placenta 
previa  for  which  cesarean  section  was  performed.  Mother 
and  child  both  made  uneventful  recoveries. 

Abruptio-placenta  complicated  1  home  delivery.  Con- 
servative treatment  resulted  in  a  good  recovery  for  the 
mother,  but  the  child  was  still-born. 

Post-partum  hemorrhage  occurred  in  5  cases;  3  trans- 
fusions were  given  with  good  recovery.  One  hemorrhage 
occurred  at  3  weeks  post-partum  and  persisted  so  that  a 
diagnostic  curettage  was  performed  and  the  uterine  cavity 
packed.  Bleeding  did  not  recur.  Microscopic  examination 
of  the  uterine  scrapings  did  not  reveal  retained  placenta  nor 
chorioepithelioma. 

Inversion  of  the  uterus  with  hemorrhage  occurred  once — 
a  primipara — labor  3  hours,  frequent  and  violent  pains. 
Delivery  spontaneous.  Hemorrhage  was  terrific  and  exam- 
ination revealed  an  inverted  uterus.  It  was  manually  re- 
placed immediately  and  the  vagina  packed  with  gauze.  The 
patient  was  given  a  transfusion  of  whole  blood.  Recovery 
was  prompt  and  afebrile. 

Abnormally  adherent  placenta  was  encountered  o  times. 
Manual  removal  was  done  and  all  patients  ran  completely 
afebrile  courses. 

Rupture  of  the  uterus  occurred  once.  The  patient  was 
brought  from  the  country  after  being  in  labor  for  30  hours 
in  R.  O.  P.  The  membranes  were  ruptured  and  the  phy- 
sician had  applied  forceps  and  attempted  version.  A  well 
developed  contraction  ring  was  present.  The  child  was 
dead.  Under  ether  anesthesia  Kielland  forceps  were  applied 
without  great  difficulty  or  force  and  the  head  was  rotated ; 
a.-  the  shoulders  were  delivered  a  piece  of  omentum  was 
seen.  The  placenta  was  delivered,  the  omentum  was  ligated 
and  excised  and  a  hysterectomy  performed.  The  patient 
ran  a  febrile  course  but  was  dismissed,  well,  in  2i  days. 

Cesarean  section  was  resorted  to  as  the  best  method  of 
delivery  in  36  cases—  2.7</a  .  Nine  sections  were  rep-'alcd 
at  subsequent  pregnancies.  Three  patients  who  had  pre- 
vious   sections   were   delivered   normally   in   the   2nd   preg- 
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The  anesthesia  employed  in  our  series  of  cesarean  section 
is  as  follows:  spinal  1,  ethylene  2,  ether  33.  Fetal  mortality 
was  3.35%. 

Maternal  mortality:  (1)  Spanish-Indian  woman,  21,  at 
term  in  her  first  pregnancy  admitted  to  hospital  comatose 
after  having  had  an  unknown  number  of  convulsions;  no 
prenatal  care.  In  the  hospital  24  hours  before  being  re- 
ferred; only  treatment  2  ozs.  Epsom  salts  by  mouth  on  2 
occasions;  edematous,  semicomatose,  b.  p.  190/140  and 
urine  contained  large  quantities  of  albumin.  She  was  given 
glucose  solution  intravenously  and  intravenous  injection  of 
2.5  Gm.  magnesium  sulphate.  Sodium-pento-barbital  gr. 
3.  24  hrs.  later  her  condition  was  much  improved  and 
labor  was  induced  by  rupture  of  the  membranes.  Sodium- 
pento-barbital  gr.  6  during  labor,  deliver,-  effected,  when 
the  head  descended  below  the  pines,  by  forceps.  The  pla- 
centa was  expelled  normally,  moderate  bleeding.  Died  on 
the  12th  day  post-partum  of  bronchopneumonia  and  pul- 
monary edema. 

(2)  Caucasian,  30,  3rd  pregnancy,  1st  two  7th  month 
still-births.  Wassermann  and  Kahn  negative.  In  7th  month 
pyelitis  caused  hospitalization.  Severe  pain  in  the  right 
kidney.  The  right  ureter  was  catheterized  and  the  catheter 
was  left  in  situ;  in  p.  m.  of  same  day  labor  began  and 
progressed  rapidly.  A  still-born  child  was  delivered.  She 
bled  profusely  but  not  alarmingly.  Because  of  rundown 
condition  more  than  on  account  of  the  amount  of  blood 
lost  transfusion  the  day  after  delivery.  The  patient  was  a 
Moss  type  2  and  a  donor  of  the  same  group  was  selected; 
bloods  compatible  by  direct  matching;  500  ex.  of  whole 
biood  were  given  by  multiple  syringe  method ;  }/2  hr.  after 
transfusion  she  was  reeply  cyanotic,  extremely  dyspneic. 
severe  pains  in  the  chest  and  abdomen,  vomited  blood  and 
had  complete  anuria  for  24  hrs.  On  catheterizing  15  c.c. 
of  nearly  pure  blood  were  obtained.  No  surface  veins 
could  be  located  for  intravenous  medication  or  fluids. 
Saline  by  hypodermoclysis  was  slowly  absorbed  and  the 
skin  around  the  needle  punctured  became  necrotic.  Stu- 
died 2  days  after  the  transfusion.  The  clinical  picture  was 
that  of  almost  complete  blockage  of  the  arteriole  circula 
tion. 

S.    M     *    8. - 

SURGERY 

Geo.  H.  Bunch,  M.D.,  Editor,  Columbia,  S.  C. 


Modern  Fads  in  the  Treatment  of  Inguinal 
Hernia 
In  1924  Gallie  and  Le  Mesurier  (British  Jl. 
Surg.i)  advocated  the  use  of  strips  of  the  patient's 
fascia  in  the  repair  of  inguinal  hernia  claiming  that 
the  living  suture  continued  to  live  as  it  literally 
grew  into  the  tissues,  becoming  an  integral  part  of 
them,  thereby  giving  a  surer  firmer  union  and  a 
stronger  support  than  was  obtainable  with  suture? 
of  catgut  or  silk.  They  thought  that  strips  of  fascia 
when  loosely  laced  from  side  to  side  without  ten- 
sion effectively  united  tissues  without  the  necessity 
for  their  actual  approximation.  The  absence  of 
tension  and  of  strangulation  insured  a  normal  blood 
supply  and  ideal  conditions  for  primary  wound 
healing.  For  ordinary  hernia  a  strip  of  the  external 
oblique  fascia  over  the  inguinal  canal  was  used. 
The  upper  end  was  left  attached  with  blood  supply 
uninterrupted  and  the  lower  end  extended  to  and 


formed  a  part  of  the  external  ring.  Such  a  strip 
could  only  be  the  length  of  the  canal.  If  the  hernia 
was  large  so  that  it  could  not  be  closed  by  this, 
additional  fascia  for  sutures  was  obtained  from  the 
fascia  lata. 

Through  the  years  the  method  has  enjoyed  a  pop- 
ularity which  has  varied  considerably  with  individ- 
ual surgeons.  Much  has  been  written  of  its  merits 
by  its  advocates. 

In  a  recent  symposium  on  hernia  in  the  New 
York  Surgical  Society,  Bundrick  and  the  staff  of 
the  Hospital  for  Ruptured  and  Crippled  (Annals  oj 
Surg.,  Sept.,  1937)  report  their  experience  in  1485 
operations  upon  1092  patients  in  which  fascial  su- 
tures were  used.  They  found  that  infections  were 
more  common  with  fascia  than  with  other  forms  of 
suture  material.  Recurrences  were  unbelievably 
high,  29  per  cent.  This  they  attribute  partly  to 
weak  spots  caused  by  the  introduction  of  the  large 
fascia  needle  through  the  transversalis  fascia  and 
Poupart's  ligament.  Two  patients  died  of  hemor- 
rhage caused  by  the  needle.  They  say,  "The  fact 
u.at  in  many  of  our  reoperated  cases  we  were  un5 
able  to  find  any  evidence  of  the  previously  used 
fascial  sutures  forces  us  to  conclude  that  the  theory 
of  fascial  sutures  for  hernia  repair  is  based  on  an 
erroneous  principle."' 

In  the  same  symposium  Bundrick  and  his  co- 
workers, also,  report  their  results  in  a  series,  be- 
ginning October,  1934,  of  92  hernias  in  66  patients 
treated  by  injection  instead  of  operation.  They  say 
patients  are  presenting  themselves  in  increasing 
numbers  with  the  request  that  their  herniae  be 
treated  by  this  new  and  painless  method  devoid  of 
the  hazards  of  major  surgery,  the  expense  of  hos- 
pitalization, and  the  loss  of  earning  power  which 
an  operation  entails.  The  technique  "requires  the 
application  of  a  well  fitting  truss  that  maintain* 
complete  reduction  of  the  hernia  at  all  times.  This 
truss  must  be  worn  night  and  day,  for  6  or  8 
weeks,  and  never  removed  for  any  purpose  what- 
soever.'- Thereafter  the  truss  may  be  removed  at 
night  but  during  working  hours  it  must  be  worn 
for  6  to  12  months.  For  injection  various  proprie- 
tary preparations  were  used.  None  was  found  su- 
perior. The  average  number  of  injections  was  24: 
the  highest  number  given  was  36  in  each  side,  the 
lowest  was  4.  The  average  length  of  time  between 
the  first  and  the  last  injection  was  140  days — from 
4  to  5  months.  Complications  were  few  and  not  oi 
serious  consequence.  Of  the  4  deaths  occurring 
during  treatment  none  was  attributed  to  the  treat- 
ment. 

They  conclude  with  the  assertion:  "Immediate 
results  were  gratifying  to  us  in  that  impulses  dis- 
appeared and,  generally,  for  a  time  no  definite 
evidence  of  the  existence  of  a  hernia  was  present. 
This   brief   period   of   encouragement   would   com- 
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mence  after  5  or  6  injections  and  would  last  possi- 
bly for  3  or  4  months,  particularly  if  an  injection 
was  given  occasionally  during  this  period.  How- 
ever, in  47  of  the  56  cases  followed,  a  definite  re- 
lapse was  noted  usually  by  both  the  patient  and 
the  doctor;  so  that  at  present  only  11  cases  are 
apparently  cured,  and  9  of  these  are  still  wearing 
trusses."  Even  though  there  is  a  temporary  tissue 
proliferation  that  either  obliterates  or  masks  the 
impulse  the  effect  is  not  lasting  and  a  state  is 
reached  approximating  that  which  existed  prior  to 
operation. 

Coming  from  such  an  authoritative  source,  these 
findings  must  be  accepted  by  those  of  the  profes- 
sion who  have  not  the  benefit  of  first-hand  informa- 
tion. The  staff  of  the  Hospital  for  Ruptured  and 
Crippled  undertook  the  work  in  an  earnest  endeavor 
to  learn  the  truth.  Modern  suture  material  is  so 
perfected  and  standardized  that  it  gives  almost  uni- 
versal satisfaction.  Operative  repair  of  hernia  by 
the  Bassini-Halstead  method  as  is  generally  used, 
properly  done,  in  uncomplicated  cases  gives  such  a 
large  percentage  of  cures  that  it  does  not  behoove 
one  to  waste  time  and  money  on  questionable  meth- 
ods of  operation  or  treatment. 


RADIOLOGY 

Wright  Ci.arkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Management  of  Malignant  Bone  Tumors 

Before  the  development  of  early  diagnosis  by 
the  roentgen  ray,  a  permanent  cure  of  osteogenic 
sarcoma  was  practically  unknown.  Five-year  cures 
of  these  malignant  bone  tumors  now  constitute 
approximately  14  per  cent.  If  the  patient  is  to  be 
given  even  the  slightest  chance  of  a  permanent 
cure,  the  diagnosis  must  be  made  in  a  very  early 
stage  and  radical  amputation  must  be  resorted  to 
before  pulmonary  metastases  occur.  Many  patients 
by  procrastination,  lose  their  chance  of  getting  well. 
Fathers  and  mothers  mistake  the  dull  aching  for 
"growing  pains,"  or  refuse  to  submit  the  child  to 
the  necessarily  mutilating  operation  in  time  to  save 
its  life. 

The  pain  from  sarcoma  of  bone  comes  on  grad- 
ually and  it  is  usually  constant,  and  worse  at  night; 
but,  since  most  of  the  cases  occur  in  children  or 
in  young  adults,  a  history  of  at  least  a  trivial  injury 
is  almost  always  elicited.  Therefore,  temporizing 
measures  are  occasionally  resorted  to  even  by  phy- 
sicians, who  occasionally  mistake  the  condition  for 
an  injury. 

If  we  could  succeed  in  obtaining  an  earlv  diag- 
nosis and  immediate  amputation  in  these  negiected 
cases,  the  mortality  rate  from  sarcoma  of  bone 
would  be  greatly  decreased.  An  early  n^entgen  inter- 


pretation by  one  thoroughly  familiar  with  the 
shadows  cast  by  bone  tumors  is  the  greatest  single 
factor  in  the  diagnosis;  but  a  roentgen  interpreta- 
tion by  a  neophyte  is  perhaps  worse  than  none. 
Many  limbs  have  been  sacrificed  needlessly  because 
of  a  misinterpretation  of  the  roentgenogram. 

An  experienced  roentgenologist  can  differentiate 
between  benign  and  malignant  bone  tumors  in  90 
per  cent,  of  the  cases,  but  to  avoid  mutilating  oper- 
ations for  benign  neoplasms  there  is  but  one  solu- 
tion, and  that  is  biopsy. 

The  roentgenogram  must  be  taken  first  to  show 
the  presence  of  a  tumor  and  to  guide  the  operator 
in  his  selection  of  tissue  for  microscopic  examina- 
tion. The  roentgen  appearance  of  a  bone  tumor  is 
often  so  frankly  benign  as  to  make  a  biopsy  en- 
tirely unnecessary,  but  where  there  is  doubt  a  pa- 
tient should  be  fully  prepared  for  amputation,  with 
a  heavy  tourniquet  placed  above  the  tumor  and 
immediately  below  the  site  of  predilection  for  am- 
putation. This  tourniquet  must  be  left  in  place  until 
tissue  has  been  removed  and  examined  microscopic- 
ally by  a  competent  pathologist.  This  takes  but  a 
few  minutes,  if  frozen  sections  can  be  made.  This 
class  of  work  should  never  be  undertaken  outside  a 
fully  equipped  hospital,  or  without  the  help  of  a 
thoroughly  trained  tumor  pathologist. 

If  the  tissue  is  found  to  be  malignant,  the  original 
tourniquet  should  be  left  in  place  and  a  second 
tourniquet  applied  above  it  and  the  amputation 
done  between  the  two  tourniquets  in  order  to  avoid 
the  possibility  of  malignant  cells  from  the  field  of 
biopsy  gaining  access  to  the  general  circulation. 

Roentgen  therapy  properly  given  may  safeguard 
against  metastasis  temporarily  while  the  patient  is 
waiting  for  amputation,  but  it  should  never  be  relied 
upon  as  a  cure  for  malignant  bone  tumors. 

Bone  tumors  should  always  be  examined  very 
gently,  for  trauma  may  cause  a  spread  of  the  dis- 
ease; and  as  soon  as  the  diagnosis  of  a  malignant 
bone  neoplasm  has  been  established,  immediate 
radical  amputation,  or,  in  rare  cases,  a  radical  resec- 
tion by  a  master  surgeon,  should  be  insisted  upon  as 
the  proper  procedure. 


Many  husbands  have  found  out  that  menstrual  irregu- 
larity, and  particularly  a  multiparous  dysmenorrhoea  can 
be  relieved  by  repeated  and  prolonged  sex  union  just  before 
the  onset  of  the  monthly  period. — Jour,  of  Ayurveda,  Cal- 
cutta, India,  May,  '37. 

A  husband  is  bound  to  furnish  medical  attendance  for 
hi<  wife  and  a  father  for  his  minor  children.  If,  however, 
a  wife  is  possessed  of  property  and  makes  the  contract  her- 
self for  medical  services,  she  can  be  made  to  pay  therefor. 

In  ordinary  cases  it  is  easy  to  determine  the  duration  of 
the  last  sickness,  but  in  chronic  cases  much  difficulty  has 
been  experienced.  It  is,  however,  now  well  settled  that  in 
such  cases  the  last  sickness  dates  from  the  time  that  the 
disease  takes  a  turn  for  the  worse,  which  condition  continues 
until  death. 
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ipts  not  found   suitable  for  our  use  will   not  be   returned 
r  encloses  postage. 


1302  Obstetrical  Cases:  2  Maternal  Deaths 
That  is  a  title  to  arrest  attention.  The  article 
is  given  first  place  in  the  Septembr  issue  of  one  of 
our  most  valued  exchanges1  and  it  is  abstracted  in 
this  issue  of  this  journal.  The  cases  reported  are 
from  the  private  practice  of  a  group  of  physicians 
in  a  small  community.  More  than  two-fifths  of  the 
deliveries  were  conducted  in  homes  no  better  than 
average.  Our  abstract  is  in  sufficient  detail  to 
show  those  who  wish  to  improve  their  own  obstetri- 
cal records  how  these  pregnancies  and  deliveries 
were  conducted.  It  appears  that  no  complicated 
procedures  were  made  use  of,  that  no  more  than 
ordinary  expense  was  incurred.  Yet,  in  an  ordinary 
practice,  among  ordinary  people,  more  than  one- 
and-a-quarter  thousand  babies  were  brought  into 
the  world,  with  a  loss  of  only  two  mothers;  and 
neither  of  these  died  of  infection.  Apparently  com- 
plications presented  themselves  about  as  usual;  but 
the  management  was  different  from  the  usual.  In 
only  three  of  547  home  deliveries  was  any  mechan- 
ical interference  practiced;  and  of  the  547  only  two 
developed  symptoms  of  infection  sufficient  to  pro- 
long the  puerperium.  All  recovered  without  sur- 
gery. 

In  the  use  of  analgesic  agents,  pituitrin  and 
antiseptics,  wise  discretion  was  used.  A  uniform 
technique  was  employed.  Attention  is  directed  to 
the  instillation  into  the  vagina  of  15  ex.  of  5-per 
cent,  mercurochrome  as  a  part  of  the  preparation 
of  the  patient  before  the  first  vaginal  examination, 
and  its  repetition  immediately  before  each  subse- 
quent vaginal  examination.  We  are  not  saying  that 
the  use  of  mercurochrome  is  even  the  main  factor 
in  this  remarkable  achievement,  not  even  that  mer- 
curochome  is  an  antiseptic  of  consequence;  but  the 
management  described  is  so  rational  and  simple 
and  the  results  so  exceptionally  good  that,  if  we 
were  undertaking  the  care  of  women  during  preg- 
nancy and  confinement,  we  would  learn  all  we 
could  about  these  doctors  and  their  methods,  with 
a  view  to  getting  as  good  results  as  Dr.  Miles  and 
his  associates  report. 

Each  of  our  readers  whose  results  are  not  so 
good  as  those  reported  is  urged  to  read  the  abstract 
attentively,  and  then  write  the  author  asking  for  a 
reprint,  with  a  mind  open  for  the  acceptance  of 
teaching  which  will  be  good  for  his  obstetrical  pa- 
tients and  their  offspring. 

1.  Southwestern 
and  New  Mexico 
Medical   Assn. 
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Sulphanilamide 

A  new  drug  has  been,  and  is  being,  introduced 

into  practice,  which  promises  to  give  rise  to  more 

sensational   reports  than  any  other  that  has  been 

put  into  the  hands  of  practitioners  of  medicine  in 
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a  long  time.  The  promise  is  that  these  reports  will 
be  mostly  sensational — some  because  of  dramatic 
good  effects  some  because  of  dramatic  ill  effects. 
We  know  that  those  who  see  ill  effects  will  not  be 
as  eager  to  report  as  will  those  whose  patients  do 
well  under  the  treatment.    That  is  inevitable. 

The  first  classification  which  should  be  made  of 
drugs  is  (1)  potent,  (2)  impotent.  Having  become 
convinced  that  a  drug  is  potent  for  good,  it  is  wise 
to  assume  that  it  may  also  be  potent  for  evil.  In- 
deed, this  principle  applies  generally  in  nature. 
"Great  crimes,"  says  Plato,  "come  from  a  fulness 
of  nature  spoiled  by  education,  rather  than  from 
any  inferiority;  whereas  weak  natures  are  scarcely 
capable  of  any  very  great  good  or  very  great  evil." 

We  have  before  us  reports  of  good  results  from 
the  use  of  sulphanilamide  in  gonococcic,  meningo- 
coccic  and  streptococcic  infections;  in  erysipelas, 
scarlet  fever  and  puerperal  sepsis;  in  gas  gangrene, 
pneumonia,  urinary  infections  and  streptococcic 
endocarditis. 

The  Journal  oj  the  A.  M.  A.  has  reported  ill  ef- 
fects in  a  half  dozen  or  so  different  conditions. 
Many  other  journals,  this  one  included,  have  pub- 
lished such  reports.  Evil  results  reported  include 
acute  hemolytic  anemia,  toxic  optic  neuritis,  and 
various  severe  skin  eruptions. 

So  far  as  can  be  judged  from  a  consideration  of 
all  the  evidence,  the  introduction  into  the  practice 
of  medicine  of  this  agent  marked  a  long  step  for- 
ward in  treatment.  It  is  plain  that,  like  powerful 
agents  in  general — including  fire,  the  human  tongue, 
automobiles  and  sunlight  even — it  must  be  used 
with  discretion;  and  even  then  the  user  should  be 
on  the  lookout  for  harmful  effects  and  prepared  to 
deal  with  them. 

It  is  the  rule  to  make  out  the  good  to  be  better, 
and  the  bad  to  be  worse,  than  they  are.  Remem- 
ber, salvarsan  was  made  available  to  doctors  with 
the  assurance  that  one  dose  would  free  a  patient 
of  syphilis.  Experience  has  shown  that  this  is 
nowhere  near  the  truth.  Still  salvarsan  is  an  ex- 
ceedingly valuable  remedy. 


Injections  of  Air  in  Tuberculosis  Treatment 
One  of  the  medical  subjects  to  be  discussed  by  a 
sensational  lay  writer  in  recent  months  is  the  re- 
peated injection  of  air  into  the  chest  as  a  means 
of  cure  in  lung  tuberculosis.  According  to  this 
reckless  person  this  simple  procedure  is  all  but  a 
certain  cure  for  this  disease,  yet  it  had  been  mad. 
available  at  only  a  few  places  and  by  only  a  few 
doctors. 

An  excellent  textbook  of  medicine  just  off  the 
press1  has  much  to  say  on  this  subject  which  is  very 
much  to  the  point: 

If  collapse  is  not  maintained  for  two  vears  re- 
lapse is  frequent. 


The  procedure  is  so  simple  that  there  has  been 
too  great  a  tendency  to  hasten  its  application. 

Far  too  many  patients  with  incipient  and  early 
lesions  are  receiving  this  treatment. 

Few  physicians  realize  the  difficulties  attending 
the  reexpansion  of  a  lung,  or  the  termination  of 
artificial  pneumothorax. 

These  are  not  the  opinions  of  one  man,  merely. 
They  represent  the  consensus  of  opinion  of  those 
who  know  most  about  the  disease,  tuberculosis, 
and  the  patient  afflicted  with  tuberculosis. 

This  is  not  new  knowledge.  All  these  things 
were  well  known  long  before  the  sensational  article 
was  published,  and  they  could  have  been  learned 
of  nine  out  of  every  ten  village  doctors  in  the  coun- 
try. Why  was  not  inquiry  made  of  doctors  before 
publication?  Easy;  then  there  would  have  been 
nothing  to  publish;  no  story  for  the  writer  to  sell: 
no  sensation  for  the  publication  to  spread  before 
its  readers,  the  kind  that  delight  in  tales  that 
make  their  avid  eyes  literally  bug  out. 

(with  about  150  collaborators),  W.  B. 


Columbia  Medical  Society  Institutes   New 
Plan 

Few  of  the  units  of  any  State  medical  society 
have  had  better  programs  than  has  the  Columbia 
(Richland  County,  S.  C.)  Medical  Society.  Still 
this  enterprising  group  is  not  at  all  disposed  to  rest 
on  its  laurels.  A  combined  prospectus  and  program 
for  the  next  regular  meeting  tells  us  that  arrange- 
ments have  been  made  for  making  these  meetings 
even  more  valuable  to  members  and  visitors.  The 
new  plan  includes  participation  in  each  program 
by  a  doctor  of  national  repute,  one  distinguished 
for  ability  as  a  practitioner  and  a  teacher. 

There  is  much  to  be  said  for  such  a  plan,  and 
much  to  be  said  for  the  members  of  county  societies 
instructing  one  another.  The  plan  of  the  doctors 
of  South  Carolina's  Capital  City  includes  both  fea- 
tures, and  promises  gratifying  results. 


Doctor  John  Sidney  Hood 

When  we  recovered  from  the  numbing  effect  of 
the  shock,  the  deepest  and  most  sincere  regret  filled 
the  hearts  of  the  members  of  the  medical  profession 
and  all  other  people  of  his  community  on  learning 
of  the  sudden  death  of  Sidney  Hood  on  the  14th 
of  September.  The  kind  of  regret  that  is  coupled 
with  an  emptiness  and  a  sense  of  loss  that  can  not 
be  replaced.  There  was  something  in  the  life  of 
Sidney  Hood  that  went  out  to  all  those  who  were 
in  contact  with  him — something  that  died  with  him, 
and  will  not  return. 

It  is  not  enough  to  say  that  he  was  a  brilliant 
physician.  The  thousands  of  his  patients  to  whom 
he  was  a  refuge  in  time  of  sickness  and  a  friend  in 
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time  of  trouble  will  testify  as  to  that.  The  influence 
of  his  work  is  far-reaching.  The  Gaston  County 
Nutritional  Camp  for  which  he  worked  constantly, 
and  through  which  hundreds  of  undernourished 
children  were  given,  and  will  be  given,  a  chance  for 
full  development,  is  a  monument  to  his  memory. 
In  intimate  daily  association,  sharing  offices  with 
him  for  a  long  time,  I  never  heard  him  say  no  to 
any  worthy  cause. 

To  say  nothing  of  his  ready  wit  would  be  to  do 
him  an  injustice.  His  anecdotes  will  be  handed 
down  to  the  children's  children  of  his  patients,  of 
his  friends,  of  most  of  those  even  with  whom  his 
contacts  were  but  casual.  How  could  anyone  forget 
his  vivid  portrayal  of  his  first  visit  as  a  physician? 
Of  when  that  patient  died,  how  he  hid  in  the  woods 
to  watch  the  funeral  procession?  Or  the  incident 
when  he  played  fireman  with  a  fresh  placenta,  beat- 
ing out  the  flames  with  its  soggy  mass.  Half  truth, 
and  half  harmless  imagination,  his  stories  would 
make  an  interesting  book. 

Always  broadminded,  he  was  willing  to  listen  to 
the  other  fellow's  side  of  any  questions;  and  there 
are  many  whose  woes  were  lightened  by  his  deep 
wisdom,  or  which  he  shouldered  himself. 

All  of  Gastonia,  all  of  those  who  knew  him,  his 
many  friends,  his  patients,  his  loved  ones — even  his 
enemies — mourn  his  death,  remembering  him  as  a 
great  physician,  a  great  friend  and  a  great  man. 

—JACKSON  T.  RAMSAUR,  Cherrvville,  N.  C. 


NEWS 


WHEN  EDITORS  SPOKE  THEIR  MINDS 
From  the  Charlotte  Medical  Journal  of  the  year  1893: 

Received,  Read  and  '"Refused" 
To  steal  is  dishonest,  to  cheat  your  iellowman  is  dis- 
honest, to  lie  for  gain  is  dishonest ;  yet  there  is  another  road 
to  dishonesty  equally  as  reprehensible  as  either  of  the  above, 
viz.:  To  receive  and  read  a  journal,  for  years,  and  then 
when  called  upon  to  pay  for  same,  after  having  promised 
to  do  so,  or  even  having  acted  in  acquiescence  with  pub- 
lished requests  to  notify  the  journal  if  same  was  not  wanted, 
to  then  go  to  the  postmaster  (without  having  nerve  enough 
to  write  to  the  journal)  and  have  him  forward  to  the  office 
a  "refused"  card,  is  as  dishonest  as  stealing  that  much  direct 
from  the  pocket  of  the  proprietors  of  such  journal.  In 
fact  it  is  worse.  It  is  a  betrayal  of  confidence,  is  a  sneaking, 
dirty  and  villainous  trick  of  which  no  gentleman  will  be 
found  guilty ;  and,  any  man  who  will  do  such  a  thing  would 
steal  from  his  grandmother's  ghost.  If  a  subscriber  is  not 
able  to  pay  then  that  is  quite  another  thing,  and  in  all  such 
instances  he  should  inform  the  proprietors  of  the  publica- 
tion, instead  of  having  the  P.  M.  mark  on  the  cover  of  the 
journal  "refused,"  and  also  send  the  proprietor  a  card 
marked  "refused."  All  men  who  thus  attempt  to  beat 
publishers  should  be  held  up  to  the  public  to  be  seen  in 
their  true  light.  This  would  be  an  unpleasant  task,  but  we 
feel  equal  to  the  emergency. — Texas  Health  Journal. 


Guilford  County  (N.  C.)  Medical  Society,  at  a  dinner 
meeting  of  the  society  the  evening  of  Oct.  7th  at  Jefferson 
Roof  restaurant,  Greensboro,  elected  Dr.  R.  O  Lyday  presi- 
dent in  succession  to  Dr.  P.  W.  Flagge.  High  Point.  Dr. 
Rigdon  O  Dees  was  elected  vice  president;  Dr.  Fred  M. 
Patterson,  secretary,  and  Dr.  J.  F.  Register,  treasurer.  Dr. 
Allan  C.  Banner  was  chosen  as  a  member  of  the  board  of 
censors.  As  delegates  to  the  annual  meeting  of  the  North 
Carolina  Medical  Society  the  organization  selected  Dr.  M. 
D.  Bonner,  Jamestown,  for  a  term  of  three  years  and  Dr. 
Rigdon  O  Dees  for  two  years.  Preliminary  plans  for  an 
extension  course  to  be  conducted  early  in  193S  in  this  sec- 
tion were  discussed.  Two  of  these  meetings  will  be  held  in 
High  Point,  two  in  Winston-Salem  and  two  in  Greensboro, 
in  February  and  March.  This  will  be  a  co-operative  under- 
taking on  the  part  of  the  extension  division  of  the  Univer- 
sity of  North  Carolina  and  the  North  Carolina  Medical 
Society.  Dr.  Marion  Y.  Keith  and  Dr.  D.  W.  Holt  were 
named  a;  a  committee  on  local  arrangements  for  the  exten- 
sion course. 


Buncombe  County  Mecicax  Society 

The  15th  meeting  for  1937  was  called  to  order  by  Presi- 
dent Huffines,  Aug.  13th,  42  members  present. 

Visitors  introduced  were:  Druggists  Goode,  R.  Johnson, 
Moose,  Salley,  Corpening  and  Teague;  Drs.  Sinclair,  I.  R. 
Wagner,  Mallette,  Moore  and  McGowan. 

Dr.  Huffines  then  introduced  the  speaker  of  the  evening, 
Dr.  John  Dougherty,  who  spoke  on  Water  Balance.  Dr. 
Dougherty  described  the  three  forces  governing  the  passage 
of  water  through  the  body.  Edema  was  quite  fully 
described  in  its  various  types,  including  the  differential 
features  between  blood  plasma  and  edema  fluid.  In  patients 
deprived  of  water  for  long  periods  of  time,  water  vaporiza- 
tion continues  to  appear  on  the  skin  surface  even  though 
the  output  of  urine  may  have  long  since  ceased.  The  body 
must  excrete  500  c.c.  of  urine  in  24  hours  to  eliminate  un- 
accumulated  waste  products.  Discussed  by  Drs.  Justice, 
White,  Johnson  and  Elias. 

Dr.  Buck  read  a  history  of  a  case  of  acute  sulphanilamide 
poisoning.  This  patient,  desperately  ill,  was  taken  to  a 
local  hospital.  The  onset  symptoms  included  dyspnea, 
asthenia,  nausea  and  vomiting,  jaundice.  It  was  some 
few  hours  until  the  patient  was  able  to  supply  a  satisfactory 
history.  He  stated  that  he  had  been  drinking  heavily  and 
at  the  same  time  taking  sulphalphanilamide.  A  blood  trans- 
fusion was  given  to  which  he  responded  readily.  Discussed 
by  Drs.  Huffines,  Colby,  Brown,  Crump,  Dougherty  and 
Johnson,  several  druggists  and  a  representative  of  the 
Squibb  Companv. 

— G.  W.  KCTSCHER,  JR.,  M.D.,  Sec. 


In  nine  States,  boys  of  14  and  girls  of  12  years  of  age 
are  considered  able  to  give  valid  consent  to  marriage.  The 
States  are  Colorado,  Florida,  Idaho,  Maryland,  Mississippi. 
New  Jersey,  Rhode  Island,  Tennessee  and  Washington. 


Three  Buncombe  Societies 
(From  Bui  Buncombe  Co.  Med.  Soc.) 
Dr.  J.  A.  Reasjen  was  first  a  Methodist  circuit  rider; 
after  graduation  in  medicine  in  1S50  he  added  the  practice 
of  physic  to  this  service  of  the  church.  For  what  has  come 
down  to  us  concerning  the  first  and  second  B.  C.  M.  So- 
cieties (the  present  one  being  the  third)  we  are  indebted 
to  the  memory  of  Dr.  Reagen.  In  1S67  the  first  Buncombe- 
County  Medical  Society  was  formed,  meeting  once  a  month 
with  Dr.  J.  F.  E.  Hardy,  president;  Dr.  J.  A.  Reag 
vice  president;  and  Dr.  J.  G.  Hardy,  secretary.  This  or- 
ganization lasted  two  years  with  the  same  officers  and 
small  membership.  A  year  or  two  later  it  was  reorganized 
Dr.  D.  J.  Cain  chosen  president  and  Dr.  J  .R.  Reagen  vie 
piesident.     These  officers  were  re-elected  the  next  year  and 
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during  the  third  and  fourth  years  Dr.  Reagen  was  president. 
No  further  attempt  was  made  at  organization  till  18S5  when 
the  present  society  had  its  birth.  The  only  living  member 
attending  the  organization  meeting  of  this  present  society 
is  Dr.  Ivi.  B.  Weaver. 


Buncombe  County  Medical  Society  at  the  City  Hall, 
Asheville,  September  20th,  at  S  p.  m.,  called  to  order  by 
Vice  Pres.  Lott,  i3  members  present ;  visitors  included  Drs. 
I.  R.  Wagner,  F.  W.  Davis  (dentist)  and  members  of  the 
staff  at  Oteen. 

Dr.  L.  M.  Griffith  presented  a  paper  entitled  404  Cases  of 
Maxillary  Sinusitis — A  Clinical  Analysis.  Excepting  the 
ethmoids,  the  maxillary  sinuses  are  more  frequently  affected 
than  any  other  nasal  sinus.  ''No  inflammatory  disturbance 
remains  strictly  confined  to  a  single  organ",  suggesting  the 
influence  of  infected  sinuses  on  the  rest  of  the  body.  Con- 
servative treatment  was  practiced  in  the  majority  of  the 
cases,  one  patient  responded  perfectly  only  after  77  irri- 
gations of  each  antrum.  There  were  378  acute  and  24 
chronic  cases.  Five  cases  of  unilateral  exophthalmos  in  this 
series;  satisfactory  results  were  obtained  in  all.  Repeated 
attacks  seem  to  warrant  the  statement  that  such  patients  are 
highly  allergic.  Of  the  404  cases,  20  were  of  dental  origin, 
and  antral  empyema  of  dental  origin  will  not  resolve  until 
the  offending  tooth  is  extracted.  One  case  of  cancer  of  the 
antrum.  Every  case  of  ear  inflammation  deserves  a  thorough 
study  of  the  sinuses. 

Discussed  by  Drs.  Hollyday,  MacRae,  Davis,  Tennent, 
Briggs  and  Wagner. 

Under  the  heading.  Case  Report  of  Rocky  Mountain 
Spotted  Fever,  Dr.  J.  L.  Ward  read  the  laboratory  findings, 
both  local  and  from  Washington.  Case  was  that  of  an  8- 
year-old  girl  who  became  ill  in  May,  onset  sudden  with 
hard  chill  and  t.  of  103°.  Fever  for  19  days  with  moming 
remissions.  Rose  spots  first  on  the  abdomen ;  later  a  purplish 
rash  over  the  rest  of  the  body  reminded  of  the  coloring  of 
a  turkey  egg.  There  was  extreme  muscular  soreness,  espe- 
cially of  abdominal  muscles.  The  eruption  disappeared  a 
few  days  after  the  fever.  Three  days  prior  to  the  illness  the 
mother  removed  a  wood  tick  from  the  patient's  ear.  Dr. 
Ward  then  presented  by  lantern  projection  a  very  well 
prepared  differential  diagnosis  between  Rocky  Mountain 
spotted  fever  and  typhus,  including  the  geographical  distri- 
bution for  North  Carolina.  Discussed  by  Drs.  Elias,  Wil- 
liams, Tennent  and  Johnson. 

Dr.  Wagner  invited  the  Society  to  meet  at  Oteen  with  the 
Staff  of  the  Veteran's  Bureau  Hospital  on  the  1st  of  No- 
vember. His  invitation  was  accepted  by  Dr.  Lott,  with  an 
expression  of  appreciation. 

Dr.  Ringer,  chairman  of  the  Post  Graduate  Committee 
of  the  N.  C.  State  Medical  Society,  then  described  in  detail 
a  series  of  post  graduate  lectures  offered  physicians  of  this 
district  by  the  Extension  Department  of  the  University  of 
North  Carolina;  these  meetings  to  be  held  once  a  week, 
preceded  by  a  dinner;  a  total  of  six  meetings  to  be  held. 
Seventy-five  physicians  will  be  necessary  at  S15.00,  payable 
in  advance.  The  series  of  lectures  must  be  sponsored  by  a 
local   County   Society   in  each  district  w'here  they  are  held. 

Dr.  Ringer  endorsed  this  program  and  moved  that  the 
B.  C.  M.  S.  adopt  it;  seconded  by  Dr.  Johnson  and  passed 
unanimously.  Dr.  Ringer  then  moved  that  the  president 
appoint  a  committee  of  three  to  study  the  plan  for  such  a 
program,  seconded  by  Dr.  L.  M.  Griffith  and  passed.  On  this 
committee,  Dr.  Huffines  has  appointed  Drs.  Ringer,  Gillespie 
arid  Parker. 

(Signed)     G.  W.  Kutscker,  jr.,  M.D.,  Sec. 


lotte,  N.  C,  on  Saturday,  June  12th,  at  2:30  p.  m.,  pres- 
ent: 

Miss  Emma  J.  Minard,  St.  Peter's  Hospital,  Charlotte. 

Mrs.  Zonabel  Ogle,  Rex  Hospital,  Raleigh. 

Miss  Edith  Henley,  Duke  Hospital,  Durham. 

Marybeth  Hurst,  Grace  Hospital,  Banner  Elk. 
Erline  Markland,  Charlotte  Sanatorium,  Charlotte. 
'      Grace  Willis,  Garrison  Hospital,  Gastonia. 

Cora   Mecum,    City    Memorial   Hospital,   Winston- 
Salem. 
'      Claire  E.  Keller,  Ellen  Fitzgerald  Hospital,  Monroe. 

Miss  Hurst,  the  president,  was  in  the  chair  and  Miss 
Mecum  acted  as  secretary  in  the  absence  of  Miss  Christine 
Vick,  Watts  Hospital,  Durham,  secretary. 

The  tentative  Constitution  and  By-Laws  were  read  by 
Miss  Mecum,  discussed  by  the  group  and  approved  and 
Miss  Mecum  instructed  to  furnish  Miss  Vick  a  copy.  Miss 
Henley  agreed  to  help  Miss  Vick  to  make  enough  copies 
for  one  to  be  sent  to  each  member — new,  old  or  honorary — 
a  copy  to  be  mailed  to  each  new  member  at  the  time  her 
application  is  approved  for  membership. 

It  was  moved  and  seconded  that  Mr.  George  P.  Harris, 
of  the  Duke  Endowment,  be  asked  to  become  an  active 
member  of  the  Association.  Messrs.  Graham  L.  Davis  and 
Douglas  Kincaid  were  elected  honorary  members  along  with 
Mr.  Winston,  Rex  Hospital,  Raleigh,  president  of  the 
North  Carolina  Hospital  Association. 

At  Miss  Hurst's  suggestion  the  State  was  districted  and- 
a  chairman  appointed  in  each  of  the  several  districts  to 
stimulate  interest  in  the  District  organization,  the  State 
Association  and  the  National  Association. 

The  names  of  the  chairmen  of  the  districts  follow: 

District  No.  I— Miss  Thelma  Chappell,  Goldsboro  Hos- 
pital, Goldsboro. 

District  No.  II — Miss  Patsy  Smith,  Highsmith  Hospital, 
Fayetteville. 

District  No.  Ill— Mrs.  Zonabel  Ogle,  Rex  Hospital,  Ral- 
eigh. 

District  No.  IV — Miss  Cora  Mecum,  City  Memorial  Hos- 
pital, Winston-Salem. 

District  No.  V— Miss  E.  J.  Minard,  St.  Peter's  Hospital, 
Charlotte. 

District  No.  VI — Miss  Dorothy  Moss,  Rutherford  Hos- 
pital, Rutherfordton. 

It  was  decided  which  counties  should  comprise  the  several 
districts. 

A  prize  is  to  be  given  to  the  district  making  the  most 
progress. 

The  question  of  councillors  was  brought  up  by  Miss 
Hurst  and  after  discussion  of  the  question,  it  was  decided 
that  for  the  present  we  would  only  have  the  erecutive  com- 
mittee, the  councillors  to  be  added  when  necessary. 

Miss  Minard  was  appointed  by  the  president  as  chairman 
of  a  publication  committee  to  see  that  an  account  of  this 
organization  is  sent  to  various  Southern  journals. 

Mrs.  Ogle,  chairman  of  the  membership  committee,  was 
instructed  by  the  president  to  furnish  the  secretary  a  list 
of  all  members  of  the  Association  and  to  forward  each  ap- 
plication to  Miss  Vick  after  its  approval  by  the  Member- 
ship Committee.  The  Constitution  and  By-Laws  are  to  be 
sent  to  no  applicant  until  her  application  has  been  accepted 
and  her  fees  received. 

All  applications  are  to  be  given  to  the  secretary  for  filing. 
(Signed)     EMMA  J.  MINARD. 
Chr.  Pub.  Com. 


A  call  meeting  of  the  North   Carolina  Record  Libra- 
rians' AssocLvnox  was  held  at  the  Hotel  Charlotte,  Char- 


The  annual  meeting  of  the  Georgia  Pediatric  Society 
will  be  held  in  Atlanta  on  Thursday,  December  9th.  Among 
the  guest  speakers  will  be  Dr.  Ralph  S.  Muckenfuss,  Direc- 
tor, Dept.  of  Health.  Bureau  of  Laboratories,  New  York 
City;   Dr.  Priscilla  White,  Attending  Physician,  Deaconess 
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Hospital,  Boston;  and  Dr.  Jos.  Brennemann,  Professor  of 
Pediatrics.  University  of  Chicago,  and  Chief-of-Staff,  Chil- 
dren's Memorial  Hospital,  Chicago. 


MISSISSIPPI  VALLEY  MEDICAL  SOCIETY  AWARD 
The  Mississippi  Valley  Medical  Society  offers  a  cash  prize 
oi  5-100.00.  a  gold  medal  and  a  certificate  of  award  for  the 
best  unpublished  essay  on  a  subject  of  interest  and  practical 
value  to  the  general  practitioner  of  medicine.  Entrants 
must  be  ethical  licensed  physicians,  residents  of  the  United 
States  and  graduates  of  approved  medical  schools.  The 
winner  will  be  invited  to  present  his  contribution  before 
the  next  annual  meeting  of  the  Mississippi  Valley  Medical 
Society  (September  28th,  20th,  30th,  1938),  the  society 
reserving  the  exclusive  right  to  first  publish  the  essay  in  its 
official  publication — the  Radiologic  Review  and  Mississippi 
Valley  Medical  Journal.  All  contributions  shall  not  exceed 
5,000  words,  be  typewritten  in  English  in  manuscript  form, 
submitted  in  five  copies,  and  must  be  received  not  later 
than  Mav  15th,  1938.  Further  details  mav  secured  from 
HAROLD  SWAN  BERG,  M.D.,  Secretary, 
209-224  W.  C.  U.  Building,  Quincy,  111. 


On  the  program  of  the  American  Prison  Association, 
which  held  its  convention  in  Philadelphia  this  week,  were 
Russell  B.  DeVine,  Commissioner  of  Jail  Accounts,  Rich- 
mond, Dr.  Roy  K.  Flannagan,  Medical  Adviser  of  the  De- 
partment of  Public  Welfare,  Richmond,  and  G.  M.  Gilke- 
son,  Staunton,  president  of  the  Virginia  Sheriffs'  Association. 

Mr.  DeVine  spoke  on  A  Review  of  State  Efforts  to 
Change  the  Jail  System,  Mr.  Gilkeson  on  A  County  Sher- 
iff's Views  on  the  Present  Jail  Situation,  and  Dr.  Flannagan 
delivered  the  report  of  the  jail  committee.  Judge  W.  Fran- 
cis Binford,  of  Prince  George  County,  addressed  the  dele- 
gates en  Installment  Collection  of  Fines  by  the  County 
Court. 


Dr.  R.  T.  Hamrick.  Hickory,  was  elevated  from  vice 
president  to  the  presidency  of  the  Ninth  District  Medical 
Society  at  its  annual  convention  at  Hickory',  Sept.  30th. 
Dr.  Ray  Sharpe,  Lexington,  was  elected  vice  president, 
Dr.  J.  D.  Redwine.  Lexington,  secretary-treasurer,  and 
Dr.  James  Kirksey,  Morganton,  assistant  secretary-treas- 
urer. More  than  100  members  attended  the  meeting.  Dr. 
William  C.  Lowe,  of  Baltimore,  the  speaker  at  the  ban- 
quet, discussed  Coronary  Artery  Disease.  Dr.  W.  M. 
Jchnson,  Winston-Salem,  president  of  the  State  Medical 
Society,  delivered  the  principal  address  at  the  afternoon 
meeting.  Dr.  E.  H.  E.  Taylor,  Morganton,  responded  to 
welcoming  remarks  by  the  Mayor,  and  papers  were  pre- 
sented by  Dr.  F.  M.  Dula,  Lenoir,  John  Elliott  and  Dr. 
F.  B.  Marsh,  Salisbury,  Dr.  Earl  Craven,  Lexington,  and 
Dr.  W.  M.  Long.  Mocksville. 


Mecklenburg  County  Medical  Society,  Sept.  21st,  8 
p.  m..  Medical  Library. 

Dry  Clinic  (3  Urological  Cases),  Dr.  Hamilton  W.  Mc- 
Kay; Voluntary  Case  Reports;  The  Eugenic  Significance  of 
Retinitis  Pigmentosa,  Dr.  William  Allan.  Dr.  R.  F.  Lein- 
bach  opened  discussion  of  Extension  Post-Graduate  Medical 
Course  under  auspices  of  University  of  North  Carolina. 


The  Wilber  Co.,  Inc.,  announces  the  formation  of 
Wilber  &  Miskimon,  Inc.,  a  new  company  whose  activity 
will  be  concentrated  upon  "extensive  cultivation  and  pro- 
duction of  the  patent  and  uniform  strain  of  digitalis  which, 
for  over  25  years,  has  been  carefully  cultivated  in  the  same 
locality,  in  the  same  soil,  and  under  the  same  climatic  con- 
ditions. Actively  associated  with  this  new  company  as  its 
vice  president  will  be  R.  Roy  Miskimon,  Phar.D.,  for  over 
twelve  years  manager  of  the  Pharmaceutical  Division,  and 
a  director,  of  the  Ciba  Company,  Inc." 


An  oil  portrait  of  Dr.  T.  C.  Johnson,  Surgeon-in-Charge 
of  Thompson  Memorial  Hospital,  was  presented  to  the 
Johnson  House  new  home  for  nurses  at  the  hospital  at  a 
public  program  held  at  the  nurses'  home  Sept.  13th.  The 
Hospital  Auxiliary  was  in  charge  of  the  program.  The  por- 
trait, given  by  friends  of  Dr.  Johnson,  and  painted  by  Miss 
Irene  Price  of  Wilmington,  is  a  handsome  testimonial  of  the 
esteem  in  which  Dr.  Johnson  is  held. 


Dr.  William  Pitts,  a  member  of  the  medical  staff  of 
the  Long  Island  Colege  Hospital,  Brooklyn,  has  recently 
spent  his  vacation  at  his  home  at  Glen  Alpine,  North  Caro- 
lina. 


Dr.  E.  M.  Hedgpeth,  Chapel  Hill,  has  recovered  his  car. 
The  doctor  says  the  car  runs  fine,  that  mechanics  say  they 
can't  find  a  thing  wrong  with  it  and  the  thief  was  generous 
enough  to  install  a  good  radio. 


Dr.  Rosser  Lane,  Wilson,  was  injured  October  8th,  at 
the  Wilson  County  Fair  when  he  was  thrown  from  a  horse 
hf  was  riding  in  the  annual  horse  show.  Unconscious  when 
he  was  picked  up  he  quickly  regained  his  faculties. 

Dr.  T.  Allen  Kirk,  Roanoke  physician  and  rose  breeder, 
has  been  named  to  the  presidency  of  the  American  Rose 
Society. 


Dr.  Wright  Clarkson,  Petersburg,  Va.,  has  been  on  a 
recent  clinical  tour  embracing  Washington,  Rochester  and 
Chicago. 


Dr.  J.  S.  Norman,  Hickory,  has  purchased  the  equip- 
ment of  the  office  of  the  late  Dr.  J.  S.  Hood,  Gastonia, 
and  is  removing  to  Gastonia  for  practice  in  diseases  of  the 
eye,  ear,  nose  and  throat. 


A  nal-Sed 

Analgesic,    Sedative    and    Antipyretic 

Aff.  rds  relief  in  migraine,  headache,  sciatica  and 
neura'gia.  Rheumatic  symptoms  are  frequently  re 
lieved  by  a  few  doses. 

Description 
Contains   3'/2    grains    of    Amidopyrine,    l/2    grain    of 
Caffeine   Hydrobromide  and    15   grains   of  Potassium 
Bromide  to  the  teaspoonful. 

Dosage 
The  usual  dose  ranges  from  one  to  two  teaspoonfuls 
in  a  little  water. 

How  Supplied 
In  pints  and  gallons  to  physicians  and  dniL1   i  i 


Burwell  &  Dunn  Company 


Manufacturing 
Established 


Pharmacists 
in    1887 


CHARLOTTE,  N.  C. 


iple   sent  to  any   physician   in   the   U.    S.   on 
request. 


528 


SOUTHERN  MEDICINE  AND  SURGERY 


Dr.  Ralph  Manning  Crowley  announces  the  opening  of 
offices  for  the  practice  of  Psychiatry  and  Psychoanalysis  at 
1801  Eye  Street,  N.W.,  Washington,  D  .C.  Dr.  Crowley 
is  associated  with  Chestnut  Lodge  Sanitarium,  Rockville, 
Maryland. 


Our  Medical  Schools 


Dr.  Paul  H.  Ringer,  of  Asheville,  has  been  chosen  presi- 
dent of  the  Southern  Tuberculosis  Conference. 


Dr.  C.  C.  Coleman,  Richmond,  is  the  new  president  of 
the  Norfolk  and  Western  Railway  Surgeons,  elected  at  a 
two-day  convention  in  New  York  ten  days  ago.  Other 
officers  include  Dr.  M.  T.  Biking,  Winston-Salem,  second 
vice  president,  and  Dr.  T.  V.  Armistead,  Roanoke,  secre- 
tary-treasurer. Dr.  W.  R.  Whitman,  of  Roanoke,  chief 
surgeon,  was  presented  with  a  silver  service  by  his  col- 
leagues. 


Dr.  F.  M.  Hodges,  Richmond,  speaks  before  the  Inter- 
national Medical  Assembly  of  the  Interstate  Postgraduate 
Medical  Association  of  North  America  on  October  18th,  his 
subject:   The  Roentgen  Treatment  of  Infections. 


Dr.  Benjamin  W.  Rawles,  jr.,  announces  the  opening 
of  offices  in  Medical  Arts  Building,  Richmond.  Practice 
limited  to  General  Surgery. 


Dr.  E.  W.  Buckingham,  Newport  News,  Va.,  has  been 
appointed  public  health  surgeon  there  to  succeed  the  late 
Dr.  Samuel  Downing.  Dr.  Buckingham  was  formerly  as- 
sistant to  Dr.  Downing. 


Pure 
refreshment 


Duie 


The  Medical  School  and  Hospital  announce  a  Post  Grad- 
uate Symposium  on  Gynecology,  Obstetrics  and  Pediatrics, 
to  be  given  November  11th,  12th  and  13th.  All  physicians 
in  North  Carolina  and  the  surrounding  States  are  cordially 
invited  to  attend.  The  following  speakers  have  consented 
to  participate  in  the  Symposium:  Dr.  C.  A.  Aldrich,  Asso- 
ciate Professor  of  Pediatrics,  Northwestern  University  Med- 
ical School;  Dr.  Horton  Casparis,  Professor  of  Pediatrics, 
Vanderbilt  Medical  School;  Dr.  Willard  Richardson  Cooke, 
Professor  of  Obstetrics  and  Gynecology,  University  of  Texas 
Medical  School;  Dr.  Julius  Hess,  Professor  of  Pediatrics, 
University  of  Illinois  Medical  School;  Dr.  Howard  Francis 
Kane,  Professor  of  Obstetrics  and  Gynecology,  George 
Washington  University  Medical  School;  Dr.  Foster  Stan- 
dish  Kellogg,  Harvard  Medical  School;  Dr.  George  W. 
Kosmak,  Editor,  American  Journal  of  Obstetrics  and  Gyne- 
cology; Dr.  Esther  L.  Richards,  Associate  Professor  of 
Psychiatry,  Johns  Hopkins  Medical  School;  and  Dr. 
Charles  Hendee  Smith,  Professor  of  Pediatrics,  New  York 
University  Medical  school.  Acceptance  of  several  others 
are  pending.  , 


Medical  College  of  Virginia 


Dr.  Lewis  E.  Jarrett,  Superintendent  of  the  Hospital 
Division,  has  been  elected  third  Vice-President  of  the 
American   Hospital   Association. 

Miss  Mary'  Alice  Riley,  Director  of  the  Social  Service 
Department,  attended  the  Social  Service  Section  of  the 
American  Hospital  Association  in  Atlantic  City  in  Sep- 
tember, giving  a  paper  on  Social  Admitting. 

The  100th  session  of  the  college  opened  on  September 
17th  with  convocation  at  noon  on  September  20th  and 
classes  starting  at  nine  a.  m.  September  21st.  While  com- 
p'.ete  enrollment  figures  are  not  yet  available  the  enroll- 
ment is  expected  to  reach  700  for  the  four  schools  of  the 
institution. 

Miss  Lulu  Wolf,  Associate  Professor  of  Nursing,  recent'y 
returned  from  a  year's  study  abroad. 

The  corner-stone  of  the  new  dormitory  building  rns 
been  laid  and  work  on  this  important  building  is  goin^ 
steadily  forward.  Occupancy  is  expected  in  the  spring  of 
next  year. 

Dr.  Rolland  J.  Main.  Associate  Professor  of  Physiology 
and  Acting  Head  of  the  Department,  recently  attended  the 
Zitex  Conference  on  the  Assay  of  Vitamin  D  and  led  th: 
discussion  on  Variability  in  Bone  Pictures. 

Dr.  W.  T.  Sanger,  President,  is  making  an  extended  trip 
through  the  West  visiting  the  Mayo  Clinic  and  leading 
medical   schools   in   Chicago. 

The  Ex-Internes  Association  of  the  College  has  presented 
a  portrait  of  the  late  Dr.  Manfred  Call  to  the  institution. 
Appropriate  unveiling  exercises  will  be  held  some  time  in 
the  present  session. 


Wake  Forest 


President  Thurman  D.  Kitchin  made  the  principi! 
address  at  a  meeting  of  the  Robeson  County  Alumni  Sep- 
tember 10th. 


Professor  L.  L.  Chastain  has  been  added  to  the  faculty 
of   the   Wake   Forest   College   School   of   Medical   Sciences. 
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Mr.  Chastain  comes  to  Wake  Forest  from  Vanderbilt  Uni- 
versity School  of  Medicine  where  he  has  been  carrying  on 
research  work  in  Physiology. 


Dr.  Dan  M.  Sanders,  Chilhowie.  Virginia,  died  on  Se~>- 
t.mbcr  12th  at  the  age  of  66. 


Dr.  Robert  P.  Morehead,  who  was  absent  for  a  year  du  • 
to  illness,  has  returned  to  assume  his  duties  in  the  Medical 
School. 


The  School  of  Medical  Sciences  is  prepared  to  extend  the 
privileges  of  its  library  to  physicians  in  the  State  of  North 
Carolina.  Provided  the  material  is  not  in  actual  use  by  the 
members  of  the  faculty  and  the  students,  we  shall  be  glad 
to  lend  for  a  period  of  two  weeks  any  books  or  journals 
that  we  have  at  the  cost  of  wrapping  and  mailing  only 
Also,  the  librarian  will  be  glad  to  make  a  selection  of  mate- 
rial on  any  subject  possible,  but  regrets  that  she  does  not 
have  time  to  prepare  extensive  bibliographies.  We  hope 
that  the  doctors  will  avail  themselves  of  this  service. 


MARRIED 


Dr.  Thomas  Atkinson  Morgan,  of  Franklin,  and  Miss 
Margaret  Virginia  Ellis,  of  Ashland,  Virginia,  were  married 
en  September  4th. 


Dr.  Allen  Leet  Byrd,  Leaksville,  North  Carolina,  and 
Miss  Henrietta  Pauline  Barnes,  of  Raleigh,  were  married  on 
October  2nd. 


DEATHS 


Dr.   Edwin    M.    Easley,    Bacon's    Castle,   Virginia,    was 
killed  in  an  automobile  accident  on  September  15th. 


Dr.  Nathan  Winslow,  40,  Professor  of  Clinical  Surgery  in 
the  University  of  Maryland  School  of  Medicine,  died  Oct. 
8th,  in  St.  Luke's  Hospital,  Richmond,  of  the  injuries  he 
received  in  an  automobile  accident  on  the  4th,  when  he  was 
returning  to  his  Baltimore  class  work  from  North  Carolina, 
where  he  had  gone  to  treat  a  patient. 

Death  was  from  the  effects  of  a  fractured  skull  and  lac- 
erations he  suffered  when  his  automobile  left  the  highway 
and  overturned  on  the  overpass  10  miles  north  of  Ashland. 
He  had  swerved  his  car  to  the  edge  of  the  road  apparently 
to  miss  sideswiping  a  parked  truck.  He  was  found  by- 
passing motorist  and  brought  to  the  hospital. 


Dr.  William  Preston  Holt,  jr.,  36,  Erwin,  died  in  Good 
Hope  Hospital  at  Erwin  October  7th,  as  the  result  of  a  fall 
while  visiting  on  his  farm  shortly  before  his  death. 


Dr.  John  Victor  Hunter,  Asheboro,  died  at  his  home 
October  7th,  following  a  stroke  of  paralysis  which  he  suf- 
fered a  few  davs  before. 


Dr.  J.  H.  Hiden,  71,  one  of  the  leading  physicians  of 
Accomac  County,  Va.,  died  September  10th,  after  an  i  lness 
of  two  weeks  in  Pungoteague,  where  he  had  made  his  home 
for  40  years.  He  was  born  in  Fluvanna  County,  educated 
at  Furman  University,  the  University  of  Kentucky,  the 
Southern  Baptist  Theological  Seminary  at  Louisville  and 
the  Medical  College  of  Virginia,  graduating  in  medicine  in 
1807.  Prior  to  that  time  he  had  been  ordained  a  Baptist 
minister  and  preached  for  three  years.  Dr.  Hiden  was  a 
member  of  the  American  Medical  Association,  the  Tri- 
State  Medical  Society  and  the  State  and  local  society.  Dr. 
Robert  B.  Hiden  of  Stockbridge,  Mass.,  and  Dr.  J.  C 
Hiden  of  Princeton,  N.  J.,  sons,  are  among  the  survivors. 


Dr.  David  B.  Phillips,  two  years  retired  becauee  "i  ill 
health,  who  died  at  Phoenix,  Arizona,  Sept.  22nd,  was  buriei 
Sept.   27th,  in   Rowan  County  near  where  he  was  born. 


Dr.  Leincester  Duffy,  New  Bern,  died  at  his  home  Septem- 
I  er  29th  after  a  prolonged  illness.  Dr.  Duffy  was  grad- 
uated from  P.  &  S.,  Baltimore,  in  1880,  and  was  70  years  of 
age.     A  surviver  is  Dr.  Charles  Duffy  of  New  Bern. 


Dr.  Chirbs  Wiley  Tucker,  61  (Med.  Col.  Va.,  1004), 
Drakes  Branch.  Va..  died  at  Southside  Community  Hos- 
pital September  Kith.  He  was  chairman  of  the  board  of 
supervisors  of  Charlotte  County,  a  member  of  the  staff  of 
the  Southside  Hospital,  Farmville,  and  secretary  of  the 
Charlotte  County  Board  of  Health. 


BOOKS 


THE  STORY  OF  MOTHERHOOD,  by  Roy  P.  Finney, 
M.D.,  Illustrated.  Liveright  Publishing  Companv,  New- 
York. 

The  author  traces  the  journey  from  the  pile  of 
leaves  to  the  hospital  bed,  from  incantations  to 
ether  and  chloroform,  from  necessity  to  be  fruitful 
and  multiply  to  necessity  for  limiting  this  fruitful- 
ness. 

Arresting  and  revealing  chapter  heads  are:  The 
Beginning  of  Human  Birth,  The  Church  Enters  the 
Lying-in  Chamber,  The  Shadow  of  Medievalism 
falls  upon  Motherhood,  Chambellan  and  Pare,  Anne 
Hutchinson,  The  Plague  of  Puerperal  Fever,  Vol- 
untary Motherhood,  The  Problem  of  Illegal  Abor- 
tion, Childnessness. 

Looking  at  the  outside  of  the  book  engendered 
the  thought:  Why  has  he  written  so  much?  Looking 
inside  it  for  hours  supplied  the  answer  and  inspired 
a  wish  that  he  had  written  more. 

The  scope  is  broad,  the  sequence  logical,  the 
treatment  excellent.  The  author  has  much  to  say, 
and  he  says  it  all  well.  Monosyllables  and  poly- 
syllables he  uses  with  equal  facility  and  felicity. 
Slang  is  used  extremely  rarely;  and  then  how  ef- 
fectively: That  one  and  only  whipping  was  "a 
lulu."     Try  to  improve  on  that  description. 

The  perfection  of  philosophy  is  reached  in  this: 
"The  unkindest  fate  that  can  befall  a  woman  k 
never  to  have  a  baby:  next  to  it  is  to  have  too  many 
babies." 

The  dealing  with  the  problem  of  abortion  is  su- 
perb. The  author  looks  with  compassionate  eyes  on 
the  young  woman  and  the  girl — especially  the  giri 
— who  has  loved  not  wisely  but  too  well,  and  wishej 
that  he  could  do  something  for  her.  It  is  to  be 
hoped  that  writings  such  as  his  will  do  something 
for  her — something  kindly  and  reasonable. 

His  opinions  on  the  rearing  of  children  are  as  fine 
and  sound  as  they  are  discarded  and  derided. 

Each  chapters  reveals  the  philosopher,  the  scien- 
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For  information  and  circulars  address 

THE  REGISTRAR,  427  South  Honore  St.,  Chicago,  Illinois 


tist,  the  rhetorician,  the  historian  and  the  humanist 
— all  in  one. 


A  TEXTBOOK  OF  MEDICINE,  by  American  Au- 
thors, Edited  by  Russell  L.  Cecil,  A.B.,  M.D.,  Sc.D., 
Professor  of  Clinical  Medicine,  Cornell  University  Medical 
College;  Associate  Attending  Physician,  New  York  Hos- 
pital, New  York  City.  Associate  Editor  for  Diseases  of  the 
Nervous  System:  Foster  Kennedy,  M.D.,  F.R.S.E.,  Pro- 
fessor of  Neurology,  Cornell  University  Medical  College; 
Director,  Department  of  Neurology,  Bellevue  Hospital,  New- 
York  City.  Fourth  Edition,  Revised  and  Entirely  Reset. 
1614  pages  with  42  illustrations.  Philadelphia  and  London: 
W.  B.  Saunders  Company,  1937.     Cloth,  $9.00  net. 

Six  of  the  contributors  to  the  third  edition  have 
been  lost  by  death  since  that  edition's  appearance 
and  a  good  many  have  been  replaced  because  of 
arrival  at  a  certain  retiring  age. 

New  topics  introduced  in  the  fourth  edition  are: 
Lymphogranuloma  Inguinale,  Several  New  Virus 
Infections,  Pneumonia  in  Childhood,  Staphylococ- 
cus Infections,  Meningococcal  Sepsis,  Spontaneous 
Hypoglycemia,  The  Nephroses,  Classification  of 
Diseases  of  the  Heart  and  Diseases  of  the  Peripheral 
Vessels. 

Among  the  120  contributors  to  this  work  are  a 
number  of  special  interest  to  doctors  in  our  section: 
to  name  a  few:  Alvarez,  of  the  Mayo  Clinic;  Bass, 
of  Tulane;  Lawrason  Brown,  of  Trudeau;  Thomas 
R.  Brown,  of  Hopkins;  Dochez,  of  Columbia;  Eg- 


gleston,  of  Cornell;  Hanes,  of  Duke;  Holt,  of  Hop- 
kins: Kennedy,  of  Cornell;  Dean  Lewis,  of  Hop- 
kins; Lcngcope,  of  Hopkins;  McLester,  of  Ala- 
bama; Means,  of  Harvard;  Miller,  of  Pennsylva- 
nia; Minot,  of  Harvard;  Paullin,  of  Emory;  Reh- 
fuss,  of  Jefferson;  Spies,  of  Cincinnati;  Sprunt.  of 
Hopkins:  Woodyat,  of  Chicago. 

An  illustration  of  the  authors'  being  governed  by 
consideration  of  things  as  they  are  rather  than  as 
they  would  like  them  to  be,  is  the  fact  that  the  sec- 
tic  n  on  treatment  of  tuberculosis  does  not  begin 
with  instruction  to  put  the  patient  in  a  sanitarium. 

This  edition  follows  its  predecessors  in  giving  an 
authoritative  presentation  of  present-day  internal 
medicine.  It  affords  an  astonishing  proof  of  how 
much  can  be  told  in  few  words  when  a  writer  is 
fully  informed  and  keeps  in  mind  the  objective  of 
confining  himself  to  dispensing  information  that 
can  be  used  in  every-day  practice  to  the  advantage 
of  the  patient. 


MATERIA  MEDICA,  PHARMACOLOGY,  THERA- 
PEUTICS AND  PRESCRIPTION  WRITING,  by  Walter 
Arthur  Bastedo,  Ph.M.,  M.  D.,Sc.D..  F.A.C.P.,  Consulting 
Physician,  St.  Luke's  Hospital,  New  York.  St.  Yincent's 
Hospital,  Staten  Island,  and  the  Staten  Island  Hospital; 
Member  Revision  Committee  U.  S.  Pharmacopoeia ;  Attend- 
ing Physician,  City  Hospital,  New  York;  Instructor  in 
Pharmacology,    Cornell   University;    Assistant    Clinical   Pro- 
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fessor  of  Medicine,  Columba  University.  Fourth  Edition, 
Reset.  778  pages  with  SI  illustrations.  W.  B.  Saunders 
Company,  Philadelphia  and  London.  1937.  Cloth,  $6.50 
net. 

From  Materia  Medica  and  Therapeutics  the  pen- 
dulum swung  to  Pharmacology;  now  it  is  back  at 
plumb — on  Materia  Medica,  Pharmacology  &  Ther- 
apeutics. Previous  editions  are  generally  known. 
Articles  newly  introduced  in  the  present  edition 
include:  acetylbetamethylcholine,  antihormones, 
atabrine,  coramine,  cyclopropane,  dilaudid,  dinitro- 
phenol,  diothane,  mandelic  acid,  the  marihuana 
habit,  novatropine,  prostigmine,  protamine  insulin, 
sulfanilamide  and  testes  hormones.  Many  of  the 
most  important  articles  of  former  editions  have  been 
entirely  rewritten. 

The  author  tells  us  that  there  are  certain  things 
which  we  need  not  learn,  and  then  proceeds  to  fill 
his  pages  with  needed  information. 

The  discussion  of  vitamins  will  clear  up  what  is 
for  many  readers  a  muddled  subject,  and  afford 
reliable  information  as  to  merits  and  demerits. 

Counterirritants,  magnesium  sulphate,  tannic 
acid,  cathartics  and  treatment  by  rectum  are  among 
the  popular  remedies  and  means  which  are  partic- 
ularly well  dealt  with.  Nitrites  are  regarded  as- 
kance. Oxygen  is  praised.  Bloodletting  is  given 
ample  treatment.  Strychnine  is  a  drug  of  much 
value  in  a  great  variety  of  conditions. 

Alcohol  has  its  uses,  chloral  hydrate  is  a  reliable 
hypnotic.  The  dangers  of  the  use  of  barbiturates 
are  not  minimized. 

Iron  retains  its  prominent  place,  and  needs  no 
more  help  from  copper  than  is  to  be  derived  from 
the  small  amounts  of  that  element  afforded  by  the 
food. 

The  hormones  are  given  the  place  to  which  their 
demonstrated  virtues  entitle  them. 

The  final  section  deals  with  the  neglected  subject, 
prescription  writing. 

This  is  just  the  book  needed  every  few  years  to 
sift  the  wheat  from  the  chaff  of  new  remedies  and 
revaluate  the  old  in  the  light  of  more  knowledge. 


SYNOPSIS  OF  GENITOURINARY  DISEASES,  by 
Austin  I.  Dodson,  M.D.,  F.A.C.S.,  Professor  of  Genito- 
urinary Surgery,  Medical  College  of  Virginia ;  Genitourinary 
Surgeon  to  the  Hospital  Division,  Medical  College  of  Vir- 
ginia; Genitourinary  Surgeon  to  Crippled  Children's  Hos- 
pital; Urologist  to  St.  Elizabeth's  Hospital;  Urologist  to 
St  Luke's  Hospital  and  McGuire  Clinic,  Richmond,  Va. 
Second  edition,  with  112  illustrations.  The  C.  V.  Mosby 
Company,  St.  Louis.     1937.    $3.00. 

In  the  first  paragraph  the  author  tells  us  that  he 
will  confine  the  discussion  to  procedures  wnicli 
should  be  understood  by  every  qualified  physician. 
The  plan  of  the  book  is  in  conformity  with  this 
idea.  Chapter  1  is  an  excellent,  concise  guide  to 
urologic  diagnosis.  The  second  chapter,  about  in- 
struments and  minor  procedures  in  this  field,  con- 


veys valuable  information  hard  to  find.  From  this 
fine  start  the  author  goes  on  to  give  us  an  extra- 
ordinarily useful  book  for  those  who  hav2  to  deal 
with  run-of-the-mine  practice. 


DAILY  LOG  FOR  PHYSICIANS,  by  Dr.  Colwell:  A 
Brief,  Simple,  Accurate  Financial  Record  for  the  Physician's 
Desk.     Colwell  Publishing  Company,  Champaign,  111.  $6.00. 

The  Daily  Log  for  1938  has  just  come  out,  in 
practically  the  same  form  as  for  the  present  year. 
Those  who  have  used  this  boon  to  busy  doctors 
prone  to  neglect  their  records;  and,  because  of  this 
neglect,  to  lose  hundreds  and  thousands  of  dollars 
yearly,  to  be  embarrassed  in  many  ways,  and  to 
sweat  blood  yearly  when  the  time  comes  to  make 
out  income  reports — these  know  the  usefulness  of 
the  Daily  Log.  Those  who  have  not  made  use  of  it 
would  do  well  to  begin  now. 


THE  BUSINESS  SIDE  OF  MEDICAL  PRACTICE,  bv 
Theodore  Wiprud,  Executive  Secretary  of  The  Medical 
Society  of  Milwaukee  County;  Lecturer  in  Medical  Eco- 
nomics at  the  Marquette  University  School  of  Medicine. 
177  pages  with  21  illustrations.  W.  B.  Saunders  Company, 
Philadelphia  and  London,  1937.     Cloth,  S2.50  net. 

The  author  assumes  that  few  doctors  know  any- 
thing about  how  to  collect  money  or  what  to  do 
with  it,  and  proceeds  to  tell  them.  He  shares  the 
general  opinion  that  all  through  medical  school  and 
interneship  the  now-practitioner  has  had  his  mind 
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fccused  on  science  to  the  exclusion  of  all  else.  The 
desirability  of  developing  writing  and  speaking 
abilities  is  cited,  and  the  doctor  is  encouraged  to 
make  his  influence  felt  in  civic  affairs.  Then  follow 
chapters  on  office  management,  financial  records, 
case  records  and  filing,  the  handling  of  patients' 
accounts,  doctors'  bills  and  the  law,  the  charity 
patient,  investments,  wills  and  estates,  the  doctor 
in  court,  preparation  of  a  manuscript,  public  speak- 
ing, relations  with  the  press,  the  doctor  and  public 
affairs,  and  en  conducting  a  meeting.  Advice  is 
offered  on  competition  among  physicians  and  on 
building  a  practice,  even. 

A  great  deal  of  valuable  information  and  re- 
minding is  contained  between  the  covers  and  th^ 
author  never  for  a  moment  feels  unsure  of  himself. 

Repair  of  Flexor  Tendons  of  the  Fingers 
(H.   vH.   Thatcher,   Portland,    in   Northwest    Med.,  Aug.) 

Good  results  in  the  lepair  of  flexor  tendons  of  the  fingers 
are  difficult  to  obtain. 

Two  per  cent,  novocain  injected  into  the  median,  ulnar 
and  radial  nerves  in  the  forearm  produces  satisfactory  an- 
essthesia.     A  general   anesthetic   is  preferred   when  possible. 

Good  surgery  of  the  hand  can  be  done  only  in  a  blood- 
less field  and  the  most  satisfactory  tourniquet  is  a  blood 
pressure  cuff  applied  above  the  elbow,  the  arm  elevated  to 
vertical  for  a  few  moments,  then  the  cuff  rapidly  inflated 
to  250.  This  tourniquet  may  be  safely  left  undisturbed  for 
an   hour  without  reaction,  but   it   should   not   be   reapplied. 

The  hand  and  arm  painted  with  l/2  strength  tincture  of 
iodine,  the  wound  is  cleaned  of  foreign  material  and  de- 
vitalized tissue  by  sharp  dissection.  Risk  cutting  normal 
tissue  rather  than  leave  material  which  might  serve  as  a 
source  of  infection. 

It  may  be  possible  to  join  the  ends  of  cut  nerves  or 
tendon  with  one  chromic  suture  in  each,  but  catgut  in  any 
quantity  should  be  avoided.  Silk  should  not  be  used  in 
primary  tendon  repair.  The  skin  should  be  closed  without 
drainage. 

The  arm  should  be  immobilized  by  some  form  of  splint 
and  elevated  to  improve  circulation  and  to  avoid  edema. 

FOR 
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Trauma  incident  to  daily  dressings  may  be  avoided  by 
leaving  the  wound  exposed  and  protected  by  a  wire  cage. 
If  no  infection  follows,  tendon  repair  may  be  performed  in 
10  days. 

At  least  4  months  should  ela.ise  following  infection  be'  ro 
reconstructive  tendon  surgery. 

While  waiting  for  the  proper  time  to  operate,  the  meta- 
carpophalangeal joints  must  be  flexed,  thumb  drawn  across 
the  palm,  joints  loosened  by  gradual  traction  rather  than 
by  manipulation  under  anesthesia. 

The  patient  should  enter  the  hospital  at  least  24  hours 
prior  to  operation.  The  hand  and  forearm  are  shaved  and 
scrubbed  with  soap  and  water  and  the  nails  are  cleaned 
carefully.  An  alcohol  dressing  applied  up  to  the  elbow  is 
repeated  the  following  day.  If  a  tendon  transplant  is  to 
be  made,  the  part  from  which  the  graft  is  to  be  takea 
should  be  prepared  at  the  same  time  in  the  same  way. 

In  the  surgery  the  hand  and  arm  are  elevated  and  an 
Esmarch  bandage  applied  from  the  fingers  to  the  elbow 
in  order  to  remove  all  possible  blood. 

With  the  arm  still  elevated,  a  b.  p.  cuff  is  applied  just 
above  the  elbow  and  inflated,  as  rapidly  as  possible,  to  a 
pressure  of  250.  Clamps  are  then  applied  to  the  tubing  in 
order  to  prevent  any  leakage.  The  Esmarch  bandage  and 
the  preliminary  dressing  are  removed.  The  operative  fie.d 
is  painted  with  full-strength  tincture  of  iodine.  If  any 
leaking  occurs  while  the  cuff  is  on,  it  should  be  deflated, 
the  arm  elevated  for  a  few  minutes  and  the  pressure  re- 
applied. 

During  the  first  hour  as  much  work  as  is  possible  should 
be  done  because  at  the  end  of  this  time  the  b.  p.  cuff  should 
be  removed.  After  removal  of  the  cuff,  sponges  held  firmly 
against  the  wound  for  a  few  minutes  will  control  bleeding. 
Vessels  may  be  ligated  with  double  or  triple-zero  catgut. 
Since  these  operations  are  tedious,  the  operator  should  be 
seated  while  at  work  and  may  find  it  convenient  to  rest  his 
elbows. 

With  but  few  exceptions,  incisions  should  be  made  on 
the  side  of  the  finger  at  the  joints  and  midway  between  the 
dorsal  and  volar  surfaces.  This  w  11  avoid  cutting  vessels 
F.nd  sensory  nerves.  This  incision  may  be  extended  across 
the  volar  surface  of  the  finger  in  the  flexor  crease. 

Palmar  incisions  should  ollow  anatomic  creis:;.  The 
incision  should  be  zigzagged.  This  will  lessen  the  possibility 
of  a  deforming  skin  contraction.  The  only  motor  branch 
of  the  median  nerve  in  the  hand  comes  off  at  the  base  of 
th^  thenar  eminence  and  supplies  the  thenar  muscles  which 
oppose  the  thumb  to  the  fingers.  An  incision  along  the 
crease  at  the  base  of  the  thenar  eminence  should  be  made 
with  caution  so  that  this  important  nerve  will  not  be  sev- 
ered. Incisions  at  the  wrist  are  best  made  transversely. 
(Concluded  in  issue  for  Nov.) 
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Spontaneous  Subarachnoid  Hemorrhage* 

P.  A.  Shelburne,  M.D.,  Greensboro,  North  Carolina 


SPONTANEOUS  subarachnoid  hemorrhage  is, 
as  the  name  implies,  the  extravasation  of  blood 
from  rupture  of  a  small  vessel  into  the  space 
between  the  arachnoid  and  the  pia  mater.  Frequent- 
ly unrecognized,  once  recognized  it  is  rarely  missed 
again.  Early  recognition  and  proper  treatment  save 
the  patient  from  suffering,  from  permanent  injury, 
even  from  loss  of  life.  Because  of  the  danger  in 
moving  the  patient  long  distances,  it  is  usually  im- 
perative that  any  physician  recognize  and  treat 
the  condition. 

There  is  general  agreement  that  a  defect  in  the 
vessel  wall  usually  leads  to  its  rupture.  Variations 
in  the  ramnifications  of  brain  arteries  around  the 
circle  of  Willis  are  described  by  many.  Vivid 
descriptions  of  abnormalities  of  the  circle  of  Willis 
found  at  autopsy  are  given  by  Bouman. 

Blood  is  found  in  the  subarachnoid  space  in  most 
serious  head  traumata.  This  type  of  case  is  not  in- 
cluded in  discussion  of  spontaneous  hemorrhage. 

Although  some  abnormality  of  the  vessel  wall  is 
usually  present,  certain  other  factors  precipitate  the 
acute  illness,  namely: 

1 .  Hemophilia 

2.  Pernicious  anemia 

3.  Cysts  in  the  walls  of  blood  vessels,  which 
rupture 

4.  Sunstroke 

5.  Syphilis 

6.  Generalized  arteriosclerosis,  with  or  without 
chronic  nephritis 

7.  Toxemia  of  pregnancy 

8.  Scurvy 

9.  Chronic  alcoholism,  with  its  attendant  vascu- 
lar degeneration. 

Important  findings  which  point  to  spontaneous 
subarachnoid  hemorrhage  are: 

I.  Symptoms:  sudden  onset;  severe  headache: 
stiff  painful  neck;  vertigo  and  vomiting;  un- 
equal or  dilated  pupils;  fever  after  48  hours; 
pulse  slow  and  irregular;  blood  pressure  rapid- 
ly increasing;  chronic  convulsive  seizure  of 
one  or  more  extremity;   sometimes  paralysis 


developing  several  days  after  onset  of  illness; 
and,  frequently,  sudden  death.  Coma  from 
which  the  patient  is  easily  aroused  to  recog- 
nize those  around  him  and  even  speak  norm- 
ally, almost  immediately  again  losing  consci- 
ousness, is  frequent. 

2.  Spinal  puncture  findings: 

a.  Increased  pressure 

b.  No  tinging  of  the  spinal  fluid  on  standing 

c.  The  presence  of  blood  evenly  mixed  as 
drawn  into  three  tubes  in  which  no  coagu- 
lum  forms  on  standing 

d.  Xanthrochromia  from  disintegration  of 
red  blood  cells,  occurring  typically  three 
or  four  days  after  onset 

e.  Presence  of  white  cells  in  about  the  same 
proportion  as  is  found  in  the  blood  stream. 

3.  History  of  previous  attack. 

Differential  diagnosis:  In  a  patient  with  these 
symptoms,  after  a  history  of  severe  trauma  has  been 
excluded,  one  is  justified  in  making  a  spinal  punc- 
ture, and  the  finding  of  blood  in  the  fluid,  evenly 
mixed  in  three  tubes,  is  diagnostic  of  spontaneous 
subarachnoid  hemorrhage. 

Case  Histories 
Case  1 — A  colored  man,  aged  29,  while  backing  truck, 
suddenly  turned  head  and  was  seized  by  violent  headache, 
dizziness,  blurred  vision,  nausea  and  vomiting,  stiffness  of 
muscles  of  neck  and  inability  to  walk.  The  patient  was 
driven  in  by  another  driver,  placed  in  hospital,  where 
symptoms  became  more  marked.  Pain  was  controlled  with 
sodium  amytal  and  sodium  luminal.  Spinal  puncture  was 
done  24  hours  following  onset  because  of  increasing  cere- 
bral symptoms.  Fluid  showed  pressure  of  400  mm.,  by  air 
manometer,  and  evenly  distributed  blood;  removal  of  30 
c.c.  of  the  fluid  reducing  pressure  to  near  the  normal  limit 
of  120  mm.  Spinal  puncture  was  done  at  intervals  only 
when  cerebral  symptoms  made  it  necessary — about  every 
other  day  for  a  week.  Following  this  the  patient  improved; 
and  against  advice  was  out  of  bed  27  days  following  onset. 
On  the  29th  day,  the  patient,  while  lying  quietly  in  bed, 
had  a  second  hemorrhage.  Spinal  fluid  showed  return  of 
blood.  Apparently  rapid  improvement  followed  a  single 
puncture;  but  on  the  31st  day  following  onset  of  illness, 
against  our  advice,  the  patient  attempted  to  raise  the  head 
o)  his  bed,  and  in  making  this  effort  a  third  hemorrhage 
resulted  in  sudden  death,  preceded  by  a  convulsive  seizure. 
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The  important  findings  in  physical  examination  of  this 
patient  consisted  of  extensive  varicose  veins  of  both  lower 
extremities,  b.  p.  from  120,  90  to  170/110  (increase  noted 
when  cerebral  symptoms  were  greatest),  p.  from  60  to  90, 
being  in  the  neighborhood  of  60  when  cerebral  symptoms 
were  most  marked,  t.  from  96  at  onset  to  its  highest  point 
of  100  two  days  following,  tortuous  blood  vessels  in  the 
eye  grounds  but  no  hemorrhage  to  be  seen  in  the  retina. 

Blood  and  spinal  Wassermann  examinations  were  nega- 
tive, n-p.  n.  42  mgm.  per  100  c.c;  bleeding  time  four  min- 
utes, clotting  time  nine  minutes;  urine  showed  one-plus 
albumin. 

X-ray  examination  of  head  (Dr.  Shohan)  showed  a 
larger  sella  than  is  normal — 15  mm.  in  a. -p.  dimension. 

Interest  in  this  case  centers  on  the  possibility  of  its  being 
of  accidental  origin.  The  question  has  not  been  decided  to 
date,  although  it  has  been  in  court  several  times.  It  seems 
extremely  likely  that  there  were  some  abnormal  vessels  near 
the  subarachnoid  space,  as  the  patient  had  very  extensive 
varicosities  of  both  lower  extremities. 

Case  2. — A  married  white  woman,  aged  42,  had  sudden 
severe  headache,  vomiting,  slow  pulse,  rising  b.  p.,  blurred 
vision,  followed  by  unconsciousness,  convulsive  seizures  and 
generalized  muscle  twitching.  Patient  was  immediately 
brought  to  the  hospital  and  spinal  drainage  done.  Spinal 
puncture  showed  marked  increase  of  spinal  pressure  and 
blood  evenly  distributed.  Fluid  was  withdrawn  until  pres- 
sure reached  normal  limit,  and  patient  showed  improve- 
ment. Three  hours  later  another  puncture  was  necessary, 
with  the  same  findings  and  result.  The  patient's  t.  be^an 
to  rise,  reaching  106,  and  death  followed  AlA  hours  after 
onset. 

No  laboratory  examinations  were  made,  but  a  history  of 
a  long-standing  syphilitic  condition  with  no  treatment  was 
obtained.  Unquestionably  syphilis  was  a  factor  in  produc- 
ing rupture  of  the  blood  vessel  which  caused  death  of  this 
patient. 

Case  3. — Married  white  woman,  aged  29,  while  combing 
her  hair,  on  jerking  her  head  back  suddenly  to  throw  her 
hair  over  her  shoulders,  was  seized  with  a  sudden  violent 
headache,  this  soon  followed  by  stiffness  of  neck  muscles, 
vomiting,  dizziness,  slightly  blurred  vision.  Two  days  later 
the  patient  was  sent  to  the  hospital  where  spinal  puncture 
disclosed  increased  pressure  and  evenly  distributed  blood  in 
the  fluid.  Relief  from  headache  was  almost  immediate. 
Second  puncture,  made  three  days  later,  showed  a  marked 
clearing  of  the  blood,  with  the  presence  of  xanthrochromia. 
Immediate  relief  from  headache  followed.  Patient  remained 
free  of  cerebral  symptoms,  and  after  remaining  in  the  hos- 
pital six  weeks  was  allowed  to  return  home,  and  has  appar- 
ently had  no  recurrence  in  the  seven  intervening  years. 
Urinalysis,  blood  counts,  spinal  and  blood  Wassermann  tests 
were  negative.  X-ray  examination  of  skull  revealed  nothing 
of  value.  Dr.  Shahane  Taylor  reported  the  eye  grounds 
normal. 

The  only  positive  finding  in  this  case  was  a  very  slight 
hypertension  for  several  preceding  years.  Pressure  had  been 
as  high  as  160  80,  but  was  130  SO  during  this  illness.  Fre- 
quent examinations  of  this  patient  for  the  past  seven  years 
have  shown  her  to  be  in  good  physical  condition,  with  the 
exception  of  the  slight  hypertension  which  never  goes  over 
160/80. 

Case  4. — A  colored  woman,  aged  19,  seen  in  consultation. 
While  bending  over  scrubbing  a  floor,  the  patient  was  seized 
with  a  violent  headache,  dizziness  and  vomiting.  Removed 
to  the  hospital  two  days  after  onset,  spinal  puncture  showed 
increased  pressure  and  blood.  Immediate  relief  followed 
the  puncture.    No  additional  puncture  was  necessary. 

Blood  and  spinal  Wassermann  tests,  urinalyses  and  blood 
counts  were  normal.  Clotting  time  six  minutes.  Plate'et 
count  normal.    Tourniquet  test  negative.    This  patient  has 


not  been  followed,  but  apparently  made  an  uneventful  re- 
cc.very  following  a  three-weeks  stay  in  bed. 

Case  5. — A  married  white  woman,  aged  43,  seen  in  con- 
sultation. While  sneezing,  was  seized  with  violent  headache, 
vomiting,  blurring  vision,  dizziness  and  stupor.  No  paraly- 
sis was  present  at  onset,  but  four  days  later  a  right  hemi- 
plegia developed.  Stupor  continued,  and  on  the  tenth  day 
of  illness  a  spinal  puncture  was  made.  Increased  pressure 
was  present,  as  was  xanthrochromia.  Following  the  punc- 
ture, stupor  and  cerebral  symptoms  cleared  up,  with  excep- 
tion of  paralysis,  which  improved  to  some  extent,  but  never 
cleared  entirely.  This  we  feel  might  have  been  prevented 
had  a  spinal  puncture  been  done  earlier.  Patient  has  died 
since   of  peritonitis. 

Case  6. — White  man,  aged  40,  while  bending  over  with 
the  head  very  low.  was  seized  with  a  severe  headache, 
which  persisted  and  was  not  relieved  by  the  usual  methods. 
Nausea  and  vomiting,  stiffness  of  the  neck  muscles,  p.  oi 
60.  b.  p.  of  125  SO  indicated  an  immediate  spinal  puncture, 
which  showed  presence  of  fresh  blood  and  increased  pres- 
sure. Partial  relief  from  the  symptoms  followed.  Five 
additional  punctures  were  necessary.  Patient  made  a  satis- 
factory recovery  after  two  weeks  in  the  hospital  and  two 
additional  weeks  in  bed  at  home. 

Laboratory  tests,  including  blood  counts,  spinal  and 
blood  Wassermann  tests,  and  urine  were  all  negative.  Eye 
grounds  were  normal. 

This  patient  gives  a  history  of  chronic  alcoholism  over  a 
long  period  of  time,  which  may  have  been  a  factor. 

Ten  weeks  after  first  hemorrhage,  in  a  fit  of  anger,  pa- 
tient had  a  second  subarachnoid  hemorrhage.  He  is  at  the 
present  time  (Sept.  25th,  1937)  confined  to  the  hospital, 
but  is  recovering  after  repeated  spinal  punctures. 

Case  7. — White  man,  aged  38.  while  driving  home  in  car, 
fell  sudden  frontal  and  occipital  headache.  Stupor,  fol- 
lowed by  unconsciousness  indicated  spinal  puncture  follow- 
ing admission  to  the  hospital.  Six  additional  punctures  were 
necessary,  and  in  each  instance  brought  relief  to  a  large 
extent  from  the  cerebral  symptoms. 

Laboratory  tests,  including  spinal  and  blood  Wassermann 
tests,  were  negative.  Eye  grounds  showed  tortuous  vessels 
and  moderate  engorgement.  No  hemorrhage  was  noted. 
Blood  p.  varied  from  110  to  120,  p.  rate  from  60  to  88,  t. 
went  as  high  as  102  on  second  day  of  illness.  Following 
three-weeks  stay  in  the  hospital,  this  patient  made  an  un- 
eventful recovery. 

Case  S. — White  widow,  aged  29,  was  found  on  the  floor 
unconscious,  but  soon  regained  consciousness.  She  remem- 
bered fainting  while  sitting  in  a  chair.  Severe  headache, 
nausea  and  vomiting,  dizziness,  and  blurred  vision  were 
present.  Sent  to  hospital  by  ambulance,  continued  symp- 
toms indicated  spinal  puncture  which  showed  a  pressure  of 
400  mm.,  and  90  c.c.  of  bloody  fluid  was  withdrawn  before 
the  pressure  came  down  to  120  mm.  At  intervals  the  pa- 
tient was  nauseated,  vomited  and  lost  consciousness,  and  it 
was  necessary  to  catheterize  her  for  two  weeks.  Six  spinal 
punctures  were  made  as  indicated,  each  time  showing  blood, 
the  last  only  a  slight  tinge. 

Pulse  rate  ranged  from  60  to  90;  and  b.  p.  from  100/80 
to  150  SO.  Eye  grounds  were  negative.  Spinal  and  blood 
Wassermann  tests,  blood  counts  and  urinalyses  were  nega- 
tive. Tourniquet  test  was  negative.  The  patient  seemed 
disoriented,  and  had  many  mental  symptoms  over  a  long 
period.  She  was  in  hospital  with  special  nurses  for  a 
month,  and  then  was  in  bed  and  under  close  medical  obser- 
vation for  three  months.  Not  until  the  past  few  weeks  has 
she  had  entirely  normal  mental  reactions. 

Case  9. — A  white  widow,  aged  67,  in  June.  1934,  while 
lying  quietly  in  bed.  was  seized  with  violent  headache, 
which  was  immediately  followed  by  vomiting;  and  after  24 
hours    unconsciousness    and    a    convulsive    seizure   involving 
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the  right  side  of  the  body  developed.  Spinal  puncture 
showed  an  increase  in  spinal  pressure,  and  evenly  divided 
blood.  This  was  followed  by  quick  release  from  convulsive 
seizure  and  gradual  return  to  consciousness.  Only  two 
spinal  punctures  were  done  in  this  case,  and  following  a 
si\-weeks  stay  in  bed  recovery  was  satisfactory.  Although 
she  is  now  past  70,  she  has  no  evidence  of  paralysis,  and 
her  mind  is  clear. 

This  patient  save  a  history  of  having  had  a  systolic  b.  p. 
of  over  200  for  five  or  six  years  preceding  the  subarachnoid 
hemorrhage.  Blood  and  spinal  Wassermann  tests  were 
negative;  and  the  blood  examination  as  to  chemical  con- 
stituents and  urinalyses  gave  results  fairly  within  normal 
limits.     Tourniquet  test  was  negative. 

Case  10. — This  patient  is  a  white  married,  hard-working 
traveling  salesman,  aged  35.  who  eats  enormously,  takes 
alcoholics  frequently,  and  drinks  as  many  as  six  coca  colas 
per  day.  His  father  died  of  Bright's  disease.  He  had  ty- 
phoid at  15.  influenza  in  1930  and  ''chancroid"  several  years 
ago.  He  was  given  one  dose  of  neoarsphenamine  and  Was- 
sermann test  was  negative  following  healing  of  the  ulcer. 
One  year  before  onset  of  present  illness,  while  swimming 
violently,  he  lost  his  voice,  and  could  not  talk  above  a 
whisper  for  three  months  following.  He  had  blurring  of 
vision  and  headache  for  two  weeks  preceding  illness.  He 
was  told  he  had  albumin  in  his  urine  two  years  previous, 
but  was  given  no  treatment. 

On  the  night  of  March  4th,  1034,  following  taking  two 
small  drinks  and  eating  a  very  large  supper,  while  having 
intercourse  the  patient  suddenly  fell  over  unconscious.  Soon 
regaining  consciousness  he  became  irrational  immediately 
and  had  to  be  held  on  the  bed.  Apparently  he  had  no  use 
of  the  right  side  of  his  body,  but  for  two  hours  restraint 
was  required  to  prevent  injury  to  the  left  arm  and  leg.  A 
convulsive  seizure  involved  the  entire  left  side  of  the  body. 
The  patient  was  acutely  ill,  b.  p.  200 '100,  pupils  dilated, 
and  marked  retinal  hemorrhage  was  present  in  both  eye 
grounds.  Pupils  reacted  sluggishly  to  light  and  accommoda- 
tion. 

Teeth  and  tonsils  were  diseased.  Rales  were  heard  in 
both  lung  bases.  The  heart  was  fibrillating  and  appeared 
to  be  slightly  enlarged  to  the  left.  Cardiogram  showed 
fibrillation  which  was  relieved  following  withdrawal  of  400 
c.c.  of  blood.  On  first  examination  no  reflexes  could  be 
elicited  on  the  right  side  of  body;  all  reflexes  were  exag- 
gerated on  the  left.  Both  left  extremities  were  in  a  state' 
of  convulsive  seizure  for  two  hours  following  onset.  After 
two  days  of  improvement  knee  jerks  were  slighty  exagger- 
ated, abdominal  reflex  on  the  right,  absent,  Babinski  nega- 
tive, other  reflexes  and  thermal,  pin-prick  and  deep  pres- 
sure tests  were  normal.  Spinal  puncture  showed  pressure 
of  400  mm.,  large  amount  of  evenly  mixed  blood  in  the 
fluid;  and  patient's  headache  was  improved  following  re- 
moval of  400  c.c. 

Urine  showed  two-plus  albumin  with  many  fine  hyaline 
casts,  and  an  occasional  blood  cell.  White  cells  varied  from 
normal  to  10,000.  Wassermann  test  of  spinal  fluid,  and  of 
blood  following  provocative  dose  of  neoarsphenamine,  made 
six  weeks  after  onset  of  illness— both  these  were  negative. 
Wassermann  blood  test  on  the  wife  was  negative. 

Very  frequent  spinal  punctures  were  necessary,  and  the 
relief  was  so  marked  that  the  patient  begged  for  them  to 
be  done  before  they  seemed  indicated. 

This  patient  remained  in  the  hospital  three  weeks,  and 
in  bed  at  home  two  months.  Poor  sight  disabled  him  from 
work  for  eight  months.  His  sight  improved  very  gradually 
for  12  to  18  months,  following  which  time  he  was  able  to 
do  his  usual  work  without  assistance. 

Under  careful  regulation  the  patient  leads  a  very  normal 
life,  working  eight  to  10  hours  per  day.  with  no  evidence 
of  paralysis,  very  little  disturbance  ol   vision;  b.  p.  is  140 


00  to  170  90.  Occasionally  there  is  a  faint  trace  of  albumin 
in  the  urine.  Recent  physical  examinations  and  ordinary 
examinations  of  the  blood  as  to  chemical  constituents  have 
shown  nothing  beyond  normal  limits.  The  patient  has 
been  very  co-operative,  comes  by  the  office  regularly  for 
examinations  and  submits  strictly  to  all  restrictions  of 
habits. 

All  of  these  patients  have  been  treated  along  the 
same  line.  Treatment  consists  of: 

1.  Spinal  puncture  when  indicated  by  following 
symptoms: 

a     pulse  rate  of  60  to  70;  rapidly  rising  b.  p. 

b     violent  headache  which  is  not  controllable 
by  the  usual  methods  in  24  to  48  hours. 

f     unconsciousness   with    or   without   spastic 
convulsive  seizures. 

d  continuous  vomiting. 
If  the  condition  of  the  patient  warrants  waiting 
24  to  48  hours  before  doing  a  spinal  puncture,  we 
always  prefer  doing  this.  However,  any  of  the  symp- 
toms listed  under  "1"  demand  immediate  spinal 
puncture,  repeated  as  often  as  indicated.  In  order  to 
make  a  diagnosis,  one  is  justified  in  doing  a  spinal 
puncture  provided  little  fluid  is  withdrawn.  Recur- 
rence of  hemorrhage  is  less  likely  if  we  wait  24  to 
48  hours  to  do  the  spinal  puncture. 

2.  Sedatives — no  opiate  should  ever  be  given  a 
patient  suspected  of  having  subarachnoid 
hemorrhage.  Sodium  luminal  is  indicated  in 
sufficient  dosage  to  keep  the  patient  quiet. 
One  may  safely  give  five  grains  hypodermic- 
ally  and  repeat  every  two  to  four  hours  as 
necessary. 

3.  Intake  and  output  of  fluid  should  be  recorded. 
The  intake  should  not  exceed  1800  to  2000 
c.c.  for  the  first  four  to  five  days  of  illness, 
and  then  increased  only  as  indicated. 

4.  Two  c.c.  of  a  25-per  cent,  solution  of  mag- 
nesium sulphate  given  intramuscularly  every 
three  to  four  hours,  promises  good  results. 
Magnesium  sulphate  by  mouth  may  be  used 
after  three  or  four  days,  and  hypodermic  in- 
jections discontinued. 

5.  In  these  cases  25-  to  50-per  cent. ' glucose  in 
doses  of  100  to  200  c.c.  were  given  intra- 
venously twice  daily  until  definite  improve- 
ment was  present. 

Masserman  first  investigated  the  effects  of  intra- 
venous doses  of  hypertonic  solution  of  sucrose,  and 
found  a  50-per  cent,  solution  satisfactory  for  clin- 
ical use;  and  that  as  high  as  500  c.c.  may  be  thus 
given  without  causing  any  toxic  or  other  untoward 
symptoms.  Hahn  and  others  make  the  following 
statement:  "There  is  considerable  advantage  in  the 
substitution  of  sucrose  for  glucose  in  the  osmotic 
therapy  of  increased  intracranial  pressure  occuring 
in  cases  of  acute  brain  injury".  It  is  claimed  by 
many  authors  that  the  usual  preparation  of  concen- 
trated glucose,  or  dextrose,  immediately  following 
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administration,  causes  a  temporary  rise  in  spinal 
fluid  pressure,  that  this  finding  is  not  present  follow- 
ing the  administration  of  sucrose  solution,  and  that 
practically  all  sucrose  given  intravenously  is  elimin- 
ated rapidly  so  there  is  no  danger  of  accumulative 
effects  following  repeated  doses.  The  lack  of  ab- 
sorption of  sucrose  by  the  body  tissues,  which  can 
not  be  said  of  glucose  or  dextrose,  gives  the  former 
preparation  a  marked  advantage  as  a  diuretic,  and 
therefore  is  much  more  effective  in  reducing  spinal 
fluid  pressure. 

In  the  cases  discussed  no  sucrose  was  used.  How- 
ever, in  the  future  I  shall  employ  this  preparation 
in  cases  of  subarachnoid  hemorrhage. 

SUMMARY 

In  all  such  cases  it  is  important  to  look  for  vari- 
cose veins;  to  rule  out  syphilitic  infection;  to  make 
a  careful  study  of  the  blood  by  means  of  clotting 
time,  bleeding  time,  platelet  count  and  tourniquet 
test.  History  of  injury  is  important,  as  is  history  of 
chronic  alcoholism,  arterial  hypertension,  pernicious 
anemia  and  scurvy. 

When  judiciously  treated  recovery  is  the  rule. 
Two  of  the  ten  cases  reported  were  fatal — one  due 
to  repeated  subarachnoid  hemorrhage  following 
violent  lifting  before  healing  had  taken  place;  and 
in  the  other  case  hemorrhage  must  have  involved 
the  thermal  center  and  death  resulted  from  loss  of 
control  over  temperature. 

In  four  of  these  cases  no  predisposing  factor  or 
cause  of  the  hemorrhage  was  found.  Of  the  other  six, 
three  may  have  resulted  from  hypertension,  while 
syphilis,  varicosities  and  chronic  alcoholism  were 
factors  in  the  remaining  three. 
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The  Blood  Sedimentation  Rate 
(M.   G.    Peterman,   Milwaukee,   in    Wise.    Med.    Jl.,   Oct.) 

Of  the  various  methods  all  are  based  upon  the  prompt 
mixture  of  4  parts  of  2  to  5%  sodium  citrate  solution  with 
one  part  of  freshly-drawn  venous  blood.  This  mixture  is 
allowed  to  stand  in  a  tube  or  syringe  and  the  resulting 
rate  of  fall  of  the  red  cells  out  of  their  serum  suspension  is 
read  off  either  in  mm.  of  clear  serum  per  period  of  time,  or 
in  time  required  for  the  red  cells  to  reach  a  certain  mark. 

A  single  normal  or  slightly  increased,  or  slightly  de- 
creased, rate  means  little. 

The  rate  is  increased  in  acute  rheumatic  fever,  acute  en- 
docarditis, active  tuberculosis,  pneumonia,  especially  lobar, 


acute  osteomyelitis,  acute  nephritis,  nephrosis,  septicemia, 
and  malignant  lesions.  It  is  decreased  in  anemia,  liver  dis- 
ease, bronchial  asthma  and  rickets. 

There  are  occasions  when  it  is  difficult  to  determine 
whether  a  moderate  leucocytosis  means  a  low-grade  infec- 
tion or  a  poor  response  of  the  defense  mechanism,  or 
whether  the  lack  of  polymorphonuclear  increase  means  the 
absence  of  pus  or  a  poor  response  of  the  bone  marrow. 
Here  is  a  place  for  the  sedimentation  test. 

Regardless  of  the  feelings  of  the  patient  the  t.  curve,  or 
the  leucocyte  count,  a  rapid  rate  indicates  the  presence  of 
an  acute  inflammatory  process  or  an  active  malignancy. 
Consistently  increasing  sedimentation  rates  indicate  an  ex- 
tension of  the  focus  or  a  failure  of  the  defense  mechanism. 

A  child  complains  of  pains  in  the  legs  or  joints;  the  his- 
tory is  suggestive  of  a  rheumatic  infection;  the  physical 
findings  are  negative,  and  the  blood  count  is  essentially 
normal:  a  normal  sedimentation  rate  excludes  the  diagno- 
sis of  acute  rheumatic  fever;  a  rapid  rate  confirms  the 
diagnosis.  A  consistently  increasing  rate  indicates  progres- 
sion of  the  disease,  regardless  of  any  other  findings.  A 
return  to  the  normal  rate  indicates  recovery.  Exacerbations 
or  complications  of  the  disease  may  be  anticipated  by  as 
much  as  2  weeks  in  an  increased  rate  of  sedimentation. 

Given  a  10-year-old  child  with  a  history  suggestive  of 
tuberculosis  and  a  negative  physical  examination,  except 
perhaps  for  underweight;  add  a  slightly  positive  tuberculin- 
reaction — a  normal  sedimentation  rate  means  no  activity 
of  the  tuberculous  process,  a  rapid  rate  indicates  activity. 
Subsequent  rates  indicate  the  progression  or  the  regression 
of  the  disease  far  better  than  physical  findings  or  roentgen- 
ograms. 

I  have  a  group  of  cases  of  otitis  media  in  which  the 
children  ran  irregular  fevers  after  the  ear  drums  were  in- 
cised. The  local  findings  were  not  definite.  The  leucocyte 
counts  were  irregular,  usually  only  slightly  increased.  The 
roentgenograms  were  always  not  only  valueless  but  confus- 
ing. A  rapid  sedimentation  rate,  persisting  or  increasing, 
indicated  a  progressive  inflammatory  process.  No  other 
focus  of  infection  was  found;  therefore  the  diagnosis  of 
mastoiditis  was  made.  Operation  revealed  pus  in  the  mas- 
toid cells. 

The  patient  with  an  obscure  irregular  fever  and  no  defi- 
nite physical  findings  usually  presents  a  difficult  problem. 
With  normal  blood  counts,  negative  agglutinations  and 
negative  tuberculin  reactions,  there  still  remains  the  ques- 
tion of  a  hidden  focus  of  infection,  or  a  fever  without  a 
physical  basis.  A  normal  sedimentation  rate  means  no 
infection,  a  rapid  rate  indicates  some  hidden  lesion. 

In  nephritis  as  long  as  the  rate  is  rapid,  the  nephritis  is 
still  active.  When  the  rate  slows  down,  the  nephritis  is 
healing. 


The  Treatment   of  Pruritus   Senilis  in   Male  and 

Female 

(L.    N.    Elson,  New  Orleans,  in   Urol.   &   Cuta.    Rev.,  Oct.) 

Pruritus  senilis  is  a  degenerative  neuritis  and  is  treated 
the  same  in  male  and  female. 

Antipruritics  such  as  menthol,  camphor,  etc.,  have  pro- 
duced only  transient  relief.  Sectioning  of  nerves,  x-ray 
treatment  and  a  host  of  other  devices  have  been  used  with 
very  scant  results.  Many  years  ago  I  even  tried  minute 
subcutaneous  and  intracutaneous  injections  of  carbolic  acid 
and  glycerin  (50-50),  but  apart  from  causing  small  ulcers, 
which  fortunately  healed  quickly,  I  had  no  results. 

For  the  last  16  years  I  have  followed  without  fail  the 
following  treatment: 

The  treatment  consists  of  giving  ext.  of  whole  ovary,  5 
gr.  3  times  daily  1  hr.  before  meals  the  first  day,  2  doses 
the  second  day,  and  1  dose  the  third  day,  continuing  in 
the  same  sequence  for  many  weeks. 
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The  Problem  of  Tuberculosis  Among  Negroes* 

J.  Donnelly,  M.D.,  Charlotte,  North  Carolina 


THE  PROBLEM  of  tuberculosis  among 
Negroes  should  be  of  no  inconsiderable  in- 
terest to  the  people  of  the  Southern  States 
because,  although  Negroes  comprise  only  28  per 
cent,  of  the  total  population  of  the  South,  the  race 
furnishes  53  per  cent,  of  the  deaths  from  tubercu- 
losis in  this  geographical  area.  Also,  it  is  true  that 
until  the  last  few  years  the  question  has  not  re- 
ceived the  attention  as  a  public-health  problem 
which  it  should  have  received  long  since.  The  ques- 
tion is  important,  not  only  from  a  humanitarian 
viewpoint,  but  also  because  it  is  primarily  a  public- 
health  problem  and  for  that  reason  should  be  of 
very  great  economic  interest  to  the  tax-payers.  Un- 
like other  sections  of  the  country,  the  greater 
proportion  of  the  unskilled  laborers  and  practically 
all  of  the  house-servants  throughout  the  Southern 
States  are  Negroes.  Consequently,  the  mortality 
caused  by  this  disease  should  be  a  matter  of  definite 
public  concern,  not  only  because  of  the  great  loss 
of  productive  power  among  such  indispensable 
classes  of  workers,  but  also  because  of  the  necessity 
for  the  appropriation  of  public  funds  to  care  for 
those  handicapped  by  the  disease. 

For  the  purpose  of  illustration  I  quote  some  fig- 
ures from  my  personal  records,  covering  a  ten-year 
period.  Of  the  Negro  tuberculosis  patients  seen  in 
this  period  of  time  21.55  per  cent,  were  common 
laborers,  14.5  per  cent,  cooks,  and  7.43  per  cent, 
farm  workers — 43.48  per  cent,  in  three  occupations. 
This  high  percentage  in  three  such  essential  occu- 
pations represents  primarily  a  considerable  loss  to 
the  physical  equipment  of  a  community,  and  the 
number  of  cooks  in  the  list  indicates  the  important 
bearing  on  public  health.  These  house  servants  must 
necessarily  have  been  a  serious  menace  in  the  house- 
holds in  which  they  worked,  and  particularly  so  to 
the  children.  Hence  it  is  evident  that  the  recognition 
of  the  open  cases  of  tuberculosis  among  Negroes  is 
of  vital  importance  to  the  health  of  both  races.  The 
economic  value  of  increased  effort  to  facilitate  the 
early  isolation  of  such  cases  and  the  reduction  there- 
by of  the  spread  of  infection  is  of  no  minor  signifi- 
cance. 

Although  statistics  concerning  the  death  rate  from 
tuberculosis  among  Negroes  during  the  slavery  per- 
iod are  extremely  meagre,  it  is  indicated  by  the  few 
figures  available  that  the  rate  during  that  period 
was  very  little  if  at  all  higher  than  that  among  the 
whites.  As  a  rule  slaves  were  well-fed  and  well- 
housed,  and,  since  they  represented  to  their  masters 


a  monetary  investment,  naturally  every  possible 
effort  was  used  to  keep  them  in  good  physical  con- 
dition. Consequently,  they  received  the  best  medical 
attention  obtainable  whenever  they  had  need  for  it. 
After  they  had  been  given  their  freedom,  however, 
health  conditions  among  them  very  rapidly  became 
worse.  They  gravitated  in  great  numbers  to  the 
larger  centers  of  population,  where  insanitary  and 
congested  living  quarters,  lack  of  employment  with 
its  consequent  lack  of  food,  and  the  absence  of 
medical  supervision  quickly  reduced  whatever 
natural  resistance  to  disease  their  bodies  possessed, 
and  made  them  an  easy  prey  to  infection.  In  1885 
their  death  rate  from  tuberculosis  had  risen  to  more 
than  600  per  100,000  of  population.  This  rate  has 
been  considerably  reduced  in  the  past  few  years, 
undoubtedly  to  a  large  extent  because  of  organized 
effort  against  the  spread  of  the  disease.  The  rate, 
however,  still  remains  three  to  four  times  as  high  as 
that  of  the  whites  in  the  territory  covered  by  this 
conference,  a  section  of  the  country  in  which  the 
Negro  has  a  far  better  chance  to  escape  death  from 
tuberculosis  than  he  has  in  the  larger  Northern 
cities. 

The  cause  of  the  greater  incidence  of  tuberculosis 
among  Negroes  is  probably  a  combination  of  several 
factors.  Notable  among  these  are  environmental 
conditions  and  certain  inherent  racial  characteristics. 
Unskilled  workers  and,  consequently,  low-wage 
earners,  comprise  a  very  large  proportion  of  the 
Negro  population,  a  fact  which  results  in  an  inade- 
quate food  supply,  insufficient  clothing  for  protec- 
tion against  the  discomforts  of  inclement  weather, 
and  cheap  more  or  less  insanitary  housing  facilities. 
Furthermore,  the  crowded  living  conditions  usual 
among  Negroes  are  instrumental  in  producing  a 
much  greater  opportunity  for  widespread  transmis- 
sion of  infection. 

The  reaction  in  the  Negro  to  the  effects  of  any 
infectious  disease  is  radically  different  from  that 
which  is  usually  seen  in  the  white  race.  The  average 
uneducated  Negro  pays  slight  attention  to  the  be- 
ginning symptoms  of  disease,  making  no  effort  to 
seek  medical  advice  until  the  infectious  process  has 
produced  well-marked  symptoms.  For  that  reason 
tuberculosis  is  many  times  far  advanced  in  the 
Negro  before  he  is  even  willing  to  admit  that  he 
feels  ill.  It  is  discouraging  to  attempt  to  teach  the 
basic  rules  of  health  to  the  average  adult  Negro,  or 
to  try  to  impress  on  him  the  fact  that  each  indi- 
vidual case  of  adult  tuberculous  disease  is  a  serious 
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menace  to  all  contacts.  Hence,  the  dissemination 
of  infection  is  much  facilitated  by  non-observance 
of  preventive  measures,  which  are  disregarded  be- 
cause of  ignorance. 

It  has  been  the  opinion  of  many  writers  who  are 
more  or  less  familiar  with  conditions  among  Negroes 
that  the  race  is  lacking  in  physical  resistance  to  in- 
fection by  the  tubercle  bacillus.  We  have  heard  of 
"the  implantation  of  infectious  material  on  virgin 
soil",  and  several  like  expressions  of  doubtful  sig- 
nificance. Most  of  you  are  familiar,  no  doubt,  with 
the  classic  example:  the  holocaust  caused  by  tuber- 
culosis among  the  natives  of  a  South  Sea  island 
immediately  following  the  advent  of  Europeans. 
The  native  population  was  almost  completely  wiped 
out,  because,  according  to  some  writers,  they  had  no 
acquired  immunity  to  the  infection.  These  writers, 
however,  failed  to  note  the  absolutely  primitive 
living  conditions  of  this  people  and  the  entire  ab- 
sence of  anything  resembling  sanitation,  an  environ- 
ment which  always  makes  for  rapid  transmission  of 
massive  infection.  The  appearance  of  lack  of  re- 
sistance of  the  Xegro  to  tuberculosis  has  been  based 
on  the  fact  that  the  greater  number  of  cases  when 
first  seen  by  the  physician  are  far  advanced.  In 
many  cases  it  is  extremely  difficult  to  obtain  an 
authentic  history  concerning  the  length  of  time  a 
patient  has  been  ill,  because  medical  advice  is  rarely 
sought  until  the  patient  is  unable  to  carry  on  his 
work.  Lack  of  resistance  to  infection  cannot  be 
listed,  however,  as  a  characteristic  of  the  Negro 
child.  First  infections,  and  even  repeated  infections, 
are  taken  care  of  by  Negro  children  in  a  satisfactory 
manner.  Many  films  of  children,  even  as  young  as 
five  years  of  age,  show  extensive  completely  calci- 
fied primary  tuberculous  lesions,  with  no  apparent 
indications  that  there  has  ever  been  any  impairment 
of  general  health.  Furthermore,  this  healing  process 
frequently  occurs  without  removal  of  the  child 
from  its  old  environment  and  without  any  attempt 
to  locate  the  source  of  infection  among  its  adult 
associates.  This  remarkable  resistance  to  the  spread 
of  infection  is  apparently  reduced  in  the  adult 
Negro  for  some  reason  which  remains  unexplained. 

The  fulminating,  rapidly  destructive  type  of  dis- 
ease known  some  years  ago  as  galloping  consump- 
tion, however,  is  becoming  a  rarity.  It  is  evident 
that  the  disease  among  Negroes  is  gradually  assum- 
ing the  more  chronic  type  which  is  characteristic  of 
the  condition  in  the  white  race.  That  there  is  an 
inherent  non-specific  resistance  to  infection  in  many 
Negro  families  can  hardly  be  denied.  Tuberculosis 
among  Negroes  is  a  family  disease,  as  it  is  among 
the  whites,  but  many  individuals  and  many  families 
remain  free  from  evidences  of  infection,  or  history 
of  infection,  although  exposure  to  the  disease  is 
unquestionably  frequent  because  of  the  segregation 
of  the  Negro  population  and  the  usually  intimate 


association  of  the  healthy  with  the  diseased.  Is  this 
freedom  from  disease  due  to  an  inherited  immunity 
(if  there  be  such  a  thing),  nullifying  the  negative 
history  of  previous  family  infection,  or  is  it  an 
illustration  of  the  law  that  the  fit  will  survive? 
Unquestionably  the  theory  of  selective  mortality 
has  a  certain  weight,  but  prevention  of  infection 
still  remains  an  important  procedure,  since  thereby 
many  members  of  the  hosts  of  the  unfit  may  be 
preserved  for  a  time  as  physical  assets  of  the  com- 
munity. The  law  of  survival  of  the  fittest  is  too  slow 
a  process  on  which  to  place  our  entire  reliance  when 
human  lives  are  at  stake,  and  when  the  means  for 
control  is  at  hand.  Possibly  tuberculosis  can  be  con- 
sidered a  disease  of  civilization,  as  has  been  said 
many  times,  but  its  dissemination  is  certainly  ma- 
terially furthered  by  ignorance. 

Since  no  race  of  people  of  any  color  or  geograph- 
ical location  has  yet  acquired  a  sufficient  degree  of 
immunity  to  render  tuberculosis  a  disease  no  longer 
to  be  feared,  it  is  evident  that  further  reduction  of 
the  incidence  of  the  disease  depends  to  a  consider- 
able extent  on  prevention  of  infection,  or,  more 
properly,  prevention  of  reinfection.  One  of  the 
greatest  handicaps  to  the  antituberculosis  campaign 
among  Negroes  in  the  South  is  the  dearth  of  sana- 
torium beds  for  the  care  and  treatment  of  the  open 
cases  when  found.  Experience  indicates  that  the 
widely  accepted  opinion  that  tuberculosis  in  the 
adult  Negro  is  a  more  or  less  hopeless  condition 
must  be  definitely  modified.  Many  cases  are  quite 
amenable  to  treatment.  The  treatment  of  tubercu- 
losis patients  and  the  return  to  productive  industrial 
effort,  however,  is  one  of  the  least  important  pur- 
poses of  the  sanatorium.  The  good  results  obtained 
by  sanatoria  as  curative  institutions  are  even  fur- 
ther minimized  by  the  fact  that  present  workmen's 
compensation  laws  make  it  almost  impossible  for 
an  individual  with  a  history  of  tuberculosis  to  ob- 
tain lucrative  employment  in  any  industrial  line  of 
work.  This  is  particularly  unfortunate  for  the 
Negro,  because  he  is,  as  a  rule,  an  unskilled  worker 
and  for  that  reason  can  be  the  more  easily  and 
satisfactorily  replaced  by  one  who  has  no  history 
of  previous  tuberculous  disease. 

The  purpose  of  the  sanatorium,  therefore,  should 
be  primarily  the  gradual  reduction  of  the  spread  of 
infection  by  the  care  and  housing  of  the  open  in- 
fectious cases  until  they  either  die  or  are  rendered 
non-infectious.  Hence,  it  is  of  even  more  value  to 
the  community  to  hospitalize  the  far-advanced  case 
with  continuously  germ-laden  sputum  than  to  treat 
the  earlier  case  successfully  and  return  him  to  his 
home  with  an  apparent  arrest  of  his  disease.  How- 
ever thoroughly  the  program  of  isolation  of  open 
cases  is  prosecuted  there  will  continue  to  be  cases 
remaining  unrecognized  until  they  are  well  ad- 
vanced. Hence,  it  will  be  impossible  to  prevent  many 
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first  infections  of  contacts,  but  it  is  possible  in  many 
instances  to  prevent  reinfections,  which  are  more 
to  be  feared  since  first  infections  are  rarely  serious. 
Even  though  the  tuberculous  Negro  be  given  only  a 
comfortable  place  in  which  to  die,  his  removal  as  a 
menace  to  contacts  for  even  a  few  days  is  worth- 
while in  the  eventual  reduction  of  adult  type  dis- 
ease. The  different  forms  of  collapse  therapy  are 
particularly  valuable  in  the  treatment  of  tubercu- 
losis in  the  Negro,  since  many  cases  thereby  can  be 
rendered  sputum  negative.  Nothing  can  be  gained, 
however,  by  the  continuation  of  an  ineffectual  arti- 
ficial pneumothorax  for  an  indefinite  period,  as  is 
frequently  done,  on  the  theory  that  the  mental 
attitude  of  the  patient  is  improved  because  he  feels 
that  something  is  being  done  for  him.  No  patient 
has  ever  obtained  a  bacillus-free  sputum  by  means 
of  faith  alone.  It  is  often  necessary  to  consider  other 
surgical  procedures  such  as  pneumolysis  or  thora- 
coplasty, because  bacillus-free  sputum,  if  possible,  is 
the  desired  result.  The  few  sanatorium  beds  avail- 
able for  Negroes  should  be  occupied  by  patients 
only  until  they  have  been  rendered  non-infectious 
for  a  reasonable  length  of  time.  All  other  conditions 
being  favorable,  collapse  therapy  can  be  continued 
in  the  out-patient  departments  and  the  beds  used  to 
care  for  other  patients  in  immediate  need  of  atten- 
tion. 

The  most  valuable  and  effectual  measure  in  the 
campaign  to  control  the  spread  of  tuberculous  in- 
ection  among  Negroes  is  the  routine  tuberculin 
skin-testing  of  school-children.  It  is  the  only  means 
of  locating  many  sources  of  infection  which  would 
otherwise  remain  undiagnosed.  As  proof  of  this, 
figures  from  several  sources  indicate  that  in  the  mass 
skin-testing  of  school  children  less  than  50  per  cent, 
of  the  positive  reactors  give  a  history  of  contact, 
although  the  positive  reaction  is  sufficient  evidence 
that  there  has  been  intimate  exposure  to  infection. 
Figures  from  the  work  in  my  own  section  of  North 
Carolina  show  that  the  incidence  of  tuberculous  in- 
fection, as  evidenced  by  the  positive  skin  reaction,  is 
approximately  2yi  times  as  frequent  among  Negro 
children  as  among  white  children  of  similar  ages. 
The  follow-up  of  this  type  of  work,  the  prime  object 
of  which  is  the  location  of  open  sources  of  infection, 
requires  a  trained  personnel  of  sufficient  number. 
Such  a  program  is  expensive,  but  in  the  eventual 
saving  of  human  assets  it  is  fully  worth  the  cost. 
Many  times  it  is  difficult  or  impossible  to  locate  the 
source  of  infection,  but  it  will  be  found  in  a  suffici- 
ently large  number  of  cases  to  make  the  effort  well 
worth  while.  In  the  majority  of  instances  the  re- 
moval of  the  adult  open  case  and  the  avoidance 
thereby  of  repeated  reinfections  will  result  in  the 
complete  recovery  of  the  child  who  h.is  already 
acquired  a  primary  lesion.  The  day  of  mass  hospital- 
ization  of  children   with  so-called  childhood   type 


tuberculosis  has  passed.  It  is  an  extremely  expensive 
procedure  to  the  tax-payer,  and  it  is  unnecessary. 
The  tendency  of  the  condition,  even  under  the  most 
adverse  surroundings,  is  toward  recovery.  These 
children  are,  in  most  instances,  non-infectious  and 
asymptomatic,  and  for  that  reason  should  not  be 
excluded  from  school.  It  is  necessary  only  to  keep 
them  under  more  or  less  continuous  observation  for 
a  period  of  time,  and  to  advise  the  proper  methods 
to  increase  their  bodily  resistance  to  disease.  Experi- 
ence indicates  that  a  certain  small  percentage  of 
primary  tuberculosis  infections  in  childhood  will 
spread  later  in  life  and  produce  adult-type  disease 
legardless  of  efforts  to  prevent  it.  The  greater  num- 
ber of  children  by  observation  and  care,  however, 
will  escape  such  a  calamity,  and  removal  as  soon  as 
possible  from  contact  with  their  source  of  infection 
is  the  first  and  most  important  requisite  in  this  care. 

The  teaching  of  health  habits  and  the  methods  of 
disease  prevention  to  the  average  uneducated  adult 
Negro  is  usually  a  thankless  and  almost  hopeless 
effort,  but  the  inclusion  of  such  things  in  the  school 
instruction  of  children  has  its  possibilities.  Immedi- 
ate results  may  not  be  apparent,  but  the  desired 
result  is  the  eventual  eradication  of  tuberculosis  as 
an  economic  problem.  From  experience  we  know 
that  education  of  the  masses,  regardless  of  race, 
gradually  awakens  in  them  the  ambition  to  obtain 
for  themselves  the  many  advantages  of  better  living. 
Intelligent  cultivation  always  improves  the  soil. 
Therefore,  we  may  with  confidence  expect  that  the 
inculcation  of  proper  health  habits  into  the  younger 
generation  will  show  definite  results  in  improvement 
of  health  conditions  among  Negroes  in  future  years. 

We  must  not  permit  ourselves  to  become  over- 
enthusiastic  concerning  the  results  already  obtained 
in  our  anti-tuberculosis  campaign,  results  which 
have  been  proven  by  the  yearly  reduction  of  the 
death  rate  throughout  the  greater  part  of  the  coun- 
try. Tuberculosis  is  an  insidious  and  slow-going 
disease,  and  it  is  controlled  to  a  considerable  degree 
by  the  physical  resistance  of  the  individual.  Because 
of  the  recent  depression  a  large  part  of  our  popula- 
tion has  been  deprived  of  many  of  the  necessities  of 
life,  and  has  undergone  many  hardships.  These  fac- 
tors are  invariably  conducive  to  the  spread  of 
tuberculous  infection,  but  such  results  are,  as  a  rule, 
several  years  in  reaching  their  peak.  That  the  effect 
of  this  period  of  stress  is  beginning  to  be  felt  is  in- 
dicated by  the  information  so  far  collected  concern- 
ing the  death  rates  from  tuberculosis  in  the  United 
States  during  1936.  It  appears  possible  from  these 
statistics  that  there  will  be  little  if  any  reduction  in 
the  rate  in  1936  as  compared  with  that  of  1935.  This 
slowing  down  of  the  rate  of  reduction  has  been  pre- 
dicted by  several  writers.  Re-doubled  efforts  in  the 
prevention  campaign,  therefore,  are  vitally  necessary 
in  order  to  prevent  further  more  wide-spread  results. 
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It  has  been  characteristic  of  the  Negro  since  his 
slave-time  ancestors  to  depend  upon  his  white 
neighbors  for  help  in  all  his  difficulties.  Hence,  it 
is  important  for  the  leaders  in  tuberculosis  work  in 
the  South  to  take  heed  of  the  present  indications.  It 
is  possible  that  a  more  serious  situation  may  develop 
unless  the  work  in  this  field  is  carried  on  with 
re-doubled  energy.  The  educational  advantages  for 
the  Negro  have  been  materially  extended  in  the  last 
few  years,  and,  because  of  this  increase  of  educa- 
tional opportunity,  there  are  many  more  Negroes 
who  now  represent  a  very  high  type  of  citizenry. 
These  without  exception  are  enthusiastically  inter- 
ested in  the  improvement  of  their  race,  both  mental- 
ly and  physically.  They  can  be  counted  on  for 
assistance  in  any  plan  devised  for  the  purpose  of 
bettering  the  environmental  conditions  surrounding 
their  less  fortunate  neighbors.  The  enlistment  of 
such  conscientious  and  willing  workers  in  this  effort 
will  materially  hasten  the  completion  of  the  pro- 
gram. 

As  previously  stated,  the  continuance  of  this 
campaign  successfully  will  require  adequate  funds, 
and  the  larger  part  of  these  funds  must  be  furnished 
by  the  tax-payer.  Since  the  majority  of  Negro 
workers  belong  to  the  low-wage  class,  a  class  whose 
income  is  barely  enough  to  provide  the  absolute 
necessities  of  life,  it  is  impossible  for  them  to  furnish 
adequate  care  for  members  of  their  families  during 
extended  periods  of  illness.  A  more  serious  situation 
develops  when  it  is  the  wage-earner  of  the  family 
who  is  incapacitated  by  disease.  There  is  a  differ- 
ence between  the  aid  that  should  be  given  to  families 
of  tuberculosis  sufferers  and  that  ordinarily  given 
to  the  disabled  poor.  It  is  necessary  to  provide  more 
than  a  bare  subsistence  to  the  tuberculous  patient 
and  his  family,  in  addition  to  the  medical  care,  if 
we  wish  to  retard  the  spread  of  a  disease  which 
goes  hand-in-hand  with  poverty.  Bodily  resistance 
to  disease  cannot  be  materially  increased  unless  the 
food  supply  is  adequate. 

Since  the  care  of  the  tuberculous  Negro  and  his 
family  for  the  purpose  of  reduction  of  the  spread 
of  infection  is  an  important  public  health  measure 
specialized  plans  for  the  maintenance  of  such  fam- 
ilies are  necessary.  The  political  powers  in  control 
of  the  public  purse-strings  must  become  more 
acutely  aware  of  the  importance  of  the  problem  of 
protection  of  the  public  health.  It  is  practically 
universally  true  that  public  health  departments  and 
other  affiliated  organizations  have  long  been  handi- 
capped by  lack  of  appropriations  sufficient  to  carry 
on  their  work  successfully. 

It  should  be  realized  by  the  custodians  of  public 
funds  that  the  maintenance  of  adequate  public 
health  machinery  in  a  community  is  quite  as  im- 
portant from  an  economic  viewpoint  as  the  main- 
tenance of  any  other  department  of  public  service. 
It  is  necessary  for  the  authorities  in  the  political 
set-up  of  a  community  to  realize  that  the  Negro  is 


an  indispensable  part  of  the  economic  machinery  of 
the  commonwealth,  and  that,  as  a  rule,  he  becomes 
the  ward  of  that  commonwealth  when  misfortune 
overtakes  him.  As  a  citizen,  he  is  entitled  to  health 
supervision  and  health  protection.  Furthermore,  be- 
cause of  his  more  or  less  close  association  with  the 
white  population,  when  diseased  he  becomes  a  defi- 
nite health  hazard  to  both  races.  For  this  reason,  if 
for  no  other,  may  the  Negro  receive  more  assistance 
in  the  future  in  his  tuberculosis  problem  than  he 
has  in  the  past. 


Repair  of  Flexor  Tendons  (Thatcher) 
(Concluded  from  October  issue) 

Tendons  in  the  lingers  glide  in  tunnels  just  large  enough 
to  accommodate  them.  If  sutures  are  placed  in  a  tendon 
in  the  finger,  adhesions  between  the  tendon  and  adjacent 
tissue  will  result.  If  either  tendon  is  cut,  it  is  better  to 
remove  both  ends  of  the  severed  tendon  from  the  finger. 

If  only  the  sublimis  tendon  has  been  severed,  the  newly 
cut  free  end  in  the  palm  should  be  attached  to  the  pro- 
fundus. If  the  profundus  tendon  has  been  severed,  it  is 
necessary  to  remove  the  sublimis  in  order  to  insert  a  tendon 
graft  to  replace  the  damaged  portion  of  the  profundus. 

One  end  of  a  tendon  graft  is  sutured  to  the  newly  cut 
profundus  tendon  in  the  palm.  The  free  end  of  the  graft 
is  pulled  through  the  flexor  tunnel  in  the  finger  and  is 
attached  to  the  stub  of  the  profundus  tendon  at  the  distal 
phalanx.  The  tension  is  correct,  if  slight  flexion  of  the 
finger  will  just  relieve  the  pull  on  the  suture  line. 

A  covering  of  paratenon  fat  is  desirable.  The  long  exten- 
sor tendons  of  the  toes  are  convenient  for  this  purpose  be- 
cause in  their  absence  the  short  extensors  prevent  toe  drop. 
The  tendons  of  the  palmaris  longus,  a  sublimis  tendon,  or  if 
necessary  the  flexor  carpi  radialis  or  ulnaris  may  be  used. 
It  additional  paratenon  fat  is  necessary  to  cover  sutures  in 
the  tendon  unions,  it  may  be  obtained  from  over  the  triceps 
muscle  or  from  the  region  of  the  Achilles  tendon. 

Suture  material  for  tendon  repair  must  hold  the  tendon 
ends  together  during  motion  which  is  started  before  physi- 
ologic union  has  occurred.  Deknetal  silk  sutures  are  good, 
no.  1  on  small  tendons,  no.  2  on  larger.  A  self-threading 
needle  is  placed  on  each  end  of  an  8  in.  suture,  the  cut 
end  of  a  tendon  grasped  with  an  Allis  forceps  and  the 
tendon  transfixed  J4  in.  away  with  silk  suture  on  2  self- 
threading  needles.  One  needle  is  then  passed  diagonally 
through  the  tendon  toward  the  clamp.  This  is  done  3 
times  through  the  tendon  and  the  needle  emerges  on  the 
side  of  the  tendon  opposite  from  its  starting  point.  The 
2nd  needle  is  passed  in  a  similar  manner.  The  pinched 
portion  of  the  tendon  is  removed  with  a  sharp  knife. 

Each  needle  is  then  passed  through  the  same  side  of  the 
tendon  and  emerges  just  inside  the  edge  of  the  cut  tendon 
end. 

A  similar  suture  is  placed  in  the  same  manner  in  the 
other  cut  end  of  the  tendon.  After  both  sutures  have  been 
placed,  the  end  of  each  suture  should  be  pulled  tight  with- 
out tearing  the  tissue.  If  sufficient  pull  is  made  the  exposed 
portions  of  the  suture  will  become  buried  and  will  not  act 
as  foreign  bodies  which  produce  adhesions. 

These  knots  must  be  tied  in  a  manner  which  brings  the 
tendon  ends  tightly  together,  and  for  this  purpose  only  a 
properly  tied  square  knot  will  suffice.  The  skin  incisions 
are  closed  with  dermal  sutures  and  a  plain  gauze  dressing 
applied,  the  fingers  maintained  in  a  position  of  semiflexion 
by  a  dorsal  plaster  splint.  Passive  motion  should  be  started 
a  week  after  operation  and  repeated  daily  for  a  few  minutes. 
At  the  end  of  2  weeks  slight  active  motion  should  be  begun 
and  gradually  increased.  Physiologic  tendon  healing  is 
complete  in  6  weeks. 
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The  Raw  Apple  Diet  in  Diarrhea* 

Claudius  A.  Street,  A.B.,  M.D.,  Winston-Salem,  North  Carolina 


IN  December,  1928,  Heisler,  a  general  prac- 
titioner of  Koenigsfeld,  published  a  pamphlet 
on  the  beneficial  effects  of  the  old  empiric 
method  of  using  "apple  days"  in  the  treatment  of 
diarrheal  conditions.  This  pamphlet  came  to  the 
attention  of  Professor  Moro,  of  Heidelberg,  who  be- 
came interested  in  the  treatment,  and  tried  it 
systematically  in  a  group  of  cases  of  both  acute  and 
chronic  diarrheal  conditions  in  children. 

Moro  published  his  results  in  1929,  reporting  a 
series  of  52  cases.  Moro's  method  was  to  give  100  to 
300  Grams  of  ripe,  raw,  grated  apple  three  times 
daily  for  two  days,  with  nothing  else,  except  at  times 
a  little  sweetened  tea  if  thirst  became  severe.  The 
next  two  days  he  gave  tea,  water,  cocoa,  zwieback, 
stale  rolls,  cheese,  broth,  gruels,  mashed  potato  and 
banana.  Following  this,  he  gave  the  regular  diet 
with  milk.  The  results  were:  In  22  cases  of  acute, 
non-infectious  diarrhea,  immediate  and  permanent 
cessation  of  the  diarrhea  in  every  case  except  one, 
which  had  a  recurrence  in  one  week  requiring  two 
more  "apple  days".  In  IS  cases  of  dysentery,  the 
temperature  fell  to  normal,  abdominal  pains  and 
tenesmus  stopped  abruptly,  and  formed  stools  were 
passed  on  the  first  or  second  day  in  14  instances. 
One  patient  did  not  have  formed  stools  until  the 
second  day  of  the  transitional  diet.  The  results  were 
permanent  in  all  cases  except  two;  in  one  of  these 
there  was  a  slight  recurrence  on  the  third  day,  but 
recovery  without  further  treatment;  and  the  other, 
that  of  a  nursing  infant,  proved  fatal.  This  death 
led  Moro  to  suggest  that  this  form  of  treatment 
should  not  be  used  on  infants  under  one  year  of 
age.  In  the  cases  of  chronic  diarrhea,  mucous  co- 
litis, and  one  of  typhoid,  the  treatment  was  a  full 
success. 

Moro  believed  the  effect  was  due  to  the  large  mass 
of  swellable  substance,  which  was  non-irritating,  and 
possibly  exerted  a  sedative  effect  by  means  of  the 
tannins  present.  He  believed  this  spongy  mass 
cleansed  the  intestinal  tract  mechanically,  and  that 
it  also  absorbed  toxic  substances  of  all  sorts. 

Since  Moro's  article  was  published,  much  has 
been  written  on  the  subject,  especially  from  Ger- 
many, Vienna  and  Paris;  and  a  considerable  num- 
ber of  articles  from  the  U.  S.  and  Canada,  also. 
Among  the  papers  which  I  have  seen,  only  one, 
that  of  Smith  and  Fried,  has  been  unfavorable  to 
this  form  of  treatment.  Almost  without  exception 
the  reports  have  been  enthusiastic.  Mignot,  a 
Frenchman,  summarizes  the  general  results  of  the 
treatment  as  follows: 


"The  method  has  given  truly  excellent  results.  In 
the  majority  of  cases,  after  one  or  two  days,  the 
stools  assume  the  normal  consistency,  abdominal 
pains  disappear,  the  fever  drops,  and  cure  is  rapid.'' 

Wolff  reports: 

"Five  cases  of  clinical  dysentery,  with  innumer- 
able mucosanguinolent  stools,  tenesmus  and  fever, 
were  cured  within  24  hours  in  the  manner  de- 
scribed." 

Mouzon,  in  La  Prcsse  Medicate: 

"The  chief  field  of  Moro's  apple  diet  is  in  the 
acute  enteritides  of  infancy.  It  also  acts  favorably 
on  dysentery  due  to  the  Flexner  bacillus  and  the  Y 
bacillus,  and  that  due  to  the  colon  bacillus.  The 
colic  and  tenesmus  cease  in  one  or  two  days,  and 
the  fever  drops." 

Birnberg,  in  the  American  Journal  oj  Diseases  oj 
Children,  testifies  it  is  a  satisfactory  therapeutic 
procedure.  First,  it  alleviates  symptoms;  second,  the 
results  are  usually  permanent;  third,  it  is  safe; 
fourth,  it  is  practical  to  the  extent  that  the  apples 
are  easy  to  take,  easily  procurable  and  economically 
reasonable.  Its  action  is  not  empiric,  but  involves  a 
number  of  chemical,  physiologic  and  mechanical 
changes  or  principles.  He  states  that  in  70  cases  of 
the  various  types  of  diarrhea  treated  by  the  admin- 
istration of  raw-apple  pulp,  excellent  results  were 
obtained  in  88  per  cent.,  and  that  some  failures  were 
due  to  a  lack  of  cooperation  of  the  infant  or  the 
mother. 

Malyoth  and  others  attribute  the  action  of  the 
apple  diet  to  the  pectin  and  cellulose  content,  and 
believe  the  pectin  is  the  more  important  factor. 
Manville,  in  a  more  detailed  study  of  the  constitu- 
ents of  the  apple,  says  that  aapples  contain  vitamin 
A,  (12  to  36  units  per  ounce)  which  is  necessary 
to  maintain  a  normal  mucous  membrane,  vitamin  C 
(lyi  to  7  units  per  ounce)  which  aids  in  detoxica- 
tion;  and  also  tannic,  malic,  acetic,  butyric  and 
lactic  acids;  starches,  sugars,  cellulose,  hemicellu- 
lose  and  pectins.  The  tannic  acid  acts  as  an  astrin- 
gent, and  perhaps  aids  in  protecting  the  intestinal 
mucous  membrane;  malic  acid  helps  to  maintain  an 
acid  reaction;  butyric,  acetic  and  lactic  acids  reduce 
the  number  of  viable  bacteria  in  the  large  intestine; 
sugars  and  starches  supply  calories,  and  increase  the 
colloidal  properties  of  pectin ;  cellulose  and  hemi- 
cellulose  aid  in  removing  injurious  substances  from 
the  bowel.  The  chief  value  he  believes  to  be  in  the 
pectins,  which  are  hydrophilic  colloids  of  high  ab- 
sorptive capacity.  (Apples  are  variously  estimated 
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to  contain  from  .3r'f  to  5' ;  pectin.)  The  pectins  fix 
and  render  inert  bacilli  and  toxins,  take  up  fluid 
secretions  and  tend  to  convert  a  fluid  stool  into  a 
formed  one.  They  remove  irritants  and  provide  bulk, 
thereby  stimulating  normal  peristalsis,  and  by 
their  colloidal  and  buffer  property  aid  in  regulating 
the  hydrogen-ion  concentration. 

At  present  it  is  generally  believed  that  the  effect 
of  the  apple  diet  is  due  to  the  pectin  in  the  apples 
and  the  mass  of  apple  pulp,  the  pectin  probably 
being  much  the  more  important  factor.  Good  re- 
sults have  been  obtained  by  using  commercial 
pectin  (certo),  but  this  substance  is  so  acid  that  it 
is  difficult  to  get  children  to  take  it  in  sufficient 
quantity  to  be  of  value  in  many  cases.  A  combina- 
tion of  pectin  and  agar  has  been  used  with  good 
results,  better  in  some  cases  than  are  obtained  with 
the  apple  diet,  because  in  some  cases  the  children 
take  the  pectin-agar  mixture  more  readily  than  they 
do  the  apples. 

Various  methods  of  administering  apples  have 
been  used.  The  method  which  has  been  most  suc- 
cessful in  my  hands  is  that  described  by  Giblin 
and  Lischner,  who  reported  its  use  in  130  cases  of 
various  types  of  diarrhea  in  children  from  one 
month  to  five  years  of  age,  with  one  death.  Their 
method  is  to  give  one  to  four  table^poonfuls  of  rioe. 
raw  apple  grated  with  the  skin  on,  every  two  hours, 
day  and  night  for  two  days,  adding  ripe  banana  for 
those  children  who  dislike  apple.  Nothing  else  is 
given  by  mouth  except  tea  and  water,  but  fluids  are 
administered  parenterally.  if  necessary  to  maintain 
the  water  balance.  They  use  a  transitional  diet  of 
gruels,  cereals,  potatoes,  cocoa  made  with  water, 
zwieback  and  toast,  and  skim  milk  in  some  cases. 

Manville  advocates  the  use  of  an  apple  powder 
because  of  the  higher  content  of  pectin,  and  the 
greater  ease  of  administration.  This  method  I  have 
not  tried. 

Winters  and  Tompkins  devised  a  pectin-agar  mix- 
ture containing 

dextri-maltose  175  Grams 

pectin  6  Grams 

agar  8  Grams. 

This  is  boiled  IS  to  20  minutes  in  a  pint  of  milk  or 
water,  poured  into  eight  cups  and  allowed  to  cool. 
One  cup  is  given  every  three  hours.  This  mixture 
contains  slightly  more  than  1  per  cent,  of  pectin, 
and  with  the  agar  forms  a  jell,  the  consistency  of 
which  may  be  varied  by  using  more  or  less  liquid. 
In  private  practice  I  have  been  no  more  successful 
with  this  preparation  than  with  the  apples.  My 
patients  have  taken  the  apples  better,  as  a  rule. 
than  they  have  taken  the  substitute.  However,  I 
believe  that  in  hospital  practice,  this  preparation 
should  be  more  satisfactory  to  use,  and  should  prob- 
ably give  better  results  than  the  raw  apples.  In  a 
group  of  42  infants — 24  of  whom  were  given  the 


substitute  and  18  given  raw  apples — the  results 
obtained  by  Winters  and  Tompkins  were  better  in 
the  group  fed  on  the  substitute. 

In  an  article  in  the  Journal  of  Pediatrics   (Apr. 
1937)  Smith  and  Fried  set  forth  the  following  con- 
re^ard  to  the  aoole  diet,  based  on  their 
series  of  90  cases — 50  in  hospital  and  40  in  dis- 
pensary: 

1.  Apple  diet  was  of  no  value  in  the  treatment  of 
dysentery. 

2.  In  both  mild  and  severe  types  of  diarrhea  re- 
sults with  apple  therapy  were  no  better  than 
any  other  type  of  treatment. 

3.  Any  beneficial  results  obtained  from  the  use  of 
the  apple  diet  were  due  to  starvation  and  rest 
induced  in  the  gastrointestinal  tract  by  the 
bland,  non-irritating  qualities  of  the  apples. 

4.  The  care  of  diarrhea  depends  on  rest  for  the 
gastrointestinal  tract,  parenteral  fluids,  suppor- 
tive measures,  and  maintenance  of  the  mineral 
balance. 

This  is  a  rather  severe  criticism  of  the  apple  diet, 
until  we  investigate  the  methods  used.  To  begin 
with,  all  patients  on  admission  to  the  hospital 
underwent  a  24-hour  period  of  starvation,  during 
which  only  water  was  given.  In  my  opinion  starva- 
tion is  rarely  indicated  in  diarrhea,  and  in  many 
cases  it  undoubtedly  does  great  harm.  During  the 
second  24  hours,  if  the  nutritive  state  warranted,  the 
baby  was  given  water  and  apples:  however  the 
.  we  -e  given,  two  teasp  Kinfuls  every  two  hours, 
a  total  of  three  ounces  in  24  hours.  Moro  advised 
giving  9  to  30  ounces  in  the  same  period  of  time.  I 
try  to  give  12  to  24  ounces.  I  am  sure  I  have  never 
gotten  satisfactory  results  in  any  case  in  which  the 
intake  was  as  small  as  Smith  and  Fried  advise.  I 
feel  certain  that  the  results  obtained  are  in  direct 
proportion  to  the  amount  of  apple  taken.  I  should 
scarcely  consider  these  babies  to  have  been  on  an 
apple  diet,  and  would  more  than  likely  transfer 
them  to  the  usual  form  of  treatment.  Furthermore, 
when  Smith  and  Fried  decided  that  more  nourish- 
ment was  needed,  skim  milk  or  protein  milk  was 
given,  and  at  times  carbohydrate.  It  has  been  my 
experience  and  the  experience  of  others  that  babies 
do  not  do  well  if  given  milk,  especially  protein  milk. 
at  the  time  they  are  receiving  the  apple  diet. 

To  me  the  Smith  and  Fried  article  was  uncon- 
vincing, because  I  do  not  consider  that  these 
authors  gave  the  apple  diet  a  fair  trial. 

In  all  cases  of  diarrhea  of  any  severity,  it  is  my 
plan  to  give  two  to  four  ta'olespoonfuls  of  the  ripe, 
raw,  scraped  or  grated  apple  every  two  hours  for 
from  one  to  three  days,  or  until  the  bowel  move- 
ments are  normal.  I  usually  advise  peeling  the 
apples,  as  I  find  they  are  taken  better  this  way.  and 
I  also  find  that  they  are  taken  better,  in  many  cases, 
if  one-half  to  one  inch  of  ripe  scraped  banana  is 
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added  to  each  apple  feeding.  Along  with  the  apple 
feedings  I  give  water,  tea,  normal  saline  solution 
with  a  tablespoonful  of  sugar  to  the  pint,  to  in- 
fants; and  the  same  with  the  addition  of  fruit 
juices,  to  older  children.  Under  this  treatment,  in 
most  cases,  formed  stools  occur  within  24  to  48 
hours.  Pain  and  fever  subside,  and  the  patients  feel 
much  better.  Blood  and  mucus  in  the  stool  may 
persist,  the  blood  in  small  amounts,  after  the  stools 
are  formed,  the  mucus  disappearing  last.  After  be- 
coming formed  there  are  rarely  more  than  one  to 
three  stools  daily,  at  which  time  I  put  the  infants 
on  a  suitable  milk  formula,  and  older  children  on  a 
diet  of  cereals,  clear  broths,  potatoes,  toast  and 
zwieback,  gelatin  and  cottage  cheese.  This  diet  is 
ordinarily  continued  for  three  or  four  days,  when  the 
child  is  put  back  on  its  normal  feeding,  green  vege- 
tables being  added  last.  The  results  of  this  treat- 
ment have  been  much  more  satisfactory  than  those 
obtained  by  any  other  form  of  therapy  which  I 
have  used.  In  most  cases  the  mothers  cooperate  well, 
although  some  are  skeptical  at  first.  Full  cooperation 
is  necessary  for  the  success  of  this  treatment.  There 
are  some  babies  who  will  not  take  apples,  and  it  is 
among  this  group  that  practically  all  of  my  deaths 
have  occurred  since  I  have  been  using  this  method. 

If  this  treatment  succeeds,  the  patients  are  rarely 
seen  more  than  one  or  twice.  I  am  told  over  the 
phone  that  the  baby  is  doing  well,  or  I  am  given  the 
result  at  some  subsequent  visit.  I  first  used  raw 
apple  in  the  case  of  a  child  of  20  months,  who  had 
had  a  severe  diarrhea  with  bloody  stools  for  three 
weeks.  The  family  doctor  treated  it  for  two  weeks, 
then  sent  it  to  me.  I  treated  it  for  one  week  by  the 
usual  methods  without  observing  any  change  in  the 
condition,  much  to  the  discouragement  of  myself  as 
well  as  the  parents.  I  then  explained  the  raw-apple 
diet  to  them,  and  they  agreed  that  they  were  willing 
to  try  anything  that  I  might  suggest.  At  the  end  of 
the  first  24  hours  the  baby  had  a  formed  stool,  and 
the  blood  had  disappeared  by  the  end  of  the  second 
day.     Recovery  was  complete. 

In  another  family  in  which  a  10-year-old  boy  had 
been  successfully  treated  with  the  apple  diet,  a 
4-months-old  infant  developed  a  severe  diarrhea 
with  a  fever  of  104  ,  bloody  stools,  much  pain  and 
tenesmus.  This  baby  required  three  days  of  the 
apple  treatment,  but  made  a  complete  recovery.  I 
could  cite  many  such  cases  in  which  the  apples  were 
used  with  the  same  results. 

The  apple  diet  is  by  no  means  the  whole  solution 
of  the  problem  of  diarrhea.  I  still  lose  babies  from 
this  trouble.  However,  if  the  apples  are  well  taken. 
I  know  of  no  other  form  of  treatment  in  which   1 

can  promise  so  good  results. 
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Toxins  and  Antitoxins — The  Modus  Operandi  of 
Modern  Serum  Therapy 

(Hugo    Engel,    Philadelphia,    in    Charlotte    Med.    Jl.,    Jan., 
1896) 

What  is  immunization,  what  are  antitoxins,  and  how  do 
they  act? 

Let  us  first  recall  to  our  memory  some  well  known  facts. 
Today  an  epidemic  of  measles  breaks  out  in  some  locality. 
During  the  first  few  weeks  physicians  will  meet  with  the 
most  virulent  cases;  here  and  there  a  patient  dies  within  an 
hour  or  two.  The  e  victims  seem  to  be  overcome,  as  it 
were,  by  some  narcotic.  The  longer  the  epidemic  continues, 
the  milder  and  the  more  changed  will  become  the  picture 
of  the  disease.  Those  who  have  survived  the  seizure  are 
safe  from  a  second  attack. 

Dr.  Paul  Gibier,  the  talented  director  of  the  New  York 
Pasteur  Institute,  in  a  recent  article  states  these  interestinc 
facts  about  snake  venom: 

If  a  guinea  pig  is  bitten  by  a  rattlesnake,  it  will  die  under 
convulsions  in  less  than  one  hour.  Now.  if  we  inject  a  small 
portion  of  a  drop  of  the  same  snake  virus,  properly  diluted, 
into  the  circulation  of  a  guinea  pig,  the  animal  may  give 
some  evidences  of  malaise,  but  it  will  recover.  After  its 
usual  condition  has  been  reestablished,  we  again  inject  a 
slightly  increased  quantity  of  the  snake  virus,  continue 
gradually  to  augment  the  intensity  and  the  amount  of  the 
venom  until  we  finally  employ  the  same  dose,  of  the  same 
strength,  as  the  snake  itself  would  discharge  into  the  wound 
and  as  in  any  other  animal  of  the  same  species  would 
cause  death,  but  which  exerts  no  such  effect  upon  the  animal 
in  question,  because  that  animal  has  been  protected  against 
the  virus  by  gradually  "accustoming"  it  to  the  latter. 

A  surprising  fact  if  we  inject  some  of  the  serum  of  the 
blood  from  the  living  guinea  pig,  thus  protected,  into  the 
circulation  of  another  animal,  not  only  will  that  second 
animal  be  protected  just  as  well  against  the  same  venom, 
but  to  an  animal  bitten  by  a  rattlesnake,  that  same  serum, 
if  quickly  introduced  into  the  system  of  the  victim,  and  in 
sufficient  quantity,  will  be  the  means  of  saving  its  life. 
One  ex.  serum  must  protect  10,000  Gm.  weight  of  animal. 
It  forms  the  unit  in  the  measures.  The  quantity  of  serum 
needed  to  afford  protection  increases  as  time  (after  bite  or 
injection)  elapses. 

Most  infectious  diseases  are  produced  less  by  the  germs 
themselves — though  they  too  often  cause  irreparable  dam- 
age— than  by  a  virulent  substance  which  these  low  organisms 
manufacture,  while  they  live,  mature  and  multiply  in  the 
tissues. 

How  exceeding  virulent  they  are,  may  be  gleaned  from 
the  following: 

If  one  drop  be  taken  from  the  fluid,  in  which  the  bac- 
teria of  typhoid  fever  developed  their  toxin,  and  if  to  this 

-  drop  be  added  ooo  parts  of  sterilized  water,  the  70th 

part  of  one  drop  of  this  attenuated  fluid  suffices,  if  injected 
into  the  circulation  of  human  beings,  to  cause  the  outbreak 
of  the  mo=t  virulent  and  fatal  forms  of  typhoid  fever  in 
(>4  individuals ! 

(Continued  on  P.  545) 
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Some  Features  of  X-Ray  and  Radium  Therapy 

Case  Reports 
R.  H.  Lafferty,  M.D.,  and  C.  C.  Phillips,  M.D.,  Charlotte,  North  Carolina 


BUT  a  short  time  after  the  discovery  of  x-rays 
and  radium  in  1895  and  1896,  respectively, 
both  of  these  agencies  were  made  use  of  in 
the  treatment  of  cancer  and  of  many  benign  lesions. 
For  many  years  knowledge  of  the  agents  and  of  the 
physical  equipment  necessary  for  their  employment 
were  woefully  inadequate.  In  spite  of  these  handi- 
caps, the  pioneers  in  the  use  of  these  new  agents 
persistently  carried  forward,  learning  each  year 
more  of  the  proper  methods  for  their  use  and  slowly, 
through  the  process  of  evolution,  developed  the 
equipment  to  its  present  high  state  of  efficiency  and 
acquired  more  and  more  knowledge  of  indications 
for  and  limitations  of  these  remedial  measures. 

When  we  began  this  work,  the  senior  twenty  years 
ago,  and  the  junior  two  years  later,  our  equipment 
consisted  of  one  x-ray  transformer  capable  of  de- 
veloping 110  Kv.  This  was  soon  replaced  by  one 
which  would  develop  130  Kv.  This  transform?r, 
very  much  remodeled,  we  now  use  for  superficial 
therapy  only. 

About  1921  the  deep-therapy  machines  were  de- 
veloped and  the  voltage  was  increased  to  200  Kv. 
Although  the  tubes  at  that  time  were  still  inade- 
quate, they  could  be  used  economically  with  much 
greater  filtration  than  we  had  ever  employed  before. 
This  enabled  us  to  deliver  a  much  better  quality  of 
x-rays  to  the  tumor  in  the  deep  structures,  and  a 
greater  depth  dose  with  results  proportionately 
improved.  We  used  equipment  of  this  kind  from 
1922  to  1936,  having  added  radium  to  our  arma- 
mentarium in  1921.  Early  in  1936,  x-ray  tubes  hav- 
ing been  improved  to  such  an  extent  that  more 
current  could  be  used,  we  procured  x-ray  equipment 
of  the  pulsating  type  which  permitted  us  to  use 
220,000  volts  and  pass  through  the  tube  20  to  25 
milliamperes.  This  enabled  us  to  use  still  heavier 
filtration,  with  proportionate  improvement  of  the 
depth  dose  and  the  quality  of  the  rays.  This,  in 
turn,  has  improved  the  results  obtained.  Now  we 
use  equipment  of  the  constant-potential  type,  which 
gives  us  a  much  greater  output  of  rays,  improving 
the  quality  and  depth  dose  still  further,  and  we 
believe  that  results  will  be  further  improved.  From 
40  to  60  exposures  are  required  in  the  treatment  of 
cancer  in  the  deeper  structures,  one  given  each 
day  for  six  days  in  the  week.  Lesions  situated  at 
lesser  depth  from  the  surface  require  only  20  to  40 
treatments. 

Our  opinion,  based  on  our  experience  in  handling 


these  cases,  is  that  best  results  in  the  treatment  of 
cancer  are  to  be  obtained  by  a  wisely  combined  use 
of  radium  rays,  x-rays  and  surgical  measures. 

Much  of  the  literature  on  irradiation  therapy 
deals  with  the  treatment  of  cancer;  but  there  are 
many  benign  conditions  which  are  very  successfully 
treated  by  irradiation.  Among  these  conditions  are 
lymphadenitis  (simple  or  tuberculous),  menorrhagia 
(with  or  without  uterine  fibroid),  goitre,  many  in- 
fections— such  as  those  in  the  nasal  accessory 
sinuses,  boils,  carbuncles,  cellulitis,  erysipelas,  acne, 
gas  gangrene,  parotitis,  and  many  others. 

Illustrating  the  results  to  be  expected  we  report  a 
few  recent  cases: 

Case  1. — Carcinoma  of  Urinary  Bladder — White  man.  ' 
aged  62,  referred  to  us  by  The  Crowell  Clinic  on  January 
27th,  1934,  with  diagnosis  of  carcinoma  of  the  bladder. 
Four-and-a-half  years  prior  to  this  he  had  hematuria  for 
two  days.  For  two  years  there  had  been  some  frequency, 
hesitancy  and  diminished  force.  There  was  enlargement  of 
the  prostate  and  a  tumor  in  the  bladder.  The  prostate  was 
resected  and  a  part  of  the  bladder  tumor  was  removed 
through  the  resectoscope.  The  pathologist  reported  papil- 
lary carcinoma  of  the  bladder  with  very  little  differentiation, 
infiltration  of  stroma  and  base,  high  degree  of  malignancy. 

The  patient  was  given  deep  x-ray  therapy  in  January 
and  February,  1934.  The  next  April  he  again  had  hema- 
turia and  it  was  determined  by  cystoscopic  examination 
that  the  tumor  had  not  all  been  destroyed.  The  bleeding 
point  was  cauterized  and  further  x-ray  therapy  was  given 
in  April  and  May.  The  last  cystoscopic  examination  was 
done  in  July,  1936,  and  there  was  no  evidence  of  tumor. 
The  patient  is  now  well  almost  four  years  after  treatment. 

Case  2. — Primary  Carcinoma  of  the  Vagina. — White  wo- 
man, aged  35.  referred  to  us  by  The  Nalle  Clinic  on  April 
14th,  1936.  No  pregnancy.  Menses  appeared  at  the  age 
of  eleven  and  have  been  regular  and  normal  since.  Four 
months  prior  to  the  time  she  came  to  us  she  had  pain  in 
the  vagina  for  two  weeks  and  again  for  a  few  days  six 
weeks  ago.  For  a  month  there  have  been  frequent  attacks 
of  pain.  A  little  intermenstrual  bleeding  occurred  the  day 
before  we  saw  her.  There  was  an  ulcerated  tumor  the  size 
of  a  large  lemon  in  the  posterior  wall  of  the  vagina. 
Biopsy  was  done  and  the  tissue  was  studied  by  Dr.  L.  C. 
Todd,  who  reported  undifferentiated  (transitional,  spindle- 
celled)   carcinoma  of  high  degree  of  malignancy. 

Heavily  filtered  x-rays,  11,134  r,  were  given  to  the  pelvis 
through  five  ports;  and  radium.  1000  mehrs.,  applied  to  the 
tumor.  The  patient  is  now,  \l/2  years  later,  clinically  well, 
and  on  pelvic  examination  we  do  not  find  any  residue  of 
the  tumor. 

Primary  carcinoma  of  the  vagina  is  rare  in  our  experi- 
ence. It  comprises  not  more  than  1  per  cent,  of  the  car- 
cinomata  of  the  female  pelvic  organs. 

Case  3. — Actiniomycosis — Colored  man,  aged  26,  referred 
to  us  by  Dr.  Charles  Bunch  on  May  7th,  1936,  with  diag- 
nosis of  actinomycosis.  Six  months  prior  to  this  time 
small  nodules  appeared  in  the  left  cervical  region  and  were 
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opened  and  drained.  The  condition  advanced  rather  rap- 
idly and  when  we  saw  him  had  extended  to  the  left  side  of 
the  face  and  scalp  and  a  discharge  issued  from  two  sinuses. 

Laboratory  report  was  positive  for  actinomycosis.  Heav- 
ily filtered  deep  x-rays  were  used,  2665  r  in  14  days,  caus- 
ing blistering  of  the  skin  which  healed  in  19  days.  Three 
months  after  treatment  all  the  lesions  had  atrophied  and 
there  was  one  sinus  discharging  a  very  small  amount  of  pus 
r.hich  did  not  contain  actinomyces.  Vincent's  organism 
was  found  in  the  mouth.  In  June,  1937,  which  is  13  months 
after  treatment,  Dr.  G.  S.  Coleman,  of  Raleigh,  reported 
that  the  patient  was  well. 

Case  4. — Hodgkin's  Disease — White  woman,  aged  24,  re- 
ferred to  us  by  Dr.  B.  C.  Nalle  on  October  19th,  1926. 
Biopsy  tissue  was  studied  by  Dr.  H.  P.  Barret,  who  gave 
the  diagnosis  of  Hodgkin's  disease. 

A  few  weeks  before  coming  to  us  the  patient  noticed 
some  enlargement  of  the  cervical  lymph  nodes.  It  was 
found  that  then  some  mediastinal  nodes,  also,  were 
involved.  X-ray  treatment  was  given  and  there  was  rapid 
regression.  Three  months  later  the  patient  appeared  to  be 
well.  After  this  she  did  not  return  for  6^2  years;  then  she 
had  extensive  involvement  in  the  mediastinum  and  of  the 
right  lung  at  the  hilum.  She  had  at  that  time  been  married 
for  more  than  six  years. 

Response  to  x-ray  therapy  again  was  good;  but  nine 
months  later  there  was  a  second  recurrence,  this  time  with 
involvement  of  the  mediastinal,  abdominal  and  inguinal 
nodes.  Again  there  was  good  response  to  x-rays.  She  has 
continued  to  have  exacerbations  of  the  disease  at  six  to 
12  months  intervals,  but  each  time  responds  to  treatment 
with  the  rays.  A  year  ago  she  had  severe  abdominal  pain 
and  vomiting  and  was  deeply  jaundiced  for  several  weeks. 
On  x-ray  examination  it  was  found  that  she  had  a  non- 
functioning gallbladder.  A  diagnosis  of  cholecystitis  was 
made  and  we  believe  she  has  gallstones,  though  this  cannot 
be  positively  established  At  the  last  exacerbation  of  Hodg- 
kin's disease,  which  was  two  months  ago,  involvement  of 
the  right  lung  and  of  the  cervical,  axillary,  abdominal  and 
inguinal  nodes  was  evident.. 

This  woman  has  lived  for  eleven  years  from  the  time  the 
disease  first  appeared,  and  at  this  time  her  condition  is 
good.  At  each  exacerbation  she  loses  weight  and  strength 
rapidly  and  after  treatment  rapidly  returns  to  normal. 

Case  5. — Erysipelas — White  woman,  referred  to  us  by 
Dr.  O.  L.  Miller.  For  several  years  this  patient  had  had  a 
chronic  infection  in  the  left  hip  with  a  discharging  sinus. 
Two  days  before  we  saw  her  an  erysipelatous  rash  appear- 
ed on  the  left  hip,  and  this  spread  rapidly  and  involved 
the  entire  thigh.  The  temperature  range  was  from  103  to 
104  and  toxic  symptoms  were  conspicuous.  X-rav  treat- 
ment was  given  and  in  a  few  hours  the  fever  began  to  sub- 
side rapidly  and  the  patient  to  improve  correspondingly. 
Two  days  later  there  was  extension  to  the  lower  leg  and 
this  was  treated.  The  temperature  was  normal  the  next  day 
and  the  patient  was  in  good  condition  and  left  the  hospital 
the  followinc  day. 

The  habit  of  thinking  and  speaking  in  terms  of 
five-year  cures  of  cancer  is  founded  on  good  reasons: 
still  it  may  make  us  lose  sight  of  the  benefit  to  those 
who,  although  they  cannot  be  entirely  cured,  can  be 
and  are  greatly  benefitted.  The  months,  and  even 
years,  of  comfort  and  usefulness  which  could  not 
have  been  had  by  any  other  method  of  treatment, 
are  desiderata  worthy  of  our  serious  concern. 

Many  of  the  medical  profession  continue  to  look 
back  15  or  20  years,  when  knowledge  and  equip- 
ment were  meagre,  and  formulate  their  opinions  of 


x-ray  and  radium  therapy  from  results  obtained  at 
that  time.  Other  doctors  formulate  their  opinion  on 
the  much  better  results  obtained  at  the  present  time 
with  results  far  happier  for  themselves  and  their 
patients. 

Physical  equipment  has  been  wonderfully  im- 
proved, and  knowledge  of  the  proper  use  of  it  has 
advanced  rapidly  in  the  past  20  years,  and  there  is 
every  reason  to  believe  further  knowledge  and  fur- 
ther improvement  in  physical  equipment  will 
enormously  further  increase  the  capacity  for  good 
of  these  agencies. 

We  believe  that  the  best  results  in  the  treatment 
of  cancer  can  be  obtained  only  by  properly  combin- 
ing the  use  of  surgical  measures,  x-rays  and  radium, 
and  eliminating  haphazard  methods  of  treatment. 
The  cancer  patient  deserves  the  benefit  of  all  the 
knowledge  and  skill  we  possess. 


Toxins  &  Antitoxins  (Engel) 
(From  P.  543) 

For  preparing  a  product  to  cure  diphtheria,  gradually 
the  toxin  fluid  from  a  culture  of  diphtheria  bacilli  is  in- 
jected into  the  horse  is  made  stronger  and  stronger  until 
finally  the  animal  can  bear  the  full  strength  of  the  original 
toxin  fluid.  That  same  serum  is  then  employed  as  the 
immunizing  substance  in  the  human  being,  to  protect  it 
against  diphtheria,  for  which,  however,  a  much  smaller 
quantity  is  needed,  and  as  a  cure,  when  a  person  has  been 
attacked  by  the  disease. 

Behring  by  gradually  increasing  the  quantity  of  tetanus 
toxin  injected  by  him  into  a  horse,  so  augmented  the 
strength  of  that  tetanus  antitoxin  that  1  c.c.  of  it  sufficed 
to  immunize  500.000  mice,  each  weighing  20  grammes,  or 
200  sheep,  each  weighing  50  kilo! 

Antitoxin  also  develops  in  the  human  being  (as  in  the 
animal),  when  a  person  has  successfully  overcome  the  at- 
tack of  the  disease.  It  appears  that  that  substance  in  the 
bloody  rows  in  power  from  the  day  the  disease  "takes  a 
favorable  turn,"  as  the  phrase  goes,  until  some  time  after 
convalescence,  when  it  reaches  its  greatest  strength. 

The  products  of  the  activity  of  the  microbe  of  erysipelas 
and  those  of  the  bacillus  prodieiosus.  both  together,  seem  to 
have  arrested,  at  least  for  a  short  period  of  time,  the  further 
progress  of  some  cases  of  sarcoma,  and  to  have  caused  in 
others  a  disappearance  of  the  malignant  neoplasm  and  a 
standstill  of  the  fatal  ailment. 

It  remains  for  us  to  consider  the  mode  and  manner,  in 
which  the  toxins  and  antitoxins  act  in  the  animal  tissues. 

In  most  cases,  as  soon  as  the  pathogenic  germs  have 
gained  admittance  to  the  organism  and  reached  the  place, 
which,  because  of  the  nature  of  the  soil,  probably  suits 
them,  ere  they  have  had  time  to  manufacture  virulent 
toxins,  phagocytes — leucocytes,  become  sognizant  of  the 
fact,  that  some  dangerous  intruder  has  sneaked  in  and 
taken  possession  of  some  portion  of  tissue — swarm  to  the 
infected  locality,  the  place  from  which  danger  threatens  the 
system.  Often,  within  10  minutes  after  the  introduction  of 
the  pathogenic  germs,  (he  larger  vessels  are  emptied  of  their 
usual  number  of  phasocytes.  while  an  examination  of  the 
infected   locality  shows,  that    here  they  have  accumulated. 

First,  the  phagocytes  surrounding  the  bacteria  are  all  of 

one  size,  gradually  their  intervening  walls,  where  they  are 

in  most  intimate  contact,  become  absorbed,  and  one  or  more 

microbes  are  imprisoned  in  one  giant  cell,  the  latter  simply 

(Continued  on  P.  547) 
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Causes  and  Treatment  of  Cystitis 

The  term  cystitis  is  a  misnomer  in  at  least  90 
per  cent,  of  the  instances  in  which  it  is  offered  as 
an  explanation  of  painful  and  unduly  frequent  uri- 
nation; but  it  covers  a  multitude  of  mistakes  and 
serves  a  purpose  when  the  patient  insists  on  know- 
ing why  the  painful  and  undue  frequency.  Such 
symptoms  may  be  manifestations  of  pyelitis,  vesical 
neck  obstruction,  gonorrhea,  tuberculosis  of  the 
kidney  or  genital  tract,  urethral  stricture,  cystocele, 
ureteral  stricture  or  kink,  submucous  fibrosis  or 
thinner's  ulcer,  ureteral  calculi,  hydronephrosis, 
pyonephrosis,  bladder  or  kidney  stone,  diverticula, 
posterior  urethritis  and  prostatitis,  tabes,  kidney 
cancer,  benign  or  malignant  bladder  tumors,  in- 
flammation of  the  seminal  vesicles,  inflammation 
of  uterus  or  its  adnexa,  pregnancy  or  tumor  press- 
ing on  the  ureters  and  bladder,  nephroptosis,  mal- 
formations of  the  kidney,  incrusted  cystitis,  or  of 
one  or  more  of  a  number  of  other  conditions.  So 
one  can  readily  realize  that  bladder  inflammations 
are  secondary  in  practically  all  cases  and  that,  to 
relieve  the  symptoms  and  cure  the  disease,  it  is 
essential  to  locate  and  remove  the  source  of  the 
trouble. 

The  management  of  most  of  these  conditions  has 
been  discussed  in  previous  articles  in  this  series 
and  are  mentioned  here  only  to  emphasize  the 
importance  of  a  thorough  examination  in  all  cases 
of  chronic  and  painful  urination.  Acute  cases  caused 
by  turpentine,  cartharides,  alcohol,  or  coal-tar  prep- 
arations; by  the  prolonged  use  of  certain  urinary 
antiseptics;  by  trauma  from  sounds,  catheters  or 
cystoscopy,  will  soon  subside  under  rest,  time  and 
free  water  intake.  Hematogenous  bladder  infection 
does  not  take  place  in  the  absence  of  predisposing 
causes.  Bacteria  do  not  multiply  in  the  healthy 
bladder  in  a  freely-flowing  urine. 

The  acuteness  of  the  cystitis  is  likely  to  be  in 
proportion  to  the  acuteness  of  the  causal  focal  in- 
fection. For  instance,  when  it  is  secondary  to  ton 
sillitis  it  will  be  acute  or  chronic  as  the  tonsil  infec- 
tion is  acute  or  chronic.  In  such  cases,  tonsillec- 
tomy is  necessary  to  cure  the  cystitis.  Cystitis  due 
to  tuberculosis  of  the  urogenital  tract  is  in  propor- 
tion to  the  acuteness  and  severity  of  the  tubercu- 
losis, and  of  course  its  eradication  is  far  more  diffi- 
cult and  serious. 

No  case  of  chronic  painful  and  frequent  urina- 
be  called  a  neurosis  or  hysteria,  but 


investigated  until  its  pathology  is  found.  A  com- 
plete history,  with  chemical  and  microscopical  ex- 
amination and  bacterial  culture  of  the  urine,  cys- 
toscopy and  x-ray  examinations — all  are  very  nec- 
essary in  the  difficult  cases.  Drugs,  diet,  irriga- 
tions and  local  applications  are  worthless  until  the 
pathology  is  removed.  Before  opiates  are  used  in 
these  cases  the  likelihood  of  addiction  should  be 
carefully  considered. 

In  severe  bladder  symptoms  of  long  standing — 
such  as  frequent  and  painful  urination  day  and 
night,  urethral  and  suprapubic  pain,  terminal  ten- 
esmus, or  sensation  of  inability  to  completely  empty 
the  bladder — with  a  urine  practically  free  from 
evidences  of  infection,  suspect  Hunner's  ulcer, 
a  condition  frequently  spoken  of  as  submucous 
fibrosis  or  interstitial  cystitis.  Somewhat  similar 
symptoms  accompany  urogenital  tuberculosis;  but 
in  tuberculosis  urinalysis  reveals  far  greater  evi- 
dence of  infection,  and  the  cystoscopic  picture  is 
quite  different.  The  presence  of  tubercle  bacilli 
makes  the  diagnosis  positive.  These  patients  usual-  * 
ly  go  from  doctor  to  doctor  and  are  willing  to 
undergo  anything  recommended  for  relief.  Many 
of  them  have  already  undergone  all  kinds  of  opera- 
tions. 

There  are  three  stages — the  early  or  pre-ulcer, 
the  ulcer  and  the  scar  or  contracted  stage.  In  the 
pre-ulcer  stage,  the  cystoscopic  picture  is  quite  dif- 
ferent from  that  seen  in  the  simple  pyogenic  cys- 
titis. The  bladder  is  extremely  sensitive  and  the 
infection  involves  the  mucosa  and  the  entire  blad- 
der wall,  except  the  trigone,  and  its  capacity  is 
very  limited.  The  urge  to  void  is  almost  uncon- 
trollable. There  is  no  redness  or  edema  of  the 
mucosa,  no  purulent  deposits  on  it.  The  blood- 
vessels stand  out  prominently  against  the  pale  back- 
ground and  the  dilated  capillaries  appear  and  dis- 
appear beneath  the  thin  pale  mucosa.  Frequently 
elongated  vessels  of  deep  red  color  are  seen  to  pass 
through  the  pale  areas,  resembling  a  retinal  pic- 
ture. These  same  bladder  changes  are  seen  after 
the  ulcer  develops.  A  superimposed  pyogenic  in- 
fection may  occur,  but  when  it  subsides  the  urine 
clears  up  and  the  typical  symptoms  of  Hunner's 
ulcer  persist. 

In  the  next  stage  the  typical  ulcer  appears  with 
aggravation  of  pain  and  frequency  of  urination. 
The  characteristic  cutting  vesical  and  suprapubic 
pain  is  greatly  increased  by  motion  and  on  bladder 
distention.  The  typical  capillary  loops,  the  pale 
mucosa  and  the  irregular,  highly  sensitive  ulcer 
bleeding  readily  on  distention  can  easily  be  recog- 
nized cystoscopically.  Again  the  frequency  is  so 
disturbing  and  the  pain  so  severe  that  the  patient 
is  willing  to  have  anything  done  that  promises  re- 
lief. 

In  the  third  stage  the  bladder  is  so  sensitive  and 
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its  capacity  so  small  that  cystoscopy  without  sacral 
or  general  anesthesia  is  unsatisfactory.  The  blad- 
der wall  is  greatly  thickened  and  fibrosed,  so  much 
so  that  its  usual  capacity  of  three  or  four  ounces 
can  not  be  greatly  increased  even  under  a  general 
anesthetic.  Gross  hematuria  is  seldom  seen  and 
when  it  occurs  it  is  the  result  of  overdistention. 
When  the  bladder  is  emptied  by  catheterization, 
the  pain  is  greatly  increased  as  the  bladder  col- 
lapses and  the  catheter  comes  in  contact  with  the 
ulcer  or  the  adjacent  bladder  wall.  This,  alone,  is 
almost  diagnostic  of  Hunner's  ulcer.  If  the  blad- 
der be  then  distended  and  the  capacity  found  to  be 
not  more  than  four  or  five  ounces,  and  the  disten- 
tion causes  bleeding,  the  diagnosis  of  Hunner's 
ulcer  (submucous  fibrosis)  is  practically  certain. 
Cystoscopic  examination  in  the  third  stage  of  the 
disease  is  so  painful  that  it  yields  scant  informa- 
tion, but  with  sacral  or  general  anesthesia  much 
valuable  information  can  be  obtained.  If  the 
ulcer,  no  matter  how  small,  is  touched  with  the 
ureteral  catheter,  the  patient  will  immediately  tell 
you  that  is  the  place.  The  ulcers  and  fissures  can 
be  located  and  the  bleeding  from  them  seen  when 
the  bladder  is  distended.  The  trigone  is  practically 
never  involved.  It  is  always  involved  in  specific 
or  pyogenic  infections  and  this  is  an  essential  point 
of  differentiation  between  the  two  conditions.  The 
ulcers  are  single  in  about  SO  per  cent,  of  the  cases 
and  located  in  the  fundus.  They  occasionally  ex- 
tend laterally  toward,  but  never  involve,  the  urete- 
ral openings. 

It  is  now  generally  believed  that  the  infection 
is  blood-borne  from  foci  of  infection,  largely  in  the 
teeth  and  tonsils.  Rosenow  claims  to  have  shown 
that  the  green-pus  producing  streptococcus  found 
about  devitalized  teeth  has  a  special  affinity  for 
I  he  urinary  tract.  Beyond  this  little  is  known 
about  its  etiology. 

The  treatment  of  Hunner's  ulcer  or  submucous 
fibrosis  is  unsatisfactory.  Hunner  at  first  advo- 
cated excision  and,  between  1913  and  1915,  prac- 
ticed it.  The  immediate  results  were  very  encour- 
aging, but  soon  the  symptoms  returned  and  this 
procedure  has  largely  been  abandoned.  Frontz, 
about  the  same  time,  advocated  overdistention  of 
the  bladder  under  a  general  anesthetic.  This  treat- 
ment gives  excellent  results  in  the  pre-ulcer  stage 
when  the  muscle  walls  are  not  definitely  involved. 
This  gives  temporary  relief  in  the  second  stage. 
Bumpus  and  others  followed  up  this  plan  of  treat- 
ment by  fulgurating  the  ulcer  while  the  bladder  was 
distended,  using  precaution  not  to  overdistend.  The 
elasticity  of  the  bladder  at  the  site  of  the  ulcer  is 
very  limited  and  rupture  and  extravasation  is  quite 
possible,  especially  under  fulguration.  Peritonitis, 
t-anerrene  and  death  are  probably  result  if  ;'  e 
travasation    is  not   detected   at   the   time    ruptun 


occurs.  As  a  precaution,  a  measured  quantity  of 
saline  solution  should  be  injected  into  the  bladder 
to  capacity,  and  then  recovered  and  measured  to 
be  sure  there  has  been  no  leakage.  First  the  fi- 
guration should  completely  surround  the  ulcer,  and 
then  the  ulcer  itself  be  thoroughly  fulgurated.  This 
weakens  the  wall  additionally  and  renders  rupture 
more  likely.  This  plan  of  treatment  usually  gives 
relief  for  six  months  to  two  years.  After  recovery 
from  the  fulguration,  the  bladder  should  be  dis- 
tended to  capacity  at  regular  intervals  until  all 
symptoms  disappear.  This  can  be  done  in  the  of- 
fice under  a  local  anesthetic,  frequently  without 
this,  even.  Of  course,  all  focal  infection  should  be 
eliminated  in  the  beginning,  especially  that  found 
in  the  teeth  and  tonsils. 

Apparently  excellent  results  are  being  obtained 
by  injecting  the  ulcer,  through  a  panendoscope, 
with  absolute  alcohol.  This  may  be  done  under  a 
sacral,  but  may  require  a  general  anesthetic.  The 
technique  of  this  injection  and  the  fulguration  nec- 
essary to  destroy  such  an  ulcer  are  of  interest  to 
the  specialist  only. 

Autogenous  vaccines  thus  far  have  been  of  no 
benefit;  however,  further  research  and  clinical 
study  should  be  carried  out  along  this  line. 


Toxins  &  Antitoxins  (Engel) 
(From  P.  545) 
being  the  result  of  the  combination  of  several  of  these  pha- 
gocytes. In  the  same  way  all  the  intruders  are  immured. 
The  germs  dead,  most  of  the  phagocytes  return  to  the  cir- 
culation; the  giant  cells,  by  their  own  metabolic  action, 
digest  the  remains  of  the  dead  microbes,  and,  soon  after, 
the  whole  becomes  absorbed. 

While  some  individuals,  by  their  inherent  vitality,  by  some 
special  activity  or  other  property  possessed  by  their  phago- 
cytes, or  by  some  unknown  quality  of  their  systems,  may 
thus  destroy  the  pathogenic  bacteria,  the  antitoxin,  if  em- 
ployed for  immunizing  purposes,  evidently  bestows  this 
power  on  those  who  were  previously  not  provided  with  it. 
The  process  after  the  introduction  of  the  antitoxin  for 
protection,  is  then  the  same  as  described;  provided  the 
infection  occurs  during  the  period  of  protection— in  diph- 
theria according  to  Virchow  about  4  months — the  infectious 
germs  are  destroyed,  before  they  can  cause  any  damage. 

But  what  happens  in  unfavorable  cases?  Although  here 
also  the  phagocytes  try  to  immure  the  intruder,  yet  they 
do  not  succeed;  either  their  number  or  their  vitality  is  not 
sufficient,  or  the  germs  are  too  many  and  the  formation  of 
the  toxin  too  rapid.  We  find  in  such  cases  at  the  infected 
locality  the  dead  remains  of  the  phagocytes;  the  bacteria 
complete  their  maturity,  multiply  enormously,  and  no  hind- 
rance is  offered  to  the  diffusion  of  the  toxin  over  the  whole 
circulation.  But  with  the  toxin  active  and  spread  through- 
out the  system  the  phenomena  of  the  disease  in  question 
make  their  appearance;  the  period  0f  incubation  ha  i  i 
«a\  to  the  full  course  of  the  infectious  malady,  ending  in 
death  if  no  aid  can  be  given,  or  if  the  victim's  own  vitality 
cannot  withstand  the  virus. 

But  when  the  outbreak  has  just  occurred,  the  antitoxin 
2gain  cumes  into  play.  Researches  have-  demon 
immediate!)     upon    the    introduction    of    the   antitoxin,   the 

number   ol    leucocytes   greatlj    augments;    the?    more 
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DEPARTMENTS 


HUMAN  BEHAVIOR 

James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Flagellation  or  Incarceration 

If  you  should  be  convicted  of  a  crime  not  so 
grave  and  were  offered  the  choice  of  imprisonment 
for  a  brief  period  in  some  local  bastile  or  a  flogging 
applied  by  an  officer,  what  would  your  choice  be? 
In  a  western  county  in  Virginia,  the  press  informs  a 
horror-stricken  world,  some  judge  has  been  giving 
some  unfortunates  convicted  in  his  court  immediate 
liberation  provided  they  were  willing  to  be  lashed 
instead  of  being  imprisoned.  And  the  judicial  decree 
has  caused  an  infinite  deal  of  talk  of  brutality  and 
barbarism  and  of  retrogression  to  the  foot  of  the 
hill  which  humanity  has  been  slowly  and  pain- 
fully climbing  for  millions  of  years  in  its  steady 
ascent  into  the  higher  realms  of  civilization. 

True  it  is,  I  believe,  that  the  State  of  Delaware 
does,  for  wife-beating  and  perhaps  some  other  un- 
allowed civic  digressions,  punish  by  the  authorita- 
tively directed  and  applied  lash.  But  the  discovery 
that  such  a  primitive  form  of  the  punitive  ritual 
was  being  made  use  of  here  in  the  ancient  common- 
wealth that  birthed  most  of  the  other  common- 
wealths was  too  hard  a  blow  for  our  pride  and  our 
righteousness  to  endure,  and  we  cried  out  lustily 
against  the  retrogression. 

The  purpose  of  punishment  is  to  cause  suffering. 
The  legislative  and  judicial  purpose  inhering  in  the 
application  of  punishment  to  a  prisoner  is  said  to 
be  correctional — to  make  so  good  a  citizen  of  the 
digressor  that  he  will  afterwards  behave  himself. 
And  through  observation  of  the  suffering  of  the 
individual  prisoner  the  other  members  of  society 
are  supposed  to  be  taught  a  solemn  lesson  in  civic 
righteousness. 

But  it  may  be  true — may  it  not? — that  many  of 
our  criminal  laws  afford  us  the  occasional  oppor- 
tunity to  experience  that  exquisite  pleasure  that 
we  feel  in  causing  our  fellow-mortals  to  suffer?  If 
the  criminal  statutes  were  rationally  rewritten  most 
of  them  would  be  abolished.  Sadism  and  vengeance 
have  probably  placed  most  of  them  on  the  statute 
books. 

Have  you  yet  decided  to  tell  the  judge  that  you 
prefer  seventeen  blows  upon  your  bare  back  to 
thirty  days  in  his  local  jail?  If  not,  why  not?  You 
would  be  beaten  probably  not  heavily,  the  pain 
would  not  be  great,  and  it  would  be  of  brief  dur- 
ation. Why  not  decide  to  submit  to  the  beating  and 
go  straight  back  to  wife  and  children  and  labours 
and  duties  and  responsibilities?  That  is  a  large 
question.  One  cannot  easily  submit  one's  bare  torso 


to  a  beating  because  one  instinctively  strikes  back 
in  defense  of  one's  physical  body.  When  one  is 
struck  it  is  instinctive  for  one  to  hit  back — in  most 
primitive  times  in  defense  of  one's  body,  and  later 
in  the  evolutionary  stage  in  defense  also  of  one's 
pride. 

But  the  worst  suffering  and  pain  are  not  caused 
by  physical  hurt.  They  arise  in  the  immaterial  struc- 
tures— in  the  emotions  and  in  the  spirit.  An  upright 
and  a  brave  man  is  caused  more  hurt  in  the  as- 
saults that  are  made  upon  his  integrity  in  the 
courtroom  trial  than  by  any  physical  punishment 
that  may  be  applied  to  him  afterwards. 

If  it  be  barbaric  to  whip  a  prisoner  and  then  re- 
lease him,  why  is  it  not  even  more  cruel  to  imprison 
him  and  then  whip  him  again  and  again  because  he 
repeatedly  violates  some  penological  regulations? 
Yet  I  have  no  doubt  that  prisoners  are  flogged  in 
Virginia,  in  North  Carolina,  and  probably  in  the 
other  Southern  States  as  punishment  for  mere  mis- 
behaviour. 

And  why  not?  Does  not  society  reserve  the  legal 
right  to  apprehend  the  citizen,  even  before  he  has 
reached  voting  age,  make  him  a  member  of  the 
army  or  of  the  navy,  and  send  him  out  as  a  target 
for  the  enemy's  guns?  Does  not  the  State  exercise 
its  inescapable  power  in  belting  the  citizen  in  the 
electric  chair,  or  in  the  gas  chamber,  and  in  driving 
the  life  out  of  his  body  either  with  the  electric  cur- 
rent or  with  the  fatal  fumes? 

There  would  be  fewer  crimes  and  fewer  criminals 
were  there  fewer  statutory  crimes.  There  would  be 
fewer  criminals  were  many  first  young  offenders 
kept  out  of  prison.  Prisons  must  manufacture  crim- 
inals, just  as  some  schools  make  scholars. 

But  the  criminal  problem  needs  dispassionate 
and  thorough  study  and  we  probably  know  little 
about  the  cause  and  the  meaning  of  most  so-called 
criminal  behaviour.  And  we  know  less,  if  possible, 
about  the  punishments  to  which  prisoners  are  sub- 
jected in  our  various  penological  institutions.  And 
still  less,  perhaps,  do  we  know  about  the  values  of 
the  punishments  that  are  made  use  of. 

The  individual  patient  is  examined  and  estimated 
upon  admission  to  a  hospital,  and  upon  dscharge, 
after  having  been  treated.  Is  any  scientific  effort 
made  to  find  out  what  imprisonment,  and  the  beat- 
ings, if  any,  have  done  for  or  to  the  discharged 
prisoner?  May  we  not  be  engaging  in  a  futility,  as 
well  as  in  a  crime,  in  punishing  people — either  by 
imprisonment  or  by  flogging,  or  by  both? 

It  is  probably  true  that  laws  have  always  con- 
cerned themselves  more  about  man's  possessions 
than  about  his  being.  Whenever  some  so-called 
prophet  or  reformer  arises  to  emphasize  the  greater 
importance  of  man's  immaterial  possessions  he  is 
apt  to  be  denounced  as  a  dangerous  demagogue, 
whether  he  be  Thomas  Paine  or  Thomas  Jefferson 
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or  Jesus  or  Norman  Thomas.  We  are  living  now 
in  a  time  when  such  emphasis  is  being  reemphasized 
and  we  are  perturbed  by  it. 


GENERAL  PRACTICE 

Editor  Pro  Tern.  Elbert  A.  MacMillan,  M.D. 
Winston-Salem,  N.  C. 


Hysterical  Hyperpnea 
A  case  of  major  hysteria  with  unusually  interest- 
ing manifestations  was  recently  seen  by  the  writer. 
A  14-year-old  high  school  girl  while  at  a  night 
football  game  suddenly  became  short  of  breath  and 
complained  of  a  feeling  of  impending  death.  Ob- 
servers stated  that  her  eyes  walled  upwards,  and 
she  began  to  breathe  with  great  difficulty  and  ra- 
pidity through  her  mouth,  stating  that  she  was 
unable  to  breathe  through  her  nose.  She  was  taken 
home  and  her  parents  frantically  called  a  doctor, 
who  prescribed  a  small  dose  of  bromides  and  a 
capsule  of  nembutal.  The  patient  shortly  resumed 
her  normal  manner  of  breathing  and  after  a  little 
while  dropped  off  to  sleep  and  slept  soundly  through 
the  night.  The  following  day  she  seemed  normal 
in  every  respect  until  mid-afternoon,  when,  without 
apparent  provocation,  another  attack  similar  to  the 
first  suddenly  came  upon  her.  Seen  a  few  minutes 
after  the  onset  of  this  attack,  the  patient  presented 
a  superficial  appearance  of  being  in  extremis.  Her 
eyes  were  rolled  upward  and  fixed,  her  hands  were 
gripped  tightly,  and  she  was  breathing  at  the  rate 
of  40  respirations  per  minute,  entirely  through  her 
mouth,  and  with  a  peculiar  barking  sound.  The 
b.  p.  was  very  slightly  elevated,  the  pulse  of  good 
quality  with  a  rate  of  90,  and  there  was  no  evidence 
of  mechanical  obstruction  to  her  breathing,  and  no 
sign  of  any  organic  cause  for  her  dyspnea.  After 
a  few  minutes  she  was  able  to  talk  in  monosylla- 
bles, and  with  some  reassurance  her  breathing  be- 
came easier.  She  stated  that  she  was  able  to  feel 
normally  with  her  fingers  when  they  were  tightly 
flexed,  but  that  when  they  were  extended  it  was 
not  possible  to  feel  any  sensation.  The  mock  ap- 
pearance of  grave  illness  prompted  an  inquiry  as 
to  whether  the  patient  had  ever  observed  a  patient 
who  was  critically  ill.  It  developed  that  the  pa- 
tient's mother  has  suffered  from  hypertension  and 
asthma  for  a  number  of  years,  and  on  numerous 
occasions  has  been  in  extreme  respiratory  distress. 
This  illness  has  been  a  source  of  worry  to  the 
daughter  for  a  good  many  years,  and  it  was  stated 
by  another  member  of  the  family  that  she  had 
talked  a  great  deal  about  her  mother's  illness  and 
had  greatly  feared  her  death. 

The  development  in  the  child  of  hysterical  symp- 
toms simulating  the  grave  organic  illness  of  her 
mother,  while  far  from  unique,  seems  worth  record- 


ing. Whether  there  are  other  factors  in  the  case 
remains  to  be  seen.  Problems  of  adolescence  may 
have  precipitated  this  major  hysterical  episode;  but 
it  would  appear  that  the  underlying  cause  must  cer- 
tainly be  the  illness  of  the  mother,  and  the  resulting 
concern  in  the  mind  of  her  daughter.  The  patient 
is  a  bright  child,  in  the  10th  grade  of  high  school, 
who  had  apparently  been  normal  prior  to  her  first 
attack  of  hyperpnea.  It  would  appear  that  she 
may  profit  by  a  careful  explanation  of  her  case  on 
the  part  of  the  family  doctor,  such  an  explanation 
being  made  at  a  later  time  when  she  is  free  from 
any  major  hysterical  symptoms.  Certainly  one  im- 
portant step  in  the  management  of  such  a  case  is 
to  explain  the  situation  to  the  parents,  and  to  warn 
against  paying  too  much  attention  to  the  child  when 
she  develops  symptoms.  Such  attention  obviously 
plays  directly  into  the  hands  of  the  hysterical  com- 
plex, and  aggravates  an  already  bad  situation. 

One  additional  point  that  should  be  made  in 
connection  with  the  subject  of  hysterical  hyperpnea 
is  that  if  the  condition  continues  long  enough  alka- 
losis may  develop.  In  prolonged  cases  drastic 
measures  may  have  to  be  taken  to  combat  this  com- 
plication. 


Probable  Bacterial  Endocarditis  Apparently  Cured 

With  Sulphanilamide 
(H.  H.  Hussey,  Washington,  in  Med.  An.  D.  C,  Sept.) 
Sulphanilamide  apparently  cured  this  case  of  septicemia. 
Focus  for  the  septicemia  was  in  the  endocardium.  Strongly 
in  favor  of  the  impression  were  the  cardiac  findings,  par- 
ticularly the  development  of  an  aortic  diastolic  murmur 
during  the  course  of  the  illness,  and  the  splenomegaly. 
Against  the  impression  was  the  absence  of  embolic  manifes- 
tations. In  view  of  the  absence  of  other  cause  for  the  sep- 
ticemia and  in  view  of  the  clinical  picture,  it  is  probable 
that  bacterial  endocarditis  existed.  It  should  be  noted  that 
the  sulphanilamide  was  used  in  large  doses  for  a  long  time 
in  spite  of  cyanosis  and  without  deleterious  effect.  Had  it 
been  discontinued  after  the  usual  trial  period  or  because  of 
the  cyanosis  it  is  possible  that  the  patient  would  not  have 
recovered. 

s.  m.  at  s. 

UROLOGY 

For  this  issue,  Stephen  W.  Davis,  M.D.,  F.A.C.P. 
Charlotte,  N.  C. 


Artificial  Fever  Treatment  of  Gonorrheal 
Infections 
The  rationale  of  the  treatment  of  gonorrhea  by 
artificial  fever  has  as  its  scientific  basis  the  thermal 
death  point  that  has  been  found  for  about  250 
strains  of  Neisseria  gonorrhea  and  determined  as 
averaging  41.5°  C.  (106.7°  F.)  Doctors  Carpenter 
and  Doak  have  shown  that  the  heat  resistance  of 
the  gonococcus  to  this  temperature  varied  from  6 
to  34  hours,  the  mean  being  16.1  hours,  with  a 
standard  deviation  of  4.8  hours.  A  difference  of 
from  2  to  9  hours  has  been  noted  at  41. 5 c  C.  in  the 
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thermolability  of  strains  of  the  gonococcus  isolated 
on  the  same  occasion  from  two  different  disease 
sites,  such  as  the  urethra  and  the  eye;  indicating 
that  a  patient  may  harbor  simultaneously  more 
than  one  strain  of  the  gonococcus.  Therefore,  for 
the  rational  employment  of  artificially  induced  fe- 
ver in  the  treatment  of  gonococcal  infection,  a 
knowledge  of  the  thermal  death  point  of  the  par- 
ticular strain  of  N.  gonorrhea  involved  is  desirable. 
Treatment  by  fever  has  been  accomplished  by 
various  methods  such  as  radio-wave,  exposure  to 
air  blasts  of  high  temperature  and  relatively  low 
humidity,  the  use  of  low  temperature  and  high 
humidity,  and  the  combination  of  heated  cabinets 
plus  inductothermy.  The  method  last  named  has 
proved  both  safe  and  efficient  in  the  author's 
hands. 

In  the  early  treatments  by  artificial  fever  the 
methods  were  fraught  with  the  disadvantage  of 
falling  pulse  pressure  with  increasing  pulse  rates, 
which  left  the  patient  in  a  state  of  vascular  shock. 
We  have  determined,  in  a  series  of  cases  treated  in 
the  fever  cabinet  which  employs  low  heat  with 
inductothermy  maintaining  them  at  temperatures 
from  106  to  107°  F.  over  a  period  of  eight  hours, 
that  the  pulse  rate  averaged  124  per  minute  and 
the  vascular  shock  was  eliminated.  This,  from  a 
practical  standpoint,  eliminates  the  determination 
of  the  thermal  death  point  of  the  individual  strains 
of  gonococci,  since  the  temperature  is  maintained 
at  a  level  above  the  average  death  point  and  over 
a  sufficient  period  of  time  to  give  the  maximum 
bactericidal  effect. 

Fever  therapy,  as  employed  in  private  practice, 
should  be  a  hospital  procedure  and  not  an  office 
treatment.  The  patient  should  be  carefully  studied 
to  determine  that  he  has  no  contraindications  to 
the  treatment,  which  are:  (1)  cardiovascular  dis- 
ease, (2)  renal  damage,  (3)  nervous  or  mental  in- 
stability. All  patients  treated  have  been  referred 
by  other  physicians  or  have  been  advised  to  have 
fever  therapy  after  other  methods  of  treatment  have 
failed  to  give  results.  This  eliminates  personal 
equations  and  keeps  fever  therapy  from  degenerat- 
ing into  a  racket. 

The  essential  factors  for  treatment  are  an  accu- 
rate diagnosis  with  direct  smear,  culture  and  com- 
plement-fixation tests,  which  establish  the  presence 
of  the  infection  before  treatment  and  permit  an 
accurate  follow-up  after-treatment.  An  accurate 
history  and  a  careful  physical  examination  should 
be  combined  with  laboratory  studies,  including  de- 
termination chlorides  and  non-protein  nitrogen  of 
the  blood  and  the  sedimentation  rates.  The  basal 
metabolic  rate  should  be  determined  when  the  pa- 
tient is  extremely  nervous.  An  electrocardiogram 
should  be  made  if  there  is  any  question  of  cardiac 
disease.    The  safety  of  the  treatment  is  more  accu- 


rately insured  with  such  care.  The  services  of  a 
graduate  nurse  trained  as  a  technician  in  fever  ther- 
apy are  mandatory  in  handling  such  cases.  At  no 
time  should  the  condition  of  the  patient  be  left 
solely  to  the  judgment  of  the  attendant  nurse-tech- 
nician; a  physician  should  direct  the  treatment,  ap- 
praise the  patient's  physical  condition  and  response 
to  this  therapy  during  the  course  of  the  treatment 
and  should  be  present  at  the  completion  of  the 
treatment  for  ascertaining  the  patient's  condition  at 
that  time. 

The  technique  of  prefever  treatment  is  as  essen- 
tial as  that  of  preoperative  treatment;  the  three 
cardinal  factors  being  control  of  diet,  fluid  and 
chloride  intake,  and  sedation.  Supportive  measures 
are  the  employment  of  oxygen  intermittently  during 
the  treatment,  fluids  and  chlorides  in  impending 
collapse;  sedation  is  to  be  gained  from  drugs. 
Great  importance  is  attached  to  handling  the  pa- 
tient by  both  the  operator  and  physician  who  can 
inspire  confidence,  give  reassurance,  exert  firmness 
when  needed,  and  help  carry  the  patient  through 
the  depressed  stages  that  are  encountered.  An  ad- 
ditional adjuvant  is  diversion — by  smoking,  radio, 
and  even  motion  pictures. 

It  has  been  shown  by  careful  observers  that 
fever  therapy  per  se  does  not  render  the  diseased 
individual  free  from  his  infection,  but  it  would 
appear  that  the  body  defences  to  the  infecting  or- 
ganism, plus  fever  up  to  and  beyond  the  thermal 
death  point  of  the  organism,  are  interactive.  The 
foregoing  statement  is  based  on  the  fact  that  the 
chronic  cases  give  greater  response  to  artificial 
fever  therapy  than  do  the  acute  cases.  In  a  small 
series  of  cases,  we  have  seen  one  application  of 
fever  therapy  give  complete  relief  in  an  early  case 
of  gonorrheal  arthritis  associated  with  posterior 
urethritis.  In  another  case  of  gonorrheal  arthritis 
of  some  months'  standing,  the  patient  was  relieved 
of  the  acute  symptoms  and  was  able  to  dispense 
with  crutches  and  walk  reasonably  well  with  a  cane; 
however,  this  individual  at  a  second  treatment  had 
to  be  removed  from  the  cabinet  because  of  nervous 
instability,  which  did  not  permit  him  to  endure  a 
second  treatment.  In  cases  of  long-standing  arth- 
ritis with  gonorrheal  background,  there  was  im- 
provement of  symptoms,  but  not  complete  cure. 
Excellent  results  have  been  obtained  in  a  case 
which  combined  seminal  vesiculitis,  orchitis,  epi- 
didymitis, and  posterior  urethritis.  After  three 
treatments,  this  patient's  symptoms  subsided,  and 
on  three  subsequent  examinations  the  centrifuged 
urine  and  urethral  smears  following  prostatic  mas- 
sage were  negative  both  to  direct  gram  stain  and 
to  culture. 

We  do  not  advocate  fever  therapy  in  the  acute 
stages,  and  we  do  not  suggest  the  use  of  fever 
therapy  as  a  replacement  of  other  forms  of  treat- 
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merit  by  either  hygienic,  chemotherapeutic,  or  biol- 
ogical procedures  when  directed  by  a  competent 
urologist  or  physician.  These  methods  have  their 
value  and  there  have  been  too  many  panaceas  in  the 
treatment  of  gonorrhea  that  have  failed.  It  is  recog- 
nized that  fever  therapy  has  a  proper  sphere  after 
failure  by  other  methods,  and  we  particularly  advo- 
cate it  in  cases  of  gonorrheal  ophthalmia,  and  gon- 
orrheal arthritis,  and  in  prostatitis,  cryptic  ureth- 
ritis, seminal  vesiculitis,  epididymitis,  salpingitis 
and  gonorrheal  septicemia. 

In  summary:  in  cases  where  other  methods  of 
treatment  can  be  successfully  used,  fever  therapy, 
when  employed  in  private  practice  is  not  economi- 
cal. This  is  especially  applicable  to  the  early  and 
uncomplicated  gonorrheal  infections.  However, 
those  cases  which  fail  to  respond  to  ordinary  meth- 
ods; where  complications  are  impending  or  occur, 
leading  to  prolonged  treatment  with  debility  that 
will  incur  economic  loss,  a  saving  will  be  accom- 
plished. This  makes  fever  therapy  economical  and 
its  hazards  worth  undertaking,  since  in  competent 
hands  it  is  becoming  increasingly  safer. 


-S.    M.    tc    S.- 


INTERNAL  MEDICINE 

Paui    H.  Ringer,  A.B.,   M.D.,  F.A.C.P.,   Editor 
Asheville,  N.  C. 


Criteria  for  the  Diagnosis  and  Cure  of 
Rheumatoid  Arthritis 

In  his  presidential  address  to  the  fourth  annual 
meeting  of  the  American  Rheumatism  Association 
in  Atlantic  City,  in  June,  which  appears  in  Annals 
of  Internal  Medicine  for  October,  Dr.  Russell  L. 
Cecil,  of  New  York,  stresses  the  necessity  for 
establishing  certain  criteria  for  the  identification  of 
rheumatoid  arthritis,  which  he  calls  one  of  the 
great  diseases  of  medicine  and  groups  with  tuber- 
culosis and  syphilis  as  constituting  the  great  triad 
of  chronic  granulomatous  infections  prevalent  in 
our  climate. 

Dr.  Cecil  calls  attention  to  the  fact  that  rheuma- 
toid arthritis  is  one  of  the  few  remaining  unsolved 
problems  in  the  field  of  infectious  diseases.  Espe- 
cially must  information  be  had  about  the  influence 
of  heredity,  climate,  constitution,  malnutrition,  and 
avitaminosis. 

It  would  seem  that  the  British  try  to  make  a 
clinical  distinction  between  rheumatoid  arthritis 
with  no  known  associated  factors  and  rheumatoid 
arthritis  with  known  associated  factors.  In  Dr. 
Cecil's  opinion  rheumatoid  arthritis  should  be  look- 
ed upon  as  a  single  disease,  for  in  his  experience 
both  types  present  the  same  pathological  and  clin- 
ical manifestations  and  the  immune  responses  are 
the  same  for  each  group.  He  divides  the  necessary 


criteria  for  diagnosis  into 

Pathological 
Clinical 
Radiological 
Serological 

1 .  Pathological  criteria  are  quite  definite  but  are 
not  obtainable  except  by  means  of  a  biopsy.  Micro- 
scopically, a  vascular  granulation  tissue,  containing 
collections  of  lymphoid  cells  which  often  resemble 
true  lymphoid  follicles,  presents  a  picture  which 
Dr.  Cecil  never  has  seen  except  in  rheumatoid 
arthritis.  The  nodules  of  rheumatoid  arthritis  are 
usually  larger  than  those  of  rheumatic  fever  and 
not  so  likely  to  appear  and  disappear. 

2.  Clinical:  Dr.  Cecil  lays  down  as  the  most  im- 
portant of  all  the  fusiform  finger,  and  stresses  the 
fact  that  while  periarticular  swelling  is  a  feature  of 
any  form  of  joint  infection,  the  peculiar  doughy 
enlargement  of  the  proximal  interphalangeal  joints 
of  the  fingers  is  the  badge  of  rheumatoid  arthritis. 
Almost  as  frequent  is  the  swelling  of  several 
knuckles,  which,  when  accompanied  by  atrophy  of 
the  interossei  muscles,  gives  the  hand  its  charac- 
teristic appearance.  The  fusiform  finger  usually 
appears  early  in  the  disease  and  may  persist  for 
years.  As  the  disease  passes  into  the  inactive  stage, 
the  swelling  may  disappear  and  give  place  to  anky- 
losis and  deformity.  Almost  invariably  the  disease 
presents  a  chronic  multiple  arthritis,  by  which 
name  it  often  is  referred  to.  The  hips  and  toes  fre- 
quently escape  involvement,  a  fact  for  which  there 
is  no  explanation. 

3.  Radiological:  As  soon  as  the  very  early 
stages  of  the  disease  are  past  the  characteristic  de- 
calcification of  the  bones  and  the  soft  tissue  swell- 
ing begin  to  show  on  roentgen  ray  examination. 
With  progressive  disease,  the  interarticular  space  is 
narrowed,  due  to  thinning  of  the  cartilage.  The 
peculiar  punched-out  areas,  which  are  a  prominent 
feature  of  rheumatoid  arthritis,  have  been  stressed 
by  several  writers,  and  occur  just  as  frequently  in 
this  disease  as  they  do  in  gout,  though  in  the  latter 
disease  they  are  much  larger. 

4.  Serological:  The  most  characteristic  blood 
change  in  rheumatoid  arthritis  is  the  agglutination 
of  Streptococcus  haemolyticus  by  thepatient's  serum, 
usually  in  high  dilutions.  Dr.  Cecil  and  his  co- 
workers obtained  a  positive  agglutination  reaction  in 
97  per  cent,  of  153  cases.  Other  authorities  have 
demonstrated  streptococcal  agglutinins  in  from  67 
to  85  per  cent,  of  their  patients.  Thus,  while  a  high 
reaction  is  not  obtainable  invariably,  when  obtained 
it  must  be  looked  upon  as  strongly  confirmatory  of 
rheumatoid  arthritis. 

Another  diagnostic  reaction  is  the  sedimentation 
rate  of  the  red  blood  cells,  which  is  an  important 
feature  of  the  disease,  while  of  course  not  differen- 
tiating it  from  other  forms  of  infectious  arthritis. 
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Turning  to  treatment  and  the  evaluation  of  the 
cure,  Dr.  Cecil  comments  that  too  many  articles  are 
being  written  on  the  treatment  and  that  most  of 
them  fail  to  take  into  account  the  natural  tendency 
to  remissions  and  exacerbations;  that  the  writers 
are  too  content  to  state  that  such  and  such  a  per- 
centage of  patients  were  improved  by  the  particular 
treatment  given.  Dr.  Cecil  sets  down  the  following 
standards  of  cure: 

1.  Freedom  from  pain  and  swelling  of  the  joints 
and  partial  or  complete  return  of  joint  function. 

2.  The  patient  should  feel  well  and  should  be 
entirely  relieved  of  the  exhaustion  and  fatigability 
which  so  frequently  accompany  the  disease.  While 
ankylosis  and  deformity  may  persist  in  certain 
joints,  the  patient  does  not  mind  this  when  he  feels 
so  well  in  other  respects. 

3.  The  specific  agglutinins  for  the  hemolytic 
streptococcus  should  disappear  from  the  patient's 
serum,  the  sedimentation  rate  of  the  red  cells  and 
the  leukocyte  count  should  return  to  normal,  and 
the  secondary  anemia  be  replaced  by  a  normal 
blood  picture. 

4.  Roentgen-ray  pictures  should  show  little  or 
no  evidence  of  permanent  joint  damage  or,  at  most, 
reveal  a  certain  unavoidable  residual  damage  to 
several  of  the  joints. 

5.  The  patient  should  not  be  looked  upon  as 
cured  until  he  has  remained  free  of  symptoms  for 
one  to  two  years. 

A  clear,  rather  dogmatic,  statement  of  certain 
standards  to  be  observed  in  the  diagnosis,  treat- 
ment and  cure  of  this  disease  is  of  value  to  the 
profession,  especially  when  uttered  by  such  an 
authority.  The  problem  of  the  arthritides  is  far 
from  solution  and  their  classification  is  as  yet  sub- 
ject to  many  changes.  It  is  well  to  have  one  type 
clearly  elucidated  and  authoritatively  dealt  with. 


PUBLIC  HEALTH 

For  this  issue,  C.  C.  Hudson,  M.D. 
Health  Officer  of  the  City  of  Greensboro,  N.  C. 


Recent  Advances  in  Public  Health  Work 
The  meeting  of  the  American  Public  Health  As- 
sociation in  New  York  October  Sth  to  8th  was  held 
in  sections,  making  it  impossible  for  one  attendant 
to  give  a  complete  summary  of  the  program,  which 
included  an  enormous  number  of  valuable  reports 
of  committees  on  standard  methods  and  the  discus- 
sions in  the  nine  or  ten  sections  of  the  organization. 
Most  of  these  reports  will  be  included  in  the  Year 
Book  of  the  organization  which  will  be  sent  to 
members  of  the  Association,  and  the  various  papers 
will  be  included  in  the  Journal  of  the  American 
Public  Health  Association,  which  should  be  read 
by  everyone  interested  in  better  sanitation  and  pre- 
ventive medicine. 


One  of  the  most  interesting  programs  which  I 
heard  was  that  on  virus  diseases  which  was  pre- 
sented before  the  Laboratory  section.  An  enormous 
number  of  laboratory  investigations  have  been 
made  in  this  field  in  recent  years,  chiefly  through 
the  stimulus  of  Dr.  Rivers  and  his  associates  of 
the  Rockefeller  Foundation.  One  of  the  most  im- 
portant recent  developments  has  been  the  produc- 
tion of  a  purified  smallpox  vaccine  virus,  which  is 
now  cultivated  in  the  chorioallantoic  membrane  of 
chick  embryos.  By  using  an  incubator  and  a  few 
eggs  the  laboratory  worker  can  now  produce  small- 
pox virus  free  from  any  of  the  danger  of  producing 
skin  infection  which  is  found  in  virus  produced  by 
the  older  method  of  calf  inoculation.  The  local 
scars  produced  by  this  virus  are  smaller,  the  danger 
of  cerebral  complications  is  less  and  the  immunity 
is  as  great  as  that  produced  by  the  older  method. 
This  virus  should  prove  a  great  factor  in  our  cam- 
paign to  entirely  eliminate  smallpox. 

The  paper  by  Dr.  Webster,  of  the  Rockefeller 
Foundation,  on  the  cultivation  of  an  antirabic  vac-  ■ 
cine  is  of  decided  interest  to  all  physicians,  health 
workers  and  veterinarians.  By  the  use  of  a  spe- 
cially prepared  culture  medium,  containing  a  very 
minute  amount  of  nerve  tissue,  Dr.  Webster  has 
been  able  to  culture  the  virus  which  causes  rabies. 
By  use  of  the  vaccine  Dr.  Webster  has  been  able 
to  produce  a  high  immunity  in  lower  animals.  By 
using  the  vaccine  intraperitoneally,  he  has  been 
able  to  immunize  some  animals  for  a  period  of  four 
years;  and  most  of  the  animals  receiving  the  virus 
were  rendered  immune.  This  is  a  decided  improve- 
ment over  the  present  method  of  vaccinating  ani- 
mals, which  only  immunizes  a  small  fraction  of  the 
animals  vaccinated,  and  which  is  prone  to  cause 
rather  serious  complications,  especially  when  it  is 
used  the  second  time. 

The  report  on  the  virus  studies  on  epidemic  in- 
fluenza was  also  quite  interesting.  From  these 
studies  it  would  seem  that  our  laboratory  investi- 
gators are  now  making  progress  in  isolating  the  fac- 
tors responsible  for  this  disease  and  that  it  may  be 
possible  in  the  future  to  developing  effective  pre- 
ventive measures  against  this  disease. 

A  very  interesting  meeting  of  the  Epidemiological 
Section  was  devoted  to  the  study  of  scarlet  fever 
and  septic  sore  throat  due  to  streptococcic  infec- 
tion. In  a  report  of  three  milk  outbreaks,  read  by 
Dr.  Stebbins,  a  district  health  officer  from  Roches- 
ter, N.  Y.,  it  was  shown  that  quite  a  large  percent- 
age of  adults  as  well  as  children,  when  exposed  to 
milk  infected  with  the  hemolytic  streptococci  which 
cause  scarlet  fever,  develop  either  scarlet  fever  or 
septic  sore  throat  without  eruption.  It  was  also 
shown  that  a  previous  attack  of  scarlet  fever  pro 
tects  only  a  small  percentage  of  those  exposed  to 
infection,  and  that  no  protection  is  afforded  against 
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septic  sore  throat,  and  that  the  greater  the  amount 
of  milk  used  in  the  homes  the  higher  the  percentage 
of  infection.  This  infection  was  all  traced  back  to 
cows  with  garget,  or  udder  infection,  and  in  most 
instances  they  were  able  to  find  a  human  carrier 
who  had  infected  the  animals.  Pasteurization  of 
the  milk  immediately  stopped  the  outbreaks.  Phy- 
sicians and  health  officers  have  probably  not  been 
giving  as  careful  attention  to  septic  sore  throat  as 
they  should  from  the  epidemiological  standpoint. 

An  enormous  amount  of  work  is  being  done  in 
New  York  and  certain  other  States  on  the  develop- 
ment of  sera  for  the  treatment  of  pneumonia.  Typ- 
ing stations  have  been  established  in  various  parts 
of  the  State  by  the  health  departments  for  the  use 
of  physicians  in  the  fight  against  this  disease. 
Serum  is  now  available  for  use  against  eight  strains 
of  pneumococci,  and  it  is  likely  that  in  the  near 
future  serum  will  be  available  for  32  or  33  of  the 
strains  which  have  been  discovered. 

The  program  on  housing  was  especially  valuable 
and  the  committees  on  standards  for  plumbing, 
heating,  lighting,  construction,  size  of  house  for 
certain  size  families  should  be  of  decided  interest 
to  all  those  who  are  interested  in  seeing  better 
homes  developed  for  all  our  people. 

The  exhibits  from  various  State  Health  Depart- 
ments and  private  manufacturers,  various  other  pri- 
vate organizations  interested  in  different  phases  of 
public  health  work,  the  educational  committee  of 
the  Association  and  the  various  films  which  were 
shown  during  the  meeting,  were  sufficient  alone  to 
justify  the  trip  to  the  meeting.  Every  person  who 
is  interested  in  public  health  work  should  attend 
the  meeting  of  this  organization  whenever  it  is  pos- 
sible to  do  so. 

S.    M.    &    6. 

PEDIATRICS 

G.  W.  Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C 


Ulcerative  Stomatitis 
Every  fall  we  see  this  condition  in  very  mild  epi- 
demics; then  it  is  seldom  seen  for  the  following  10 
or  1 1  months.  Why  it  appears  when  it  does  is 
not  known.  That  it  is  infectious  is  well  recognized, 
but  why  it  appears  among  groups  of  children  not 
exposed  to  each  other  is  interesting.  The  causative 
organisms  are  a  spirochete  and  a  bacillus  which 
grow  in  symbiosis.  These  organisms  are  carried 
by  food — milk  especially — water  and  infected  eat- 
ing utensils  as  well  as  by  direct  contact  with  per- 
sons infected.  Vincent's  infection  of  the  mouth  is 
occasionally  spread  to  the  gastrointestinal  tract,  to 
the  lungs,  the  skin  and  vagina.  It  probably  takes 
on  most  serious  proportions  when  it  extends  to  the 
lungs.  A  rarely-seen,  severe  form  is  called  cancrum 
oris  or  noma. 


This  disease  was  formerly  thought  to  be  found 
where  mouth  hygiene  was  poor,  but  in  my  experi- 
ence it  is  more  frequently  found  where  the  reverse 
condition  is  true.  Measles  is  a  common  precursor, 
also  other  diseases  which  tend  to  lower  bodily  re- 
sistance. The  organisms  can  be  plainly  demon- 
strated on  a  smear  stained  with  gentian  violet. 
However,  they  are  not  easily  identified  in  every 
case. 

The  milder  form  begins  about  the  teeth  or  on 
the  inside  of  the  cheeks.  The  mucous  membranes 
become  swollen,  red  and  tender.  Bleeding  occurs 
upon  the  slightest  pressure  against  the  involved 
mucous'  membranes.  A  gray-yellow  membrane  ap- 
pears, sloughs  off,  and  a  grayish  ulcer  appears. 
Fever  up  to  104  is  common,  glands  beneath  the  jaw 
enlarge;  the  pain  will  not  allow  the  child  to  eat. 
The  odor  of  the  breath  is  foul.  Anemia  and  loss 
of  weight  usually  follow. 

Under  adequate  and  early  treatment,  the  condi- 
tion subsides  in  a  week.  Delay  in  instituting  treat- 
ment may  make  the  outlook  unfavorable.  The  teeth 
must  not  be  brushed  and  the  brush  which  has  been 
used  must  be  destroyed  lest  it  cause  reinfection 
when  brushing  is  resumed.  Little  else  than  liquids 
will  be  taken,  but  these  may  well  be  given  in  con- 
centrated form.  Dissolving  a  tablet  of  acid  acetyl- 
salicylic  in  the  mouth  20  minutes  before  food  is 
taken  seems  to  ease  the  pain.  Cocaine  derivatives, 
as  local  anesthetics,  are  rarely  indicated.  An  hourly 
mouth  wash  with  cherry-red  solution  of  potassium 
permanganate  will  reduce  the  foul  odor.  A  potent 
solution  (plenty  of  foam)  of  hydrogen  peroxide 
supplies  the  necessary  oxygen  to  destroy  the  causa- 
tive organism  sodium  perborate  powder  can  also 
be  used  for  the  nascent  oxygen  it  liberates  when 
placed  in  contact  with  the  saliva.  The  peroxide 
solution  or  sodium  perborate  powder  can  be  used 
every  two  hours  early  in  the  disease.  The  silver 
nitrate  stick  and  potassium  chlorate  tablets  or  solu- 
tions, both  dangerous  agents,  had  best  not  be  used. 
Gentian  violet,  2-per  cent,  solution,  and  bismuth 
violet  solutions  have  not  given  me  satisfactory  re- 
sults in  this  type  of  stomatitis.  In  the  advanced 
cases,  one-half  ampoule  of  bismuth  sodium  tartrate 
every  two  to  three  days  has  produced  spectacular 
results.  Pain  at  the  site  of  the  injection  is  severe 
and  lasts  for  several  days.  I  have  never  used  neo- 
or  sulph-arsphenamine  in  children — topically,  in- 
travenously or  intramuscularly.  For  children  old 
enough  to  rinse  their  mouths  properly,  the  following 
prescription  has  been  found  adequate  in  many  in- 
stances: liq.  kalii  arsenitis  oz.  v,  vini  ipecac,  oz. 
iii,  glycerini  oz.  v,  hyd.  perox.  qs  oz.  viii.  Sig. 
Dilute  one-half  with  water  and  use  as  mouth  wash 

and  gargle  every  two  to  three  hours. 

s.  u.  &  b. 

According  to  the  U.  S.  Dept.  of  Agriculture,  Maryland 
is  the  44th  stale  to  eradicate  bovine  tuberculosis. 
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HOSPITALS 

R    B    Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


The  Nursing  Profession's  Responsibility 

Far  be  it  from  me  to  utter  one  word  against  the 
nursing  profession  and  its  wonderful  work.  I  have 
taught  nurses  and  worked  with  nurses  for  the  past 
22  years,  and  I  am  thoroughly  convinced  that  they 
are  worthy  of  all  the  praise,  all  the  consideration 
and  all  the  support  that  the  doctors  can  give  them. 

Criticism,  however,  is  always  in  order.  Criticism 
does  not  mean  condemnation.  Criticism  is  intelli- 
gent evaluation.  Criticism  purges  us  of  our  weak- 
nesses and  strengthens  our  virtues,  the  conscien- 
tious graduate  nurse  welcomes,  just  as  does  every 
honest  person,  any  help  which  will  make  her  more 
proficient,  more  trustworthy  and  of  more  service. 

It  has  been  the  custom  for  a  number  of  years  to 
standardize  nursing  training  into  three  years  of  in- 
tensive study  and  practice,  during  which  time  the 
nurse  has  been  cared  for  and  educated.  After  this 
she  immediately  receives  compensation  in  keeping 
with  that  of  the  nurse  who  has  had  years  of  experi- 
ence. This  is  contrary  to  natural  law  and  will  bear 
investigation  by  the  nursing  profession. 

This  is  the  other  side  of  the  question.  The  ten- 
dency during  the  last  few  years  has  been  to  so 
increase  the  requirements  that  a  young  nurse  is 
required  to  spend  much  time  and  money  for  her 
preliminary  education,  tuition,  books,  etc.  A  large 
part  of  this  was  not  demanded  of  the  nurse  who 
took  her  training  10  years  ago.  The  young  nurse 
feels,  therefore,  that  she  should  be  reimbursed  rath- 
er promptly  for  this  great  expenditure.  It  is  true 
that  this  financial  burden  was  thrust  upon  her  by 
the  older  members  of  the  profession,  hence  her 
willingness  to  demand  equal  fees  with  the  older  and 
more  experienced  nurse. 

The  responsibility  of  the  nursing  profession  is 
first  to  the  sick  person,  and  it  is  here  that  the  writer 
wishes  to  leave  a  thought  for  earnest  consideration 
on  the  part  of  the  profession  at  large. 

The  nurse's  fee  is  the  same  whether  she  be  old. 
middle-aged  or  young.  The  patient  pays  the  same 
fee  whether  he  be  a  poor  ward  patient  or  a  wealthy. 
private-room  patient.  In  most  cases  the  ward  pa- 
tient is  really  not  able  to  pay  the  fee  that  the  rich 
person  pays.  This  being  the  case  it  would  seem  to 
the  writer  that  the  nursing  profession  should  bestir 
itself  to  remedy  this  weakness.  It  simply  means  in 
its  final  analysis  that  the  honest,  conscientious 
ward  patient  will  refuse  to  have  a  nurse  because  he 
is  not  able  to  pay  the  fee.  If  he  is  dishonest  he 
will  not  pay  the  nurse  for  her  services,  and  what  is 
worse  still,  will  not  appreciate  them.  The  unappre- 
ciative  patient  is  almost  invariably  one  who  glories 
in  tales   (mostly  lies)  prejudicial  to  the  ones  who 


have  befriended  him. 

As  a  suggestion  for  consideration  the  following 
plan  is  hereby  offered.  The  graduate  nurse  should 
use  a  sliding  scale  of  fees,  ranging  from  the  lowest 
for  the  poor,  ward  patient,  to  the  highest  for  the 
wealthy,  private-room  patient.  It  would  seem  rea- 
sonable to  establish  the  following  fees:  S2. 50  per 
day.  with  three  meals,  for  the  ward  patient;  $3.50 
and  meals  for  the  semi-private  room  patient:  S5.00 
a  day  and  meals  for  the  patient  in  private  room 
less  than  S6.00  a  day;  $6.00  and  meals  for  all  pa- 
tients occupying  rooms  at  $6.00  a  day  and  over. 
And  the  scale  might  run  even  lower  for  the  pa- 
tient who  needs  a  nurse  and  can  not  pay  the  ward 
rates. 

Another  plan  for  consideration  would  be  that 
the  nurse  charge  exactly  the  same  amount  that  the 
patient  is  paying  per  day  for  his  room,  plus  three 
meals.  In  either  plan  a  special  charge  of  $1.00  a 
day  should  be  made  for  obstetrical  cases  where  the 
baby  is  nursed,  and  for  alcoholics  or  drug  addicts. 

It  should  be  distinctly  understood  and  appreci- 
ated, howrever,  by  the  hospital  and  doctors  that  a 
nurse  should  be  free  to  ask  to  be  relieved  from 
nursing  a  patient  at  the  low  rates  if  she  has  a  call 
to  one  who  will  pay  more,  provided  she  has  been  on 
duty  with  the  first  patient  two  weeks. 

The  hospitals  would  be  delighted  to  cooperate 
with  their  most  trusted  and  loyal  friends,  the 
nurses,  in  any  plan  whereby  service  could  be  ren- 
dered to  all  those  who  need  it  without  working  a 
hardship  on  those  rendering  these  services. 


RADIOLOGY 

Wright  Ci.arkson-,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Roentgen  Therapy  of  Sinusitis 
The  use  of  roentgen  rays  in  the  treatment  of 
sinusitis  is  not  new.  In  1923  Osmond1  reported 
marked  improvement  in  12  cases  after  the  adminis- 
tration of  small  amounts  of  roentgen  irradiation. 
Since  that  time  numerous  workers  have  reported 
excellent  results  following  this  method  of  treatment. 
May-  in  1930  gave  his  results  from  roentgen 
treatment  in  235  cases  consisting  of  19  different 
inflammatory  conditions.  He  noted  great  improve- 
ment in  81.3  per  cent,  of  his  patients.  Those  with 
furuncles,  carbuncles,  lymphadenitis,  sinusitis  and 
tonsillitis  composed  the  majority  of  the  group. 

Many  members  of  the  medical  profession  are  not 
aware  of  benefits  derived  from  this  form  of  therapy 
because  most  of  the  literature  on  the  subject  has 
appeared  in  radiological  journals.  Recently,  how- 
ever, other  medical  periodicals  have  paid  consider- 
able attention  to  the  therapeutic  effects  of  roentgen 
ravs  in  the  treatment  of  sinus  disease  as  well  as  to 
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the  roentgen  treatment  of  other  infections.  Rhin- 
ologists  are  therefore  referring  many  cases  of 
chronic  sinusitis  to  radiologists  for  treatment,  with 
the  result  that  many  of  these  patients  are  for  the 
first  time  getting  relief  from  their  symptoms. 

Our  first  experience  with  the  roentgen  treatment 
of  sinusitis  was  on  Oct.  20th,  1924,  at  which  time 
one  of  us  treated  a  patient  who  had  a  chronic  in- 
fection involving  the  right  maxillary  antrum.  Com- 
parative roentgenograms  showed  prompt  and  con- 
tinuous improvement.  From  that  time  up  to  the 
present  we  have  continued  to  treat  sinus  disease 
with  roentgen  rays,  but  always  in  close  cooperation 
with  the  rhinologist. 

As  a  resume  of  our  experiences  we3  made  the  fol- 
lowing statement  in  September,  1935:  "In  acute 
and  chronic  sinusitis  x-ray  therapy  is  a  valuable 
procedure.  In  the  acute  cases  pain  is  relieved,  and 
often  it  is  not  necessary  to  resort  to  further  meas- 
ures for  cure.  The  hypertrophied  mucous  mem- 
branes of  chronic  sinusitis  frequently  return  to  nor- 
mal after  two  or  three  treatments,  as  can  be  dem- 
onstrated by  comparative  roentgenograms." 

Roentgen  therapy  for  sinus  disease,  in  the  hands 
of  the  experienced,  is  a  safe  form  of  therapy  which 
may  be  used  for  the  treatment  of  children  as  well 
as  adults.  Those  cases  suitable  for  roentgen  treat- 
ment, however,  should  be  carefully  selected  after 
close  consultation  between  the  rhinologist  and  the 
radiologist.  If  patients  with  sinus  disease  are  treat- 
ed in  a  haphazard  manner  by  the  radiologist  work- 
ing alone,  the  patient,  his  referring  physician,  and 
the  radiologist  will  suffer  many  disappointments 
and  the  method  will  fall  into  disrepute.  All  of  us 
have  many  times  seen  certain  well  established  and 
proven  valuable  methods  of  treatment  criticised  and 
believed  valueless  because  they  were  improperly 
used  and  the  patients  improperly  selected. 

It  is  not  necessary  to  treat  every  acute  sinus 
infection  with  the  roentgen  ray.  These  cases  gen- 
erally recover  with  the  simpler  methods  of  treat- 
ment. Pus  under  pressure  in  the  sinuses  should  be 
evacuated,  and  obstructions  that  interfere  with 
proper  drainage  should  be  removed. 

The  infection  accompanying  allergic  rhinitis  and 
sinusitis  also  responds  well  to  roentgen  therapy  but 
in  these  cases  an  effort  should  be  made  to  find  the 
sensitizing  agent. 

For  many  years  we  have  taken  a  roentgenogram 
of  the  nasal  accessory  sinuses  as  a  routine  in  every 
case  referred  to  us  for  roentgenograms  of  the  chest 
and  thus  we  have  been  able  to  uncover  numerous 
lung  conditions  that  were  proven  to  be  secondary  to 
chronic  sinusitis. 

We  have  seen  asthmatic  children  and  adults  re- 
lieved of  their  asthma  by  roentgen  treatment  to 
their  infected  sinuses.  In  these  cases  the  sinuses 
are  the  primary  site  of  infection,  but  the  bronchi 


are  often  involved  secondarily  and  asthma  in  these 
cases  is  the  result  of  sensitization  to  the  toxin  of 
the  invading  bacteria.  All  asthmatics  should  have 
a  careful  clinical  and  roentgen  investigation  of  the 
nasal  sinuses,  and  all  cases  with  chronic  sinusitis 
should  be  given  the  benefit  of  roentgen  therapy, 
even  though  allergic  studies  reveal  a  definite  sensi- 
tizing agent  which  may  be  readily  removed. 

The  ideal  case  for  treatment  with  roentgen  rays 
is  the  patient  with  lymphoid  hyperplasia  of  the 
nose  and  throat,  nasal  discharge,  history  of  frequent 
colds,  and  where  the  roentgenogram  demonstrates 
hyperplasia  of  the  mucosa  of  the  antra  or  ethmoids. 
These  cases  nearly  always  respond  favorably,  and 
the  result  is  usually  lasting.  If  symptoms  persist 
or  recur  another  series  of  treatments  may  be  given 
after  a  period  of  six  months. 

The  technical  factors  employed  by  us  at  present 
are  220  kv.  (peak),  20  ma.,  50  cm.  distance,  a 
thoraeus  filter  equivalent  to  2  mm.  copper,  and  a 
dose 'of  25  to  50  r  (measured  in  air).  The  treat- 
ment may  be  repeated  daily  if  indicated,  or  twice 
weekly,  for  a  total  not  to  exceed  300  r  within  a 
period  of  any  one  year.  Recurrent  attacks  in  sub- 
sequent years  we  believe  may  be  treated  with  safety 
provided  the  technique  here  prescribed  is  used  and 
provided  the  sum  total  of  all  the  irradiation  for  all 
time  on  any  one  skin  area  does  not  exceed  600  r 
units.  The  eyebrows  and  eyes  are  protected  by 
heavy  oval  lead  shields  cut  to  fit  the  bony  orbits. 
Anterior  10  x  10  cm.  portals  are  employed  as  a 
rule,  but  in  certain  cases  lateral  portals  are  helpful. 
The  size  of  the  portal  is  proportionately  reduced 
in  treating  children. 

The  roentgen  treatment  of  sinusitis  is  absolutely 
safe  provided  it  be  given  by  a  qualified  radiation 
therapist,  and  when  the  work  is  done  in  cooperation 
with  an  experienced  rhinologist  the  results  are  high- 
ly satisfactory. 
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CLINICAL  CHEMISTRY  &  MICROSCOPY 

Robt.  P.  Morehead,  B.S.,  M.A.,  M.D.,  Editor 
Wake  Forest,  N.  C. 


Biopsy  of  the  Sternal  Bone  Marrow 
It  is  a  well  known  fact  that  the  peripheral  blood 
does  not  always  reflect  accurately  the  condition  of 
the  hematopoietic  system.  The  blood  picture  is 
the  result  of  many  complex  factors  which  are  con- 
cerned with  the  growth,  destruction  and  liberation 
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of  the  various  elements  of-  the  blood.1     Diseases  of  When  it  is  impractical  to  have  the  pathologist  pres- 

the    hematopoietic    system    may    therefore    occur  ent  the  surgeon  must  be  aware  of  the  fact  that  he 

without  changes  in  the  peripheral  blood,  and  like-  is  dealing  with  a  very  delicate   tissue   and   must 

wise  diseases  not  primarily  concerned  with  hema-  handle  it  with  care  and  place  it  in  properly-made- 

topoiesis  may  produce  changes  that  suggest  disease  up  solutions  immediately.     The  material  must  be 

of  the  blood-forming  organs.     From  these  consider-  mailed  to  the  pathologist  at  once  to  avoid  too  long 

ations  it  becomes  evident  that  it  would  be  desirable  a  stay  in  the  fixing  solution.     The  cytological  ex- 

to  study  the  organs  of  blood-formation  during  life  amination  of  bone  marrow  is  the  work  of  a  man 

in  conjunction  with  studies  of  the  peripheral  blood,  with  special  training  in  this  field. 
By  correlation  of  the  two  an  accurate  diagnosis  can         As  pointed  out  by  Custer,  the  dangers  of  sternal 

usually  be  made  and  an  intelligent  therapeutic  cam-  biopsy  are  those  accompanying  any  minor  surgical 

paign  instituted.  procedure  carried  out  under  strict  aseptic   condi- 

Although  Ghedini2  performed  the  first  biopsy  of  tions.    No  ill  effects  as  a  result  of  the  procedure  are 

bone  marrow  nearly  thirty  years  ago,  only  recently  recorded.    As  is  the  case  with  any  single  diagnostic 

has  interest  been  aroused  in  this  method  as  a  diag-  procedure,  the  results  may  be  disappointing  but  not 

nostic  procedure.     Custer's  careful  studies  on  the  infrequently  the  clinician  will  be  rewarded  with  an 

structure  and  function  of  the  bone  marrow3,4  and  accurate  diagnosis  which  would  otherwise  have  been 

description  of  a  method  for  biopsy  of  the  sternum  impossible. 

have    placed    this    on    a    firm    basis    as    a    diagnostic  t   *We  have  used  and  found  entirely  satisfactory  a  1  cm. 

r  ,       ,       •        i  trephine  obtained  from  the  George  P.  Pilling  &  Son  Co., 

procedure,    and    Studies    on     the    material     obtained  Philadelphia.      Dr.    Custer    uses   a    trephine    with    parallel 

.  ,     ,  .      ,       ,,  sides    but    after    considerable    search    we    were    unable   to 

have    added    milCh    to    Our    knowledge    Ot    the    Done  obtain  this  instrument  in  the  stock  of  any  of  several  sur- 

.™  i      .    j  .i_      i  r  gical    supply    houses.      The    sides    of    our    instrument    are 

marrow.       1  he  Sternum  was  selected  as  the   bone  01  slightly  converged  but  we  do  not  consider  this  enough  of 

choice  because  it  remains  cellular  in  part  through-  ^^SStage  to  justify  the  expense  of  a  speclally  made 

out  life  and  is  readily  accessible  and  easily  trephin-  the'Ic'etic'lcid.6  reco&nized  M  Zenkers  solution  without 
ed.3,  4,  -"    The  method  outlined  bv  Custer5  and  sue-  Bibliography 

cessful  in  our  hands  is  briefly  described  below.  L  £A,MESHEK'  ™"    tBj°Psy  of  s,te™al  B°ne  Marr°wi  its 

Value  in   Study   of  Diseases   of   Blood   Forming  Organs. 
Using  rigid  aseptic  technique,  the  skin  and  subcutaneous  Amer.  II.  Med.  Set.,  185,  617,  1935. 

tissue  are  infiltrated  with  a  2-per  cent,  solution  of  procaine  2.    Ghedini,  G  :     Clin.  Med.  ital.,  47,  724,  1908. 

hydrochloride  for  2   cm.  on  either  side  of  the  midline  and  3.    Custer,  R.  P.:     Studies  on  the  Structure  and  Function 
for  a  distance  of  3  cm.  below  and  above  the  level  of  the  oi  tne  Bone  Marrow:   I.  Variability  of  the  Hemopoietic 

fourth  rib.     A  short  incision  is  then  made  in  the  midline  Pattern  and  Consideration  of  Method  for  Examination, 

down  to  but  not  through  the  periosteum.     A  small  needle  /i   £af,    and  Cun   tied.,  17,  951,  1932. 

is  introduced  between  the  bone  and  periosteum  and  a  small  4.    Custer,  R.  P.,  and  Ahlfeldt,  F.  E.:     Studies  on  the 
bleb  produced.     The  subperiosteal  space  is  then  infiltrated  Structure  and  Function  of  the  Bone  Marrow:   II.  Va- 

ever  an  area  of  about  two  cm.     A  small  incision  is  then  nations  in  the   Cellularity  in  Various  Bones  with  Ad- 

made  in  the  periosteum  and  both  sides  elevated.     The  spike  vancing  Years  of  Life  and  Their  Relative  Response  to 

of     a     1-centimer    trephine*     is    introduced    through     the  Stimuli.     Jl.  Lab.  and  Clin.  Med.,  17,  960,  1932. 

ventral  table   of   the   sternum   and  a  shallow   groove   pro-  5     Custer,  R.  P.:     Studies  on  the  Structure  and  Function 
duced  by  a  gentle  rotary-  movement  of  the  trephine.     The  0f  the  Bone  Marrow:   III.  Bone  Marrow  Biopsy.  Amer. 

instrument  is  withdrawn,  the  spike  removed   (this  is  a  pre-  /;   Med.  Sci.    185    617    1933. 

caution    against    entering    the    mediastinum),    the    trephine  6.    Kracke,  R.  R.,  and  Garver,   H.   E.:      Diseases  of  the 
reinserted   and   the   cortex   penetrated;   the   patient   experi-  Blood  and  Atlas  of  Hematology.    I.  B.  Lippincott  Cotn- 

ences  a  slight  sensation  of  pressure  as  the  marrow  cavity  pany    1937. 

is  entered.     The  trephine  is  gently  rocked  to  break  up  the 

trabeculae   and   the   button   of   bone    removed   and   placed  CORRECTION— Dr.   Morehead's   editorial   in   the   issue 

immediately    in    nine    parts    of    the    following    solution    to  for  October,  lines  14  to  19,  inclusive,  should  read: -clinical 

which  one  part  10-per  cent,  formalin  has  been  added  imme-  Plctu.re  IS  .not  5°mpatible  with  simple  hyperplasia,  and  the 

diatelv  before  use**  physician  is  driven  to  do  a  second  biopsy.    This  node  may 

Potassium  bichromate  _  2.5  gm.  show  complete  loss  of  structure,  hyperplasia,  necrosis,  fibro- 

Mercuric   chloride  5  "m  s's'  eosinophils  and  plasma   cells;   but   from  these   features, 

Distilled   water  100°  c  either  singly  or  collectively,  a  positive  diagnosis  can  not  be 

.     ,  .,    r  r  .  .  made. 

A    lew    small    fragments    of    marrow    are    then    removed,  s,  M.  A  8. 

with  a  sharp  spoon  curette,  and  handed  to  an  assistant  who 

places   several   in   the   fixing   solution,   the    remainder   being                                                SURGERY 
used  for  smears.     The  latter  are  prepared  bv  gently  grasp- 
ing the   fragment  with  fine  forceps  and  pulling  it  evenly                Geo-  H-  Bunch'  MD-  Edilor-  Columbia,  S.  C. 
over  clean  slides.    As  the  smear  dries  it  is  immersed  in  pure 
methyl  alcohol  for  ten  seconds.     In  the  meantime  the  sur-  r>„„»„* , t>„„  -.„,. 

,     ..  ..        ...  ...  , ,    ..  Pseudomyxma  Peritonei 

geon   packs   the   marrow   cavity   with    gauze   until   bleeding 

stops.     The  periosteum  is  then  allowed  to  cover  the  wound  RECENTLY  a  feeble  white  man   73   years  old  was 

and  the  skin  is  closed  with  No.  00  plain  catgut.  admitted    into    the   Columbia    Hospital    with    large 

Custer  insists  on  the  presence  of  the  pathologist  bilateral  inguinal  herniae  of  many  years  duration, 

at  operation.     While  we  realize  that  this  is  desir-  the  one  on  the  right  strangulated.     At  operation 

able,  we  do  not  feel  that  his  presence  is  imperative,  under  spinal  anesthesia  there  was  spontaneous  re- 
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duction  en  masse  of  the  still-obstructed  small  intes- 
tine, and  we  were  surprised  to  find  both  the  hernia 
sac  and  the  pelvic  peritoneal  cavity  filled  with 
beautifully  clear  gelatinous  material  of  brilliant 
amber  color.  After  releasing  the  strangulated  loop 
of  intestine  a  mass  was  found  within  the  abdomen, 
which  on  deliver)'  proved  to  be  the  appendix  with 
the  distal  end  imbedded  in  a  large  mass  of  the 
amber  jelly.  After  the  removal  of  the  appendix  a 
perforation  at  its  tip  was  found  filled  with  the 
jelly  which  was  escaping  from  the  lumen  of  the 
appendix  into  the  peritoneal  cavity.  Owing  to  the 
age  and  the  poor  condition  of  the  patient  we  re- 
moved only  a  small  part  of  the  material  from  the 
abdomen  before  repairing  the  hernia.  Convales- 
cence was  uneventful  except  for  senile  hallucina- 
tions.  Sixty  days  after  the  repair  of  the  right  her- 
nia the  patient  returned  with  strangulation  of  the 
left  hernia.  At  this  operation  no  colloid  material 
was  found  and  the  peritoneum  appeared  to  be  nor- 
mal in  every  way. 

This  case  is  unique  in  that  it  is  one  of  pseudo- 
myxoma peritonei,  caused  by  the  rupture  of  a 
mucocele  of  the  appendix,  proved  at  a  second  lapa- 
rotomy six  weeks  after  appendectomy  to  be  well 
and  free  from  pseudomucin  within  the  peritoneal 
cavity.  The  condition  follows  the  rupture  of 
pseudomyxomatous  cysts  of  the  ovary  or  of  a 
mucocele  of  the  appendix.  Such  cysts  of  the  ovary 
are  often  a  complication  of  adenocarcinoma  arid 
rupture  of  them  is  followed  by  malignant  implanta- 
tions uver  the  viscera  and  peritoneum.  Adenoma- 
tous cysts  of  the  ovary  and  mucocele  of  the  appen- 
dix, although  benign  when  they  rupture,  are  often 
followed  by  rapid  increase  of  the  mucoid  material 
in  the  peritoneal  cavity  from  the  secretion  of  the 
implanted  epithelial  cells.  As  the  lymphatic  chan- 
nels become  clogged  with  this,  absorption  is  ham- 
pered and  distention  occurs.  Sometimes  incredibly 
large  amounts  of  pseudomucin  form.  Biggs  is  re- 
ported to  have  removed  350  pounds  of  it  in  12 
operations  within  9  years  before  the  patient  died 
at  the  age  of  75.  The  first  ovariotomy  by  Ephraim 
McDowell  was  for  the  removal  of  an  enormous 
pseudomyxomatous  cyst. 

Seelig  says  that  the  disease  may  run  a  benign 
or  a  malignant  course  without  furnishing  any  dif- 
ferentiating criteria,  macro-  or  microscopically. 
Cases  of  ovarian  origin  are  more  apt  to  be  malig- 
nant; those  of  appendiceal  origin,  benign.  The 
appendix  is  the  only  source  of  the  disease  in  the 
male,  in  whom  the  pseudomucin  may  be  encapu- 
lated  in  the  right  iliac  fossa  forming  a  palpable 
mass,  or  if  the  material  is  more  generally  distrib- 
uted it  may  be  localized  into  multiple  cystic  masses 
by  fibrous  adhesions.  Usually  when  the  appendix- 
is  removed  the  pseudomucin  is  absorbed  as  in  the 
case  reported  but  even  after  appendectomy  secret- 


ing activity  may  continue.  With  the  physical  signs 
of  increasing  ascites  the  patient  becomes  cachectic 
and  at  autopsy  may  have  adhesive  peritonitis  with 
infiltration  of  the  abdominal  wall  as  in  carcinoma- 
tosis. 

The  treatment  of  pseudomyxoma  peritonei  is 
surgical  removal  of  the  primary  focus — appendix 
or  ovary — before  rupture  takes  place  and  dissemi- 
nation occurs.  At  operation  the  diseased  organ 
should  be  removed  in  toto.  Cysts  of  the  ovary 
should  not  be  perforated  so  that  removal  may  be 
done  through  a  shorter  incision.  When  dissemi- 
nation has  already  occurred  radiation  is  advised  by 
Masson  of  the  Mayo  Clinic. 

Pseudomyxoma  peritonei,  while  not  a  common 
disease,  is  of  sufficient  importance  to  warrant  even 
the  occasional  operator  knowing  its  characteristics 
so  that  he  may  recognize  it  and  treat  it  properly. 


HISTORIC  MEDICINE 


Observations  in  the  Military  Hospital  at  Buf- 
falo, on  the  Niagara  Frontier,  in  the 
Campaign  of  1814 

W.  E.  Horner,  M.D.,  Philadelphia 
Late  Hospital  Surgeon's  Mate.   Demonstrator  of  Anatomy 

in  the  University   of  Pennsylvania 
(Abst.  from  Article  in  American  Medical  Recorder  for  Octo- 
ber,  1819) 

Our  most  common  dressing  was  basilicon,  simple 
cerate  or  tallow;  poultices  or  discutients  were  sel- 
dom indicated. 

Gunshot  wounds  which  did  no  injury  to  bones, 
or  to  the  great  cavities,  generally  did  well. 

When  the  large  cylindrical  bones  were  broken, 
our  resort  was,  for  the  most  part,  amputation.  Of 
fractures  of  ossa  humeri  and  ossa  femoris  a  major- 
ity resulted  fatally,  or  amputation  proved  neces- 
sary. 

A  short  time  after  a  gunshot  fracture,  the  limb 
becomes  highly  intlamed,  and  swells  to  twice  its 
natural  size;  sinuses  open  into  the  wound  after  a 
time;  the  patient's  health  is  destroyed,  he  becomes 
afflicted  with  diarrhea  and  hectic  fever,  which  fre- 
quently carry  him  off. 

During  the  heat  of  the  summer  our  amputations 
were  very  unsuccessful,  so  much  so  as  almost  to 
discourage  us  from  performing  them. 

Traumatick  gangrene  was  very  common;  a  va- 
riety of  tonic,  and  other  means,  were  adopted  to 
arrest  its  progress,  and  amongst  the  latter,  ampu- 
tation: nothing  succeeded. 

Wounds  attended  with  much  discharge,  were  fre- 
quently infested  with  maggots;  the  most  diligent 
attention  from  nurses  could  not  prevent  it.  It 
was  a  most  serious  evil,  and  frequently  involved  the 
life  of  the  patient,  from  the  irritation  produced. 
It  was  curious  to  see  how  deeply  these  animalculae 
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would  work  their  way  into  wounds,  producing,  in 
some  instances,  as  complete  a  dissection  of  the  mus- 
cles, as  could  have  been  performed  by  the  knife. 

I  saw  a  few  cases  of  wounds  through  the  large 
joints  which  healed  by  anchylosis.  We  most  fre- 
quently had  to  amputate,  or  lose  the  patient,  in 
consequence  of  sinuses  and  hectic  fever. 

Wounds  of  the  brain  did  not  always  prove  imme- 
diately fatal.  A  private  was  wounded  on  the  25th 
of  July;  the  ball  penetrated,  transversely,  the  fore- 
head, passed  through  the  brain  ventricles,  and  frac- 
tured the  opposite  part  of  the  cranium;  he  died  on 
the  2nd  of  September  following.  Several  other  in- 
stances occurred,  in  which  the  substance  of  the 
brain  was  wounded  by  balls,  and  by  tomahawks, 
in  which  the  patients  continued  to  live  for  several 
days. 

Several  persons  recovered  who  were  shot  through 
the  throat,  in  such  a  manner  as  to  endanger  the 
carotid  arteries,  and  the  most  important  nerves. 
Amongst  them  were  brigadier  now  major-general 
Ripley,  and  lieutenant  Mcintosh  of  the  rifle  corps. 
Both  these  officers  lost  the  use  of  their  upper  ex- 
tremities for  a  long  time,  and  suffered  exquisite 
pain  in  them.  The  latter  discharged  the  ball,  per 
anum,  several  months  after. 

Several  recoveries  from  wounds  through  the  tho- 
rax took  place. 

Wounds  of  the  abdomen,  and  its  contents,  were 
in  several  instances,  recovered  from ;  amongst  them 
were  lieutenant  Cisna,  of  the  19th  infantry,  and  a 
serjeant  White:  in  the  first  the  ball  entered  below 
the  navel,  and  came  out  near  the  spine:  about  6 
weeks  afterwards,  a  button  was  discharged  from 
the  wound,  near  the  spine,  which  had  been  carried 
in  along  with  the  ball.  Serjeant  White's  belly  was 
penetrated  by  a  ball,  which  also  took  in  some  frag- 
ments off  the  breech  of  his  musket.  The  fragments 
were  afterwards  discharged  at  the  orifice  of  the 
wound,  during  a  free  suppuration. 

I  saw  a  case  terminate  happily,  where  the  ball 
had  entered  above  the  symphysis  pubis,  and  come 
out  posteriorly;  the  fundus  of  the  bladder  was 
penetrated;  for  several  weeks  there  was  a  constant 
dripping  of  urine  from  the  anterior  wound;  it,  at 
length,  ceased  to  flow  in  this  direction,  and  came 
in  the  natural  way. 

Wounds  of  the  spine  all  pretty  much  the  same; 
being  attended  with  loss  of  sensibility  and  motion, 
in  all  the  parts  below  the  injury,  and  death. 

One  or  two  amputations  took  place  at  improper 
periods  and,  by  their  fatal  results,  shewed  the  ne- 
cessity of  attending  well  to  the  rule  that  such  oper- 
ations are  never  to  be  performed  in  gun-shot 
wounds,  except  in  a  few  hours  after  their  reception, 
or  after  several  weeks  have  elapsed  and  the  symp- 
toms of  inflammation  are  entirely  gone. 

In  one  instance,  a  cannon  ball  entered  a  hospital, 


and  ranged  along  the  feet  of  a  row  of  bedsteads, 
carrying  away  several  legs  in  its  course. 

I  saw  one  case  of  recovery  from  amputation  at 
the  shoulder  joint:  this  operation  was  performed  by 
Dr.  Gales. 

A  private  was  overhauled  by  some  Indians,  who 
knocked  him  down  with  a  tomahawk.  The  blow 
did  not  stun  him;  he,  however,  had  the  prudence  to 
feign  death,  and  got  off  with  the  loss  of  his  hairy 
scalp,  which  was  removed  in  a  circular  line  just 
above  the  tips  of  the  ears. 

Sloughing  is  described  by  writers  in  such  a  man- 
ner as  to  make  the  novitiate  believe  that  the  parts 
injured  by  the  ball  are  separated  from  the  living 
parts,  and  come  out  in  pretty  much  the  same  way 
as  the  lining  would  from  the  sleeve  of  a  coat.  I 
have  never  seen  this,  nor  anything  like  it. 

Gun-shot  wounds  seldom  bleed  much  at  first,  or, 
indeed,  at  any  part  of  their  course.  Secondary 
hemorrhage,  proceeding  from  the  sloughing  involv- 
ing the  large  trunks  of  arteries  is  a  rare  occurrence. 

In  simple  wounds,  poultices  were  scarcely  ever* 
indicated,  the  inflammatory  symptoms  subsided  as 
the  discharge  of  pus  increased;  the  applications  in 
common  use  were  the  daily  washing  of  the  wounds 
with  soap  and  warm  water,  and  a  plaster  of  basili- 
con,  or  simple  serate,  or  tallow  spread  upon  patent 
lint.  We  were  frequently  in  want  of  the  latter, 
and  its  place  was  tolerably  well  supplied  by  slips 
of  the  cotton  muslin  which  we  used  for  bandages. 
When  the  sores  showed  an  indisposition  to  heal, 
they  were  washed  with  brandy  or  whisky. 


Sketch  of  the  Improvement  of  Medical  and 

Surgical  Science  in  the  United  States, 
During  the  Last  30  Years 

(Abst.  from  Editorial  in  American  Medical  Recorder, 
October,  1819) 

In  noticing  the  progress  of  medical  improve- 
ments in  the  United  States,  our  view  is  necessarily 
directed,  principally,  to  the  University  of  Pennsyl- 
vania. For  this  institution  may  with  propriety  be 
denominated  the  punctum  saliens  of  medical  science 
in  America.  It  is  to  the  free  and  independent  spirit 
of  inquiry  which  some  of  its  eminent  teachers  have 
manifested  in  the  pursuit  of  medical  science,  as 
well  as  to  the  equally  bold  and  unrestrained  spirit 
of  investigation  which  for  many  years  characterized 
the  pupils  of  this  institution  that  we  are  to  look  for 
almost  everything  that  is  valuable  in  the  improve- 
ment of  American  medicine. 

Previous  to  about  1 790,  the  systems  of  Boer- 
haave  and  Cullen  were  almost  universally  adopted 
amongst  us.  In  the  remediate  treatment  of  dis- 
eases, however,  American  physicians  early  found 
themselves  obliged  to  strike  out  new  plans  of  cure, 
or  to  pursue  the  modes  of  treatment  proposed  in 
the  books  with  a  boldness  corresponding  with  the 
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more  rude  and  vigorous  features  of  our  native  dis- 
eases. 

Dr.  Rush  was  the  first  to  promulgate  an  Amer- 
ican system  of  medicine.  This  system  which  was 
at  once  bold,  plausible,  and  novel  in  its  views, 
forms  an  important  epoch  in  American  medicine. 
"It  rejects,"  its  author  says,  "the  nosological  ar- 
rangement of  diseases,  and  places  all  its  numerous 
forms  in  morbid  excitement,  induced  by  irritants 
acting  upon  previous  debility.  It  rejects,  likewise, 
all  prescriptions  for  the  names  of  diseases,  and  by 
directing  their  applications  wholly  to  the  forming 
and  fluctuating  state  of  diseases,  and  the  system 
derives  from  a  few  active  medicines  all  the  advan- 
tages which  have  been  in  vain  expected  from  the 
numerous  articles  which  compose  European  treat- 
ises upon  the  materia  medica.'' 

The  nature  and  treatment  of  dropsical  com- 
plaints are  now  much  better  understood,  and  Dr. 
Rush  has  the  merit  of  having  first  advanced  correct 
views  concerning  the  pathology  and  treatment  of 
these  diseases.  He  removed  them  from  the  class 
cachexia  and  placed  them  with  febrile  diseases.  He 
showed  by  a  train  of  incontrovertible  argument, 
that  dropsy  is  a  disease  attended  by  morbid  excite- 
ment and  preternatural  action  of  the  arterial  sys- 
tem. 

The  instances  of  European  writers  availing  them- 
selves, without  due  acknowledgements,  of  the  sug- 
gestions and  improvements  of  American  physicians, 
are  by  no  means  few. 

A  more  simple  and  efficacious  treatment  of  pes- 
tilential diseases,  and  a  more  discriminating,  ra- 
tional and  decisive  employment  of  the  remediate 
articles,  and  especially  of  blood-letting  in  febrile 
diseases. 

Mania  a  potu  has  lately  been  treated  in  a  new 
and  successful  manner  with  emetics  by  Dr.  Jos. 
Klapp. 

The  successful  application  of  the  tincture  of 
guaiacum  in  dysmenorrhea,  as  recommended  by 
Dr.  Dewees,  deserves  to  be  noticed  among  the  im- 
provements of  practical  medicine.  By  the  use  of 
this  remedy,  the  membrane  formed  on  the  internal 
surface  of  the  uterus  in  this  disorder,  and  which 
causes  difficult  and  painful  menstruation  as  well  as 
sterility  is  expelled  and  its  subsequent  formation 
prevented,  and  the  pain  and  barrenness  which  arose 
from  its  presence  obviated. 

Surgery  has  received  numerous  and  important 
improvements  in  the  United  States.  It  is  practised 
here,  perhaps  in  a  more  perfect  state,  than  in  any- 
other  country. 

Dr.  Physick's  improvement  on  the  gorget  is  im- 
portant. 

The  long  splint  of  Desault,  used  in  fractures  of 
the  thigh,  has  received  a  useful  modification  from 
Dr.  Physick.    The  improvement  consists  in  increas- 


ing the  length  of  the  splint,  so  that  the  counter- 
extension  is  more  in  the  direction  of  the  thigh. 

Dr.  Hartshorne  invented  a  splint  placed  on  the 
inside  of  the  leg,  reaching  from  the  perineum  to  6 
inches  below  the  foot.  The  upper  extremity  is  cut 
out  like  the  top  piece  of  a  crutch,  which  is  lined  and 
stuffed  with  hair.  This  part,  resting  upon  the 
perineum  and  ischium,  serves  as  a  support  to  the 
counter-extending  force. 

The  angular  splints,  used  by  Dr.  Physick  in 
fracture  of  the  os  humeri  at  or  near  the  condyle, 
to  prevent  a  deformity  which  is  extremely  apt  to 
occur  in  these  cases,  is  also  an  improvement  de- 
serving notice.  Dr.  Physick  has  ascertained  that 
the  same  advantage  may  be  more  certainly  obtain- 
ed by  keeping  the  patient  in  bed,  ''with  the  arm 
flexed  at  the  elbow,  and  lying  on  its  outside  with 
the  rectangular  splints  supported  by  a  pillow." 

Dr.  Physick  has  introduced  (in  1800)  the  use 
of  a  curved  forceps,  by  which  the  needle  is  held, 
and  thus  rendered  perfectly  manageable.  He  is 
the  first  surgeon  who  proposed  and  used  such  an 
instrument,  for  the  purpose  of  taking  up  deep 
seated  arteries. 

Blisters,  when  locally  applied  to  a  part  in  a  state 
of  mortification  consequent  to  inflammation,  will 
generally  put  an  immediate  stop  to  its  progress. 
Dr.  Physick  introduced  this  practice  in  1803.  The 
blister  should  be  large  enough  to  cover  all  the 
sound  parts  in  contact  with  the  diseased.  "I  have 
witnessed  its  effects,-'  says  Dr.  J.  S.  Dorsey,  "in  a 
variety  of  instances,  and  have  no  hesitation  in  rec- 
nmmending  it  in  preference  to  all  other  local  reme- 
dies. After  the  first  dressing  of  the  blister,  it  will 
generally  be  found  that  the  mortification  has  ceased 
to  progress,  and  in  a  short  time  the  separation  of 
the  sloughs  commence." 

Dr.  Physick's  mode  of  treating  artificial  anus 
consists  in  consolidating  the  sides  of  the  intestines 
laterally,  for  a  short  distance  below  the  artificial 
opening.  To  effect  this  union  a  ligature  was  passed 
through  the  intestine,  and  suffered  to  remain  a 
week,  keeping  its  sides  in  close  contact.  A  portion 
of  this  consolidated  partition  between  the  two  ex- 
tremities of  the  intestine  was  afterwards  removed 
by  cutting,  the  faeces  were  passed  by  their  natural 
route,  and  the  external  aperture  was  healed  up 
without  difficulty. 

The  application  of  blisters  to  the  tract  of  an 
inflamed  vein  is  a  practice  of  much  value.  This 
treatment  was  first  introduced  by  Dr.  Physick. 

In  false  joints  from  fracture,  Dr.  Physick  has 
introduced  the  practice  of  passing  a  seton  through 
the  diameter  of  the  limb,  between  the  two  frag- 
ments of  the  bone,  in  order  to  inflame  their  ex- 
tremities and  thereby  to  produce  a  reunion  of  the 
fractured  bone. 

Dr.  Physick's  armed  bistoury,  for  the  operation 
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of  fistula  in  ano,  is  also  an  improvement  of  consid- 
erable value. 

The  use  of  copious  bleeding  in  facilitating  the 
reduction  of  luxations,  originally  proposed  by  Dr. 
A.  Monro,  was  first  put  into  practice  in  our  country 
by  Dr.  Physick. 

In  consequence  of  having  remarked  that  strips 
of  adhesive  plaister  applied  over  ulcers  were  soon 
dissolved  in  the  pus  discharge  from  them,  Dr. 
Physick  suggested,  many  years  ago,  the  use  of 
animal  ligatures,  for  the  purpose  of  taking  up  ar- 
teries. "For  as  all  the  processes  requisite  for  the 
obliteration  of  a  blood  vessel  secured  by  a  ligature 
are  completed  ...  in  two  or  three  days,  it  follows, 
that  if  the  ligature  applied  be  made  of  materials 
capable  of  securing  the  vessel  during  this  space  of 
time,  and  liable  to  decomposition  and  solution  in 
the  animal  fluids  afterwards,"  much  advantage 
would  be  gained.  Dr.  Physick  proposed  the  use 
of  leather  for  this  purpose;  and  in  an  experiment 
made  in  1814,  with  a  buckskin  ligature,  applied  to 
the  large  artery  of  a  horse,  it  was  found  to  afford 
all  the  advantages  for  which  it  was  suggested.  "It 
restrained  the  bleeding,  and  was  discharged  in  a 
liquid  state  in  two  or  three  days." 

It  has  long  been  a  question  of  much  difficulty, 
with  surgeons,  why  inflammations  so  readily  take 
place  in  cavities  that  are  laid  open  to  the  admission 
of  the  external  air.  This  question  received,  at  last, 
a  satisfactory  solution  by  the  late  Dr.  James  Cocke 
of  Maryland,  in  his  inaugural  dissertation  publish- 
ed at  Philadelphia  in  1804.  This  gentleman  shew- 
ed, by  a  variety  of  well  devised  and  satisfactory 
experiments,  "that  the  inflammation  which  super- 
venes on  the  surfaces  of  wounded  cavities  is  the 
consequence  of  the  change  and  diminution  of  tem- 
perature caused  by  the  admission  of  air  into  them. 
That  the  vessels  are  first  debilitated  by  the  abstrac- 
tion of  their  natural  heat,  and  that  they  afterwards 
take  on  an  increased  action  and  inflame." 

When,  in  pregnancy,  the  placenta  is  situated  over 
the  mouth  of  the  uterus,  much  difficulty  and  danger 
from  hemorrhage  usually  attends  for  some  time 
previous  to,  and  during  parturition.  In  cases  of 
this  kind,  the  common  practice  is  to  break  through 
the  placenta  and  to  deliver  the  child  by  the  feet. 
Dr.  Dewees  directs  the  accoucheur  to  pass  his  hand 
up.  between  the  placenta  and  membranes  and  the 
uterus  to  the  top  of  this  organ — there  to  rupture 
the  membranes,  and  laying  hold  of  the  child's  feet, 
to  deliver  it. 

Inversio  uteri,  when  incomplete,  becomes  stran- 
gulated, and  its  reduction  is  rendered  impossible 
Dr.  Dewees  grasps  the  projecting  tumour  of  the 
uterus  firmly,  and  to  bring  it  forwards,  so  as  to 
complete  the  inversion.  This  operation  he  has 
practised  with  success  and  with  almost  immediate 
relief  to  the  patient.     The  uterus  afterwards  con- 


tracts to  a  small  size,  and  may,  if  it  becomes  in- 
convenient, be  removed  by  ligature. 

That  pain  is  not  only  unavoidable,  but  essen- 
tially necessary  in  parturition,  is  a  doctrine  which 
had  never  been  contested  by  any  one,  we  believe, 
until  Dr.  Dewees  brought  forward,  a  contrary  opin- 
ion, in  an  interesting  paper,  published  in  the  1st 
vol.  of  the  Philadelphia  Medical  Museum. 

Ergot  has  lately  been  introduced  into  regular 
practice  by  Dr.  Stearns  of  Albany. 

Dr.  Rush's  theory  of  the  spleen  deserves  to  be 
ranked  among  the  modern  improvements  in  physi- 
ology. According  to  this  theory,  the  spleen  serves 
as  an  important  preservative  organ  in  the  animal 
economy.  It  constitutes  a  waste  gate  or  reservoir 
for  the  torrent  of  blood  excited  into  action  by  vio- 
lent and  excessive  agitation  of  the  blood  vessels, 
whereby  the  more  tender  and  vital  organs  are  pro- 
tected from  the  too  violent  effects  of  this  force, 
and  from  dangerous  congestions. 

Dr.  James  Johnson  says,  "When  the  balance  of 
the  circulation  is  broken  and  the  blood  is  deter- 
mined from  the  surface  upon  the  internal  parts'' 
(as  in  the  cold  stage  of  fevers)  "were  it  all  to  ac- 
cumulate in  the  large  vessels  about  the  heart,  and 
in  the  lungs,  immediate  death  would  be  the  conse- 
quence; but  the  local  abstraction  of  so  large  a 
proportion  of  blood  from  actual  circulation,  by  its 
quiescence  in  the  spleen  and  portal  circle  preserves 
the  heart  and  lungs  from  being  overpowered  and 
suffocated,  till  reaction  restores  the  equilibrium  be- 
tween the  surface  and  the  interior.  From  this  view 
of  the  affair,  the  utility  of  the  spleen,  as  an  organ 
of  preservation,  is  no  longer  doubtful." 

Dr.  McClellan  of  Philadelphia,  has  lately  shewn, 
that  "the  common  idea  respecting  the  extent  of  the 
pleurae  is  incorrect.  They  do  not  terminate  at  the 
first  ribs,  as  is  stated  in  all  the  books,  but  extend 
to  some  distance  above  them,  and  line  the  inner 
surfaces  of  the  scaleni  muscles." 


-s.  m.  &  s- 


Potential    Dangers    of   Viosterol    During    Pregnancy 

With  Observations  of  Calcification  of  Placentae 
(Wayne  Brehm,  Columbus,  in  Ohio  State   Med.  Jl.,  Sept.) 

Some  obstetrical  patients  need  calcium  and  vitamins  other 
than  that  furnished  by  a  normal  diet. 

Viosterol  causes  definite  calcification  in  the  placenta, 
which  is  greatly  increased  by  the  ingestion  of  calcium. 

Viosterol  may  cause  calcification  in  the  kidneys  of  the 
newborn . 

Codliver  oil  seems  preferable  to  viosterol  or  irradiated 
ergosterol. 

Natural  vitamins  when  indicated  seem  preferable  to  syn- 
thetic. 

/(  is  important  in  treating  a  patient  not  to  produce  a 
more  serious  condition  than  the  condition  originally  treated. 

Considerable  more  research  work  is  advisable  before  we 
continue  the  promiscuous  use  of  viosterol. 

The  term  pyelitis  must  be  classified  as  pathologically  in- 
correct and  therefore  unfortunate. — H.  W.  McKay,  in  // 
Med.  Assn.  Ala.,  Oct. 
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Surgical    Observations 

A  Column  Conducted  by 

The  Staff  of  the  Davis  Hospital 
Statesville,  N.  C. 


The  Diagnosis  of  Carcinoma  of  the  Large 
Intestine 

The  frequency  of  carcinoma  of  the  large  intes- 
tine, even  in  young  people,  makes  it  imperative 
that  every  patient  who  has  any  symptoms  referable 
to  the  colon  have  a  thorough  and  careful  examina- 
tion with  this  condition  in  mind  as  a  possibility  if 
not  a  probability.  Repeated  examinations,  espe- 
cially x-rays,  should  be  made  if  necessary. 

In  a  number  of  instances  I  have  seen  malignant 
growths  of  the  lower  part  of  the  large  intestine 
which  could  be  easily  felt  by  putting  the  finger  in 
the  rectum,  undiagnosed  because  this  simple  ex- 
amination had  not  been  made.  Others  a  little 
higher  could  have  easily  been  located  through  the 
proctoscope. 

Unfortunately  there  are  cases  in  which  the  symp- 
toms are  so  few  and  mild  that  a  doctor  is  not  con- 
sulted at  all  until  obstruction  has  developed. 

By  closely  questioning  every  patient  who  comes 
in  late  with  a  malignant  growth  of  the  large  intes- 
tine, it  will  be  found  that  there  have  been  symp- 
toms referable  to  this  part  of  the  gastrointestinal 
tract  months  before;  and  most  of  these  patients, 
had  they  been  operated  upon  early,  would  have 
been  saved  from  a  cancer  death.  For  some  reason 
many  individuals  who  have  symptoms  which  they 
suspect  to  mean  cancer  put  off  seeing  a  doctor  be- 
cause they  fear  that  they  will  have  their  grave 
suspicions  confirmed.  It  will  require  a  lot  of  edu- 
cation to  convince  persons  of  this  cast  of  mind  of 
the  wisdom  of  having  the  cause  of  such  symptoms 
discovered  and  explained  at  the  earliest  hour  possi- 
ble. 


The  Injection  Treatment  of  Hernia 
The  injection  treatment  of  hernia  is  being  advo- 
cated by  many  surgeons  over  the  world.  The 
method  consists  of  injecting  a  solution  in  or  near 
the  hernial  sac  which  will  cause  adhesions  to  form 
between  the  layers  of  the  sac  and  prevent  descent 
of  the  hernia. 

The  general  plan  of  treatment  is  to  inject  the 
solution  in  or  near  the  sac,  then  have  the  patient 
wear  a  truss  for  a  while,  hoping  that  the  adhesions 
will  form  of  sufficient  density  to  prevent  a  recur- 
rence. 

However  attractive  this  may  sound  and  what- 
ever enthusiasm  may  be  shown  by  some  who  have 
had  a  large  experience  with  this  treatment,  the 
failures  are  so  many  as  to  leave  conservative  sur- 
geons unconvinced  of  its  clinical  superiority.  Among 


the  practical  objections  to  the  use  of  the  injection 
treatment  are: 

1.  In  the  hands  of  many  of  those  who  have 
given  this  a  trial,  it  has  been  shown  that  the 
vast  majority  of  hernias  so  treated  recur. 

2.  There  is  considerable  danger  of  complica- 
tions of  many  kinds,  some  of  which  may 
prove  fatal. 

3.  The  chance  of  cure  is  small  and  the  dangers 
many;  while  with  surgical  operation,  under 
either  spinal  or  local  anesthesia,  the  recur- 
rences are  few  and  the  dangers  wellnigh  non- 
exist. 

A  report  of  a  large  series  of  cases  gives  81  per 
cent,  immediate  recurrences,  and  an  estimate  of  11 
per  cent,  possible  cures.  In  many  of  the  cases 
listed  as  possible  cures  recurrence  may  be  antici- 
pated. 


The  Surgical  Treatment  of  Dysmenorrhea 

Ax  experience  with  more  than  two  hundred  cases 
of  dysmenorrhea  treated  by  resection  of  the  pre- 
sacral nerves  has  convinced  us  of  the  value  of  this 
fairly  new  therapy. 

We  have  noticed  that  after  resection  of  the  pre- 
sacral nerves  the  next  ensuing  period  may  be  pain- 
ful, and  the  second  slightly  painful;  but  the  third 
and  subsequent  periods  are  passed  free  from  pain. 
Sometimes  there  is  back  pain  at  the  time  of  the 
periods  instead  of  the  ordinary  menstrual  pain. 
The  relief,  however,  in  practically  all  cases  has 
been  so  great  that  patients  are  enthusiastically  hap- 
py about  the  result  of  the  operation. 

The  technique  of  presacral  neurectomy  should 
be  carried  out  with  extreme  care.  Unless  this  is 
done,  a  good  result  cannot  be  expected. 

We  would  not  advise  a  presacral  neurectomy 
until  the  patient  has  had  the  benefit  of  the  various 
methods  of  medical  treatment  that  are  available; 
but  when  these  means  fail  and  the  suffering  is  great, 

1  am  of  the  opinion  that  presacral  neurectomy  is 
certainly  advisable. 

Among  young  women  who  earn  their  living  and 
to  whose  physical  pain  is  added  distressing  antici- 
pations of  loss  of  their  jobs,  we  would  certainly 
advise  this  treatment. 

So  far  there  have  been  no  complications  and  no 
bad  results  from  the  treatment  in  any  case.  There 
have  been  no  bladder  symptoms,  no  untoward  de- 
veli  pments  of  any  kind. 

S.   M.    &   S. 

I,  ,.  \s  a  Vali  mi  e  Local  Anesthetic 

(A.    W.    Bortin,    Roslyn,    N.    ST.,    in    Med.   Times,   Sept.) 

To  prevent  the  pain  of  an  instantaneous  injection,  such 

a-  a   hypodermic   or  a   quick  stitch   in  minor  lacerations,    I 

wrap  a  cube  of   ice   in   sterile  gauze   which  has  been   -oakcl 

in  an  antiseptic  solution,  hold  the  cube  in  place  for  one  or 

2  minute-,   and   I  hen.   immediately    upon   removing   the  ice, 
carry  out  the  process  o 
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The  Clinic 


Conducted  By 

Frederick  R.  Taylor,  B.S.,  M.D.,  F.A.C.P. 

High  Point,  North  Carolina 


On  August  6th,  1936,  I  was  called  to  see  a  33- 
year-old  unemployed  man  who  was  unconscious. 
His  wife  stated  that  the  day  previous  he  had 
gone  to  attend  to  some  small  errand,  returned  at 
noon,  and  seemed  as  usual,  complaining  of  nothing. 
About  2:00  p.  m.  he  went  to  sleep  on  his  bed.  At 
supper  time  his  wife  found  him  in  a  deep  stupor 
and  could  not  awake  him,  so  she  called  a  doctor 
who  said  he  would  be  all  right,  and  just  to  let  him 
sleep  it  off.  The  next  morning  he  was  still  in  a  deep 
coma,  so  she  called  the  doctor  again,  and  he  said 
there  might  be  some  brain  trouble  and  advised  that 
I  be  called,  as  he  was  not  especially  interested  in 
such  cases.  I  found  him  in  a  coma  suggestive  of 
complete  surgical  anesthesia.  His  t.  was  99.6  axil- 
lary, p.  130,  r.  30,  b.  p.  140/110.  There  was  no 
ligidity  of  the  neck.  His  pupils  were  equal  and 
reacted  to  light.  No  other  reflexes  were  obtainable. 
He  was  unable  to  feel  tickling  of  his  feet  or  pressure 
over  the  supraorbital  nerve.  His  throat,  heart, 
lungs,  abdomen  and  extremities  were  negative  ex- 
cept for  the  absence  of  sensation  and  reflexes.  There 
was  no  Kernig  sign.  His  eyeballs  were  not  abnorm- 
ally soft,  there  was  no  Kussmaul  breathing,  and 
no  odor  of  acetone  on  the  breath,  or  of  any  other 
foreign  substance  such  as  alcohol.  No  scars  or 
burns  around  the  mouth.  His  bladder  being  distend- 
ed, he  was  catheterized  at  once,  and  a  urinalysis 
made  which  revealed  a  faint  trace  of  albumin  and 
no  sugar.  A  microscopic  examination  was  not  done 
at  this  time,  as  the  urinalysis  was  made  at  the  bed- 
side. 

His  past  history  and  habits  were  unimportant 
except  that  he  occasionally  got  drunk,  but  he  was 
not  under  the  influence  of  alcohol  at  this  time.  He 
was  not  a  drug  addict,  and  there  was  no  history  of 
his  having  taken  any  drug  before  he  went  to  sleep 
the  afternoon  before.  His  mother  had  had  a  stroke, 
was  confined  to  a  chair  or  bed,  and  the  stroke  had 
completely  changed  her  disposition  so  that  nothing 
that  her  son  or  his  wife  could  do  for  her  could 
please  her,  and  she  was  a  heavy  burden  to  the 
patient  and  his  wife,  both  emotionally  and  physic- 
ally, for  the  old  lady  was  fat  and  had  to  be  lifted 
from  bed  to  chair  and  vice  versa,  and  had  to  be 
attended  to  like  a  baby.  In  addition  to  this,  the 
son  had  been  greatly  depressed  by  his  inability  to 
find  work,  and  the  household  was  finding  it  im- 
possible to  get  an  adequate  food  supply.  Despite 
the  absence  of  any  history  of  taking  a  drug,  a 
provisional  diagnosis  of  acute  poisoning  by  some 
hypnotic  drug,  probably  a  barbiturate,  was  made, 


and  the  patient  was  given  large  doses  of  caffeine- 
sodium  benzoate  hypodermically  and  4  tablets  of 
benzedrine  sulfate  by  mouth.  The  latter  had  to  be 
crushed  and  suspended  in  a  small  volume  of  water 
and  given  drop  by  drop,  as  the  patient  would 
strangle  on  larger  amounts.  The  hospital  being  full 
at  the  time,  it  took  several  hours  to  get  him  admit- 
ted. No  change  was  observed  in  his  condition  during 
this  time.  At  8:00  p.  m.  in  the  hospital,  his  b.  p. 
had  fallen  to  118/88.  He  had  voided  involuntarily 
in  the  ambulance.  His  t.  was  101.8  axillary,  p.  160, 
r.  36.  Spinal  puncture  yielded  a  crystal-clear  fluid 
under  normal  pressure.  (10  mm.  of  Hg.  going  up  to 
12  on  jugular  compression  on  either  side).  A  cathe- 
ter specimen  of  urine  now  showed  a  heavy  cloud  of 
albumin,  much  blood  and  an  occasional  blood  cast. 
He  was  given  2  c.c.  of  coramine  and  an  infusion  of 
500  c.c.  of  physiologic  salt  solution  to  which  had 
been  added  50  grammes  of  glucose.  During  the 
night  he  developed  edema  of  the  lungs,  and  was 
given  repeated  doses  of  caffeine-sodium  benzoate, 
atropine,  and  coramine.  The  pulmonary  edema 
gradually  cleared  up  and  the  next  day  he  slowly 
returned  to  consciuosness.  Finally  he  admitted  that, 
being  greatly  depressed,  he  had  gone  to  a  drug 
store  and  bought  "something  to  make  him  sleep" 
and  they  had  given  him  a  dozen  green  capsules 
and  he  had  taken  the  dozen  at  a  dose.  In  other 
words,  he  had  taken  36  gr.  of  sodium  amytal  with 
suicidal  intent.  As  soon  as  he  could  get  about  he 
was  discharged  from  the  hospital  as  recovered,  but 
48  hours  later  he  developed  a  severe  pain  in  his 
lower  left  chest  relieved  by  paroxysms  of  cough,  but 
recurring.  It  seemed  reasonable  to  suppose  that  he 
had  aspirated  infectious  material  from  his  mouth 
during  his  36  hrs.  of  anesthesia  and  was  developing 
a  lung  abscess  as  a  result.  After  a  few  days  of 
treatment  for  his  cough  had  proved  ineffective,  he 
was  then  referred  to  Dr.  M.  D.  Bonner  at  the 
Guilford  County  Tuberculosis  Sanatorium  for 
bronchoscopic  and  x-ray  studies.  At  this  time  he 
was  aching  all  over.  A  roentgenogram  showed  a 
diffuse  cloudly  area  at  the  base  of  the  left  lung,  and 
pus  was  aspirated  through  the  bronchoscope. 
Despite  repeated  bronchoscopic  drainage,  he  got 
worse,  and  got  to  coughing  up  foul  sputum  and 
blood  clots.  Thoracic  surgery  was  therefore  ad- 
vised, and  on  September  28th  Dr.  Russell  Lyday 
drained  the  lung  abscess  surgically.  The  abscess 
cavity  seems  to  be  slowly  filling  up,  but  there  is  still 
some  discharge  of  pus.  It  is  our  hope  that  complete 
healing  may  occur  without  more  radical  surgery, 
but  if  it  will  not,  Dr.  Lyday  proposes  to  do  a  thor- 
acoplasty. 

Diagnosis:  Situational  mental  depression,  at- 
tempted suicide  by  sodium  amytal  poisoning  (36 
grains  at  a  single  dose),  complicating  acute  nephri- 
tis, sequel  of  pulmonary  abscess. 
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How  Many  Lives  Has  This  Cat? 
Over  and  over  has  this  journal  said  that  the 
we've-got-to-do-something  attitude  taken  by  a  con- 
siderable number  of  good  doctors  would  be  taken 
as  evidence  that  all  those  things  our  enemies  say 
about  us  are  true.  Naturally,  those  of  the  general 
public  who  think  along  this  line  wonder  why  it  is 
that  many  of  those  called  leaders  in  the  profession 
neglect  to  make  the  obvious  answer  that  we  are 
doing  our  work  better  than  those  of  any  other  con- 
siderable group  are  doing  theirs,  and  to  tell  the 
agitators,  when  you  discharge  your  function  as  well 
as  we  discharge  ours  we  will  hear  you  on  this  mat- 
ter; and  when  these  leaders,  instead,  proclaim  that 
we  must  socialize  Medicine  or  it  will  be  socialized 
by  others,  lay  friends  of  Medicine  are  confused 
and  embarrassed. 

No  doctor  has  said  that  Medicine  could  not  be 
improved.  Doctors  buy  more  new  books,  subscribe 
to  more  journals,  attend  more  society  meetings  and 
take  more  post-graduate  courses  than  any  other 
professional  group.  We  are  always  striving  for 
improvement  in  health  care,  striving  to  save  people, 
often  in  spite  of  themselves;  and  we  have  devel- 
oped the  Science  and  the  Art  of  Medicine,  and 
made  them  available  generally,  in  a  way  to  deserve 
the  gratitude  and  commendation  of  mankind. 

If  I  had  a  boy  in  school  who  consistently  made 
grades  of  95+  and  his  teacher  wrote  me  that  he 
should  do  better,  I  would  be  disposed  to  look  into 
the  matter;  but  if  I  found  that,  although  no  other 
pupil  in  the  class  made  above  85,  my  boy  was 
being  abused  as  the  dullard  and  idler  of  the  class, 
I  would  put  his  teacher  down  as  foolish,  or  spite- 
ful, or  having  an  ulterior  motive. 

In  the  present  month  an  editor  of  a  prominent 
daily,  himself  son-in-law  to  a  first-class  surgeon 
and  no  enemy  to  doctors,  stated  editorially:  Ad- 
mittedly, the  cost  of  medical  care  is  too  high.  This 
sentence  is  made  up  of  two  statements:.  1)  The 
cost  of  medical  care,  to  my  knowledge,  is  too  high; 
2)  Doctors  generally  admit  them  to  be  too  high. 
( Another  can  accuse,  but  one  must  do  his  own  ad- 
mitting.) Of  course  no  such  proposition  can  be 
maintained;  but  this  editor  has  seen  so  much  from 
Professor  This  and  Health  Officer  That,  with  a 
thin  sprinkling  of  those  who  make  their  livings 
practicing  medicine  and  surgery,  that  he  flatly 
makes  this  accusation,  extremely  derogatory  to  the 
medical  profession,  on  the  basis  of  what  the  pan- 
icky action  of  doctors  themselves  has  allowed  to 
become  common  report.  Likely,  he  couldn't  give 
a  definite  reason  for  either  statement,  any  more 
than  he  could  tell  where  he  last  heard  a-  frog  croak. 
Just  a  few  days  before  this  lay  editor  brought 
in  his  blanket  indictment  and  said  we  had  plead 
guilty,  The  Committee  of  Physicians.  Dr.    fohn  P. 
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Peters,  New  Haven,  secretary,  sent  out  "certain 
principles  and  proposals  in  the  provision  of  medical 
care." 

Quoting  from  the  communication: 

"It  is  recognized  that  the  medical  profession  is  only  one 
of  several  groups  to  which  'medical  care'  is  of  vital  con- 
cern. Close  co-operation  between  physicians,  economists 
and  sociologists  is  essential.  Nevertheless  the  medical  pro- 
fession should  initiate  any  proposed  changes  because  phy- 
sicians are  the  experts  upon  whom  communities  must  de- 
pend. Unless  the  medical  profession  is  ready  to  co-operate 
with  these  other  groups  they  cannot  expect  to  play  success- 
fully the  part  which  they  should  play,  nor  can  they  expect 
to  enlist  the  sympathetic  understanding  of  legislative  bodies. 

"It  seems  to  us  probable  that  certain  alterations  in  our 
present  system  of  preventing  illness  and  providing  medical 
care  may  become  necessary;   indeed,  certain  changes  have 

already  occurred Medicine  must  be  mobile  and  not 

static  if  medical  men  are  to  act  as  the  expert  advisers  of 
those  who  convert  public  opinion  into  action. 

"The  conviction  is  general  that  action  should  be  taken 
only  upon  the  basis  of  demonstrated  need  and  as  experience 
accumulates." 

Surely,  everyone  admits  that  neither  the  physi- 
cians, nor  the  economists,  nor  the  sociologists  make 
up  the  group  to  which  medical  care  is  of  the  most 
vital  concern.  Those  most  vitally  concerned  are 
patients;  whatever  Jim  Ham  Lewis  may  say  as  to 
the  passing  of  this  group.  The  concluding  sentence 
of  paragraph  one  conveys  a  vague  threat  for  which 
there  seems  to  be  no  justification. 

The  second  paragraph  mildly  states  as  ''prob- 
able" facts  which  could  have  been  stated  as  certain 
on  any  day  for  the  past  hundred  years. 

Paragraph  three  has  our  hearty  approval,  em- 
phasis on  only  and  demonstrated. 

Quoting  further: 

The  principles  and  proposals  signed  by  the  430  medical 
men  and  now  presented  to  the  medical  organizations  for 
consideration  are: 

PRINCIPLES 

1.  That  the  health  of  the  people  is  a  direct  concern  of 
the   government. 

2.  That  a  national  public  health  policy  directed  toward 
all  groups  of  the  population  should  be  formulated. 

3.  That  the  problem  of  economic  need  and  the  problem 
of  providing  adequate  medical  care  are  not  identical 
and  may  require  different  approaches  for  their  solu- 
tion. 

4.  That  in  the  provision  of  adequate  medical  care  for 
the  population  four  agencies  are  concerned:  voluntary 
agencies,  local,  State  and  Federal  governments. 

PROPOSALS 

1.  That  the  first  necessary  step  toward  the  realization  of 
the  above  principles  is  to  minimize  the  risk  of  illness 
by  prevention. 

2.  That  an  immediate  problem  is  provision  of  adequate 
medical  care  for  the  medically  indieent,  the  cost  to 
be  met  from  public  funds  (local  and/or  State  and/or 
Federal) . 

3.  That  public  funds  should  be  made  available  for  the 
support  of  medical  education  and  for  studies,  investi- 
gations and  procedures  for  raising  the  standards  of 
medical  practice.  If  this  is  not  provided  for,  the  pro- 
vision of  adequate  medical  care  may  prove  impossible. 

4.  That  public  funds  should  be  available  for  medical  re- 


search as  essential  for  high  standards  of  practice  in 
both  preventive  and  curative  medicine. 

5.  That  public  funds  should  be  made  available  to  hos- 
pitals that  render  service  to  the  medically  indigent 
and  for  laboratory  and  diagnostic  and  consultative 
services. 

6.  That  in  allocation  of  public  funds  existing  private 
institutions  should  be  utilized  to  the  largest  possible 
extent  and  that  they  may  receive  support  so  long  as 
their  service  is  in  consonance  with  the  above  princi- 
ples. 

7.  That  public  health  services,  Federal,  State  and  local, 
should  be  extended  by  evolutionary  process. 

S.  That  the  investigation  and  planning  of  the  measures 
proposed  and  their  ultimate  direction  should  be  as- 
signed to  experts. 

9.  That  the  adequate  administration  and  supervision  o" 
the  health  functions  of  the  government,  as  implied  in 
tfie  above  proposals,  necessitates  in  our  opinion  a 
functional  consolidation  of  all  Federal  health  and 
medical  activities,  preferably  under  a  separate  depart- 
ment. 

Comments: 

Principle  1. — Surely;  but  food,  clothing  and  shel- 
ter come  ahead  of  medical  care  as  health  measures. 

Principle  2. — Not  if  we  get  the  meaning. 

Principle  3. — Certainly  they  are  not  identical, 
but  they  are  closely  and  inextricably  bound  to- 
gether. 

Principle  4. — In  this  journal's  opinion  the  whole 
population  has  greater  lack  for  every  other  neces- 
sity and  decent  comfort  of  life  than  it  has  for  ade- 
quate medical  care.  Why  pick  on  the  95+  boy 
without  a  word  about  the  80's  and  below? 
Under  "Proposals": 

"1."  Agreed.  By  the  agencies  already  set  up, 
principal  among  them  the  general  private  practi- 
tioner. 

"2."  Agreed,  enthusiastically.  Pay  private  doc- 
tors of  the  patients'  own  choice. 

"3."  "4."     No  confidence. 

"5."  Pay  hospitals  for  bed  and  board:  pay  doc- 
tors for  laboratory  and  diagnostic  and  consultative 
services.  Is  a  hospital  licensed  to  practice  medi- 
cine? 

"6,"  "7,"  "8,"  "9."  This  journal  is  entirely  op- 
posed to  all  these. 

The  Committee's  Principles  and  Proposals  are 
signed  by  430  doctors.  The  worst  of  these  Propos- 
als are  as  mild  as  fresh-drawn  milk  compared  with 
those  of  a  former,  now  defunct,  Committee — that 
on  the  Costs  of  Medical  Care.  But  seeing  a  lot  of 
names  on  the  new  Committee  that  were  signed  to 
the  Majority  Report  of  the  old  brings  to  mind  that 
much  sweet  milk  became  sour,  and  by  a  simple 
natural  process. 

For  aught  we  know  the  430  names  on  this  list 
may  represent  the  best  men  and  the  most  capable 
doctors  in  the  United  States.  North  Carolina  has 
three  or  four.  But  no  such  group  is  qualified  to 
decide  on  proposals  for  making  radical  changes  in 
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medical  practice.  To  qualify  for  making  such  de- 
cisions a  group  must  be  made  up,  in  large  majority, 
of  general  practitioners — the  men  who  do  two- 
thirds  of  the  medical  work  and  who  would  be  prin- 
cipally and  most  injuriously  affected  by  any  radical 
departure  from  the  present  good  method  of  render- 
ing adequate  care. 


Progress   Toward   Painlessness 

The  scourge  of  life,  and  death's  extreme  disgrace, 
The   smoke   of  hell. — that  monster   called   Pain. — 

SIR   PHILIP    SIDNEY. 

However  came  pain  into  the  world,  up  to  a  hun- 
dreds years  ago  little  had  been  accomplished  to- 
ward getting  it  out.  Much  good  paper  and  ink 
are  used  up  in  writing  over  and  over  how  much 
doctors  have  done  in  prolonging  life.  To  prolong 
life  is  good  only  as  it  is  provided  that  the  extension 
be  passed  in  freedom  from  pain.  One  may  well 
believe  that  the  progress  made  in  pain  prevention 
and  relief  has  been  and  is  a  greater  boon  to  human- 
kind than  the  adding  to  life's  span.  Some  would 
go  so  far  as  to  say  who  cuts  off  ten  years  from  a 
life  of  daily  suffering  saves  that  sufferer  from  not 
only  ten  years  of  pain,  but  from  ten  years  of  long- 
ing for  death. 

As  we  go  through  hospitals  or  into  sick-rooms  of 
private  homes  we  take  for  granted  the  means  which 
have  been  provided  for  banishing  "the  scourge  of 
life,  the  smoke  of  hell, — that  monster  called  Pain! 

Some  years  ago  I  chanced  on  a  copy  of  the  issue 
of  the  American  Medical  Recorder  for  October, 
1819,  and  there  found  a  piece  which  set  me  to 
thinking  along  these  lines.  Recently,  it  coming  to 
mind  again,  I  looked  it  up  for  the  purpose  of  pass- 
ing it  on  to  you.  The  patient  was  of  such  wealth 
and  rank  that  we  may  assume  the  treatment  she 
received  was  the  best  to  be  had  120  years  ago;  and 
this  best  is  incredibly  bad,  as  you  will  see  from  this 
abstract. 

The  case  oj  Madame  de  Onis,  late  wife  of  His 
Excellency  the  Spanish  Minister:  age  46  years. 
Communicated  by  Dr.  Henry  Huntt,  oj  Washing- 
ton city. 

Madame  De  Onis  arrived  in  the  city  of  Wash- 
ington, December  26th,  1816.  I  was  requested  to 
visit  her  next  day,  when  I  was  informed  that  she 
had  been  indisposed  since  August  with  a  cough 
and  pain  in  the  left  side,  and  that  she  had  been 
under  the  care  of  several  eminent  physicians  of 
Philadelphia,  who  bled  and  blistered  her  repeat- 
edly, applied  leeches  to  her  side,  and  gave  her  med- 
icines of  different  kinds,  without  procuring  her 
much  relief.  I  understood  that  her  disease  was 
pronounced  to  be  a  rheumatic  form  of  fever.  She 
was  taking,  by  their  direction,  a  solution  of  car- 
bonate of  potash,  with  a  few  drops  of  laudanum, 
and  occasionally  draughts  of  lemonade. 


She  was  much  emaciated,  pulse  depressed,  com- 
plained of  sore  throat,  dyspnea  and  at  times  lan- 
cinating pains  in  the  epigastrium  and  left  hypochon- 
drium.  She  could  not  swallow  fluids  without  much 
cough,  which  was  so  sudden,  violent  and  convul- 
sive, that  I  was  led  to  believe  that  in  the  act  of 
swallowing  the  epiglottis  did  not  sufficiently  close 
the  rima  glottidis,  and  that  a  portion  of  the  fluid 
was  admitted  into  the  chink.  I  could  discover  no 
inflammation  in  the  fauces.  29th.  Her  bowels 
being  costive,  I  prescribed  a  gentle  purge.  She 
informed  me  that  all  cathartic  medicines  excited 
great  pain  and  distress.  I  insisted  on  her  taking  a 
small  dose  of  rhubarb,  and  the  result  was  as  she 
had  predicted.  On  the  31st,  Dr.  Shaaff  was  called 
in  to  consult  with  me  on  her  case;  he,  at  first,  pro- 
nounced it  spasmodic  asthma,  but  on  seeing  her 
swallow  fluids,  attended  with  such  distressing 
cough,  and  observing  that  the  fluid  always  entered 
the  stomach  before  the  cough  commenced,  he  was 
disposed  to  believe  that  the  stomach  was  idiopathi- 
cally  affected.  The  patient  now  got  a  small  dose 
of  magnesia,  which  excited  much  nausea,  and  in- 
creased the  cough  and  pain  in  her  side.  Carbonate 
of  soda  was  afterwards  given,  which  also  increased 
the  symptoms,  and  did  not  act  on  her  bowels.  We 
were  then  obliged  to  resort  to  injections  daily.  We 
tried  antimonial  preparations,  with  mucilage,  to 
allay  the  cough,  without  effect.  Sleep  could  not  be 
procured  without  opium. 

On  the  7th  of  January,  all  her  symptoms  were 
aggravated,  with  thirst  and  fever;  the  difficulty  of 
swallowing  fluids  was  so  great  that  the  smallest 
quantity  would  excite  cough,  so  violent  as  to 
threaten  suffocation.  Blisters  were  applied  to  the 
side,  breast  and  throat.  We  gave  her,  for  a  few 
days,  calomel  combined  with  opium  in  the  even- 
ing; and  on  the  12th  her  gums  were  somewhat 
inflamed,  which  was  succeeded  by  a  gentle  saliva- 
tion, continuing  about  20  days.  During  this  time 
her  bowels  were  evacuated  daily  by  means  of  in- 
jections, and  at  night  1  gr.  of  opium  was  adminis- 
tered. Her  pains  were  very  much  alleviated,  and 
she  was  able  to  swallow,  sometimes,  a  large  draught 
of  fluid,  before  the  cough  was  excited.  The  dysp- 
noea had  vanished,  and  she  was  able,  by  the  last 
of  the  month,  to  walk  about  the  room,  and  take 
nourishment. 

Feb.  1st.  Is  affected  with  distressing  head-aches; 
a  disease  to  which  she  was  subject,  when  in  health; 
but  has  been  absent  throughout  her  illness  until 
the  present  time.  Her  catamenial  discharge  has 
been  irregular  in  time  and  quality,  sometimes  scarce, 
sometimes  profuse. 

Dr.  Fernandes,  of  Norfolk,  Virginia,  a  Portugu- 
ese physician,  met  Dr.  Shaaff  and  myself  in  con- 
sultation. He  thought  that  the  stomach  was  af- 
fected idiopathically,  and  the  larynx  and  pharynx 
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symptomatically;  and  that  her  pains  were  rheu- 
matic. He  proposed  using  an  emetic  of  James' 
powder  every  morning;  at  noon  3  pills  composed 
of  G.  ammon.,  scam,  and  aloes,  which  dose  was  to 
be  repeated  at  3  o'clock  if  the  first  had  not  oper- 
ated on  the  bowels:  at  night,  the  warm  bath,  and 
pill  of  1  gr.  of  opium  and  digitalis.  This  plan  did 
not  meet  our  approbation.  Knowing,  however,  that 
the  minister  reposed  much  confidence  in  Dr.  F., 
and  believing  the  case  to  be  hopeless,  we  agreed 
that  the  plan  of  Dr.  F.  should  be  carried  into  exe- 
cution, provided  he  would  attend  to  the  adminis- 
tration of  the  medicines  himself.  He,  accordingly, 
remained  with  the  family,  and  exhibited  the  med- 
icines he  had  proposed.  The  medicines  were  given 
5  days  successively;  but  creating  a  great  deal  of 
distress,  and  all  the  symptoms  becoming  very  much 
aggravated,  they  were  abandoned,  and  Dr.  F.  re- 
nounced his  opinion,  agreeing  now  with  Dr.  Shaaff 
and  myself,  that  the  disease  was  seated  in  the 
larynx.  In  a  written  communication  to  us,  the 
next  day,  he  stated  that  he  considers  the  disease 
to  be  "a  rheumatic,  lymphatic,  erysipelatous,  tra- 
cheal angina!"  During  the  rest  of  the  month  she 
suffered  much  pain,  particuarly  towards  night,  in 
the  epigastric  region,  breast,  and  down  the  left  side 
and  leg.  Sometimes  she  would  complain  of  a  vio- 
lent pain  around  her  breast,  as  if  drawn  by  a  tight 
cord.  Her  cough  was  violent  whenever  she  at- 
tempted to  swallow  fluids;  she  was  frequently  dis- 
tressed with  nausea  and  sweet  eructations.  About 
the  last  of  the  month  the  catamenia  returned.  She 
used  liqr.  anod.  Hoff.  and  opium,  and  injections 
per  anum,  daily. 

The  symptoms,  until  the  10th  of  March,  varied 
but  little,  except  that  her  debility  and  indisposi- 
tion to  take  nourishment  were  manifestly  augment- 
ed. From  the  10th  to  the  15th  she  suffered  vio- 
lently with  hysteric  cholic,  attended  with  distention 
of  the  abdomen,  dyspnoea,  cough,  and  distressing 
pain  of  the  breast,  left  side,  and  down  the  leg.  For 
these  affections  she  took  liqr.  anod.  Hoff.,  ess.  pep- 
permint and  opium;  she  was  also  freely  rubbed 
with  volatile  liniment  and  laud.;  fomentations  ap- 
plied to  her  abdomen;  copious  injections  thrown 
into  her  bowels;  and  poultices  of  hops  applied  to 
her  throat — and  all  with  very  little  relief. 

The  bowels  were  kept  free  by  eating  roasted  ap- 
ples. During  the  rest  of  this  month  we  gave  her 
cicuta  and  opium;  and  applications  of  hop  poultices 
were  occasionally  made  to  her  throat,  without, 
however,  affording  her  any  relief.  Church's  cough 
drops  seemed  to  give  her  temporary  ease.  On  the 
1st  of  April,  immediately  after  taking  a  dose  of 
these  drops,  she  was  siezed  with  violent  pain  in  the 
stomach  and  breast;  her  respiration  became  so  ex- 
tremely difficult  and  suffocating  that  she  was  forced 
to  spring  out  of  bed,  and  have  the  windows  and 


door  opened  to  receive  fresh  air.  In  this  situation 
I  visited  her.  Her  countenance  was  pale  and  fal- 
len, and  she  gasped  for  breath.  She  immediately  got 
aether  and  opium,  and  fomentations  were  applied 
to  the  epigastric  region.  Some  mitigation  of  the 
pain  was  thus  obtained;  but  the  dyspnoea  and  dis- 
tressing dry  mouth  continued,  with  some  fever. 
About  the  middle  of  the  month  she  began  to  com- 
plain of  a  pain  and  soreness  of  the  bowels,  attend- 
ed with  an  enlargement  of  the  left  ovarium.  It 
was  about  the  time  she  expected  the  catamenia, 
and  these  symptoms  were  attributed,  by  her,  to 
that  cause.  On  the  18th,  she  felt  severe  pain  in 
the  stomach,  which  nothing  but  aether  could  re- 
lieve. She  devised  a  plan  of  taking  drink,  without 
producing  the  cough,  by  means  of  lapping  it  with 
her  tongue.  She  could  also  gratify  her  thirst,  which 
was  very  great,  by  holding  a  lump  of  ice  in  the 
mouth,  and  swallowing  the  water  as  soon  as  dis- 
solved. During  the  rest  of  the  month  she  suffered 
great  pain,  particularly  in  the  epigastric  region  and 
left  hypochondrium.  The  paroxysms  of  pain,  dur- 
ing which  the  abdominal  muscles  were  greatly  con- 
tracted and  indurated,  visited  her  regularly,  morn- 
ing and  evening.  Recourse  was  had  to  aether,  liqr. 
anod.  Hoff.,  camphor,  and  asafoet.  in  large  doses, 
without  advantage;  opium  alone  soothed  her  suf- 
ferings. She  is  extremely  emaciated;  pulse  gener- 
ally about  90  strokes  a  minute,  soft  and  full. 

May  12th.  The  pain  and  swelling  have  extend- 
ed to  the  left  thigh;  her  emaciation  and  debility 
are  extreme;  pulse  80,  soft  and  full.  13th.  Abdo- 
men much  distended  and  hard;  swelling  extended 
to  the  left  leg  and  foot;  great  thirst,  without  the 
ability  to  swallow  a  drop  of  water.  The  symptoms 
gradually  increased  in  violence;  her  pains  becoming 
excruciating,  her  cough  excessively  violent,  not- 
withstanding that  she  got  opium  in  large  and  fre- 
quent doses. 

On  the  night  of  the  21st  I  remained  with  her. 
She  passed  it  without  rest;  cough  incessant;  un- 
able to  lie  down  for  fear  of  suffocation  from  mucus; 
heat  and  thirst  extreme.  She  could  not  swallow  a 
drop  of  wtaer.  On  the  next  day,  when  I  visited 
her,  at  11  o'clock,  A.  M.,  I  found  her  pulse  sunk 
and  extremities  cold;  her  mind  was  clear  and  dis- 
tinct, although  death  was  stamped  on  her  counte- 
nance.   She  died  in  a  few  hours  afterwards. 

How  could  three  human  beings  above  the  mental 
grade  of  idiocy  have  tortured  a  poor  woman  so? 
What  could  they  have  been  trying  to  accomplish? 
And  the  pompous  asses'  discussions  in  their  consul- 
tations would  have  afforded  a  theme  for  the  pen 
of  a  Rabelias. 

But  short  as  this  early  Washington  doctor  was 
on  diagnosis  and  treatment,  he  was  long  on  English 
composition.  His  cbmmand  of  smoothly-moving 
language   indicates  that  the  poor  management  of 
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the  case  he  reports  is  not  to  be  attributed  to  failure 
of  the  doctor  in  charge  to  measure  up  to  the  aver- 
age of  his  day,  but  to  the  poor  state  of  medical 
practice  and  what  passed  for  medical  knowledge 
one-and-a-quarter  centuries  ago. 

Consider  the  progress  made  toward  realization  of 
"and  there  shall  be  no  more  pain";  and  take  heart. 


This  Journal  as  a  Christmas  Present 
At  this  time  of  year  it  is  our  custom  to  remind 
readers  that  a  helpful  remembrance  may  be  chosen 
for  your  doctor  friends  in  a  year's  subscription  to 
this  journal.  Twelve  reminders  of  your  friendship 
and  a  monthly  visitor  bringing  the  latest  informa- 
tion on  proved  and  improved  ways  of  learning 
what  is  wrong  with  a  patient  and  doing  the  right 
things  for  him. 


THE  FAIRY  WAND 
By  GROESBECK  WALSH 

At  nine  o'clock,  past  breakfast  time, 
With  blankets  round  their  slippered  feet, 
Alert,  suspicious,  on  their  guard 
The  veterans  of  the  ward  would  meet. 

Though  war  and  tumult  trod  the  earth, 
Through  blood  and  pestilence  and  fear, 
Thanks  be  to  God  no  echo  of 
Such  trivial  things  resounded  here. 

To  them  the  drawing  of  the  breath, 
The  tingling  nerves,  the  ridden  heart, 
The  racing  brain  that  knew  no  guide 
Sufficed  to  build  a  world  apart. 

The  very  dreams  they  dreamed  at  night 
Were  rifled  as  they  went  their  way, 
For  power  to  safely  hold  in  check 
The  old  temptation  to  betray. 

The  thought  that,  come  some  evil  hour, 
The  caverns  of  those  battered  lungs 
Would  marshal  for  the  gusty  truth 
A  veritable  gift  of  tongues. 

To  clear  the  path  toward  the  abyss, 
Destroy  the  pains  that  brought  surcease, 
And  set  them  marching  down  a  road 
That  never  knew  the  breath  of  peace. 

The  sudden  hush  of  morning  rounds, 
The  endless  questions:  where  and  when? 
And  quickly  as  a  flash  of  light 
Each  man  had  on  his  mask  again. 


How  all  unfounded  were  their  fears. 
The  Interne,  Resident  and  Chief 
Had  quickly  set  the  record  straight 
With  a  contemptuous  disbelief. 

For  those  that  babble  of  the  Soul 
The  Spirit's  influence  invoke, 
Are  never  shrived  before  the  school 
That  bred  the  apothegms  of  Koch. 

Those  learned  men  that  stalked  the  ward 
To  solve  the  ills  of  human  kind 
Must  never  know  that  all  they  sought 
Were  born  as  shadows  in  a  mind. 

The  books  they  read,  the  decades  spent 
In  training  hand  and  eye  and  ear, 
Were  geared  to  meet  the  rare,  the  strange, 
Not  common  things  as  hate  and  fear. 

Like  children  at  the  circus  tent 
They  never  saw  the  taut  trapeze, 
But  ambled  down  the  side-show  aisles 
In  search  of  stark  monstrosities. 

And  all  we  know  will  turn  to  dust: 
A  thousand  moons  will  rise  in  vain 
To  meet  the  blessed  mind  that  sweeps 
The  flickering  shadows  from  the  brain — 

The  hand  to  write  upon  the  page 
In  simple  words  for  all  to  read: 
Our  sickness  is  a  thing  we  seek, 
A  wand,  a  staff,  a  human  need. 


John-  Abernethy  (1764-1831),  surgeon  to  St.  Bartholo- 
mew's Hospital,  detested  elaborate  phrases  and  tedious  de- 
tails. A  lady  lady  having  been  bitten  by  a  cat  entered  his 
consulting  room  and  without  uttering  a  word,  held  out  her 
wounded  hand. 

"Scratch?" 
"Bite." 
"Dog?" 
"Cat." 
"Today?" 
"Yesterday." 
"Painful?" 
"No." 

The  wound  being  dressed: 
L:     "How  much?" 

.4:     "Nothing.     But  come  back  tomorrow, 
again  mo?t  sensible  of  women." 


Want  to  see 


Ir  has  BE)  \  \n  i  m'ikieni'e  (N.  li.  Ellis,  in  //.  Ark.  Med. 
Soc,  Oct.)  in  treating  pneumonia,  typhoid  fever,  neglected 
Ci  e  oi  malaria,  colitis,  etc.,  if  you  have  found  only  an 
occasional  cast  of  various  kinds  during  the  course  ol  the 
disease  and  as  the  patient  approaches  the  crisis  oi  begin 
to  convalesce  the  urine  is  suddenly  found  full  of  small  and 
large  L'r.mular  casts,  the  prognosis  is  death. 
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Buncombe  County  Medical  Society,  Asheville,  17th 
meeting  for  the  year,  called  to  order  at  8  p.  m.,  Oct.  4th, 
at  City  Hall  by  Dr.  Huffines,  32  members  present. 

Dr.  M.  A.  Griffin  spoke  on  the  Relation  of  Psychiatry  to 
Medicine  and  Surgery.  In  New  York  State  one  out  of 
every  22  persons  will  enter  a  mental  disease  hospital  in  a 
generation.  In  N.  C,  one  in  every  400  is  now  in  mental 
disease  hospitals;  in  the  U.  S.,  the  figures  are  one  in  every 
325.  One  of  the  largest  groups  seen  by  the  physician  is 
the  hypochondriacal.  For  this  group,  Dr.  Griffin  pleads  that 
the  physician  hear  their  story  and  offer  advice;  their  prob- 
lems are  mental  and  not  physical,  the  physical  complaints 
being  based  on  the  mental  disease.  Dr.  Griffin  implores 
the  co-operation  of  all  doctors  in  handling  mental  cases. 
He  feels  that  every  hospital  should  have  a  psychopathic  de- 
partment, headed  by  a  competent  psychiatrist.  His  final 
plea  was  to  handle  these  patients  in  our  own  offices  as  early 
cases  of  mental  disease  and  not  to  drive  them  away  to  the 
psychiatrist. 

Dr.  Parker,  unable  to  be  present,  sent  his  written  dis- 
cussion of  Dr.  Griffin's  paper,  which  was  read  by  Dr.  John- 
sen.  The  paper  was  further  discussed  by  Drs.  Johnson, 
Ringer,  Webb  Griffith,  Beall  and  W.  R.  Griffin  and  closed 
by  the  essayist. 

Dr.  Ringer  then  reported  two  cases  of  Tuberculous 
Tracheo-Bronchitis,  with  x-rays  of  each  case. 

Dr.  Huffines  announced  the  combined  meetings  of  the 
N.  C.  Urological  Association  and  the  B.  C.  M.  S.  to  be 
held  at  the  Asheville  Country  Club,  October  18th. 

The  ISth  meeting  for  the  year  was  called  to  order  by 
President  Huffines,  at  8:30  p.  m.,  October  18th,  at  the 
Asheville  Country'  Club  in  conjunction  with  the  N.  C. 
Urological  Association  meeting. 

The  meeting  was  addressed  by  Dr.  Homer  G.  Hamer, 
Professor  of  Genitourinary  Diseases,  Indiana  University, 
on:  Diagnosis  and  Treatment  of  Metastatic  Infections  of 
the  Kidney.  Several  cases  of  kidney  involvement  following 
primary  infection  elsewhere  in  the  body  were  reported. 
Several  case  histories  were  given  in  detail.  Some  helpful 
aids  in  the  diagnosis  of  carbuncle  of  the  kidney:  The 
urine  may  be  negative  but  staphylococci  be  present  and 
disappear  after  the  first  few  days;  whites  usually  high; 
renal  function  test  is  valuable  only  when  a  large  area  of 
the  kidney  is  involved.  X-ray  shows  cloudiness  in  the 
renal  area,  scoliosis  may  be  present;  the  colon  and  ureter 
may  be  displaced;  pyelography  may  be  helpful.  The  con- 
dition may  heal  spontaneously  or  a  break-through  cause  a 
perirenal  abscess.  A  period  of  observation  is  justifiable  in 
most  cases.  Radical  treatment  may  include  nephrectomy. 
Simple  incision  and  drainage  frequently  suffices.  Dr.  Hamer 
concluded  with  presentation  of  x-ray  pictures  and  a  sum- 
mary of  his  talk. 

Dr.  Webb  Griffith  then  introduced  Dr.  Guy  Hunner,  Ad- 
junct Professor  of  Gynecology  and  Urology  at  Johns  Hop- 
kins University,  who  responded  to  Dr.  Hamer's  paper  and 
presented  an  additional  case  with  the  assistance  of  x-ray 
pictures. 

Dr.  Huffines  then  recognized  Drs.  A.  J.  Crowell  and 
Hamilton  McKay,  of  Charlotte. 

The  secretary  then  read  an  invitation  from  the  Drs. 
Griffin  to  attend  a  meeting  of  the  N.  C.  Neuropsychiatric 
Association  at  Appalachian  Hall,  October  29th,  at  3  p.  m. 

The  19th  meeting  was  held  at  the  United  States  Veteran's 
Facility  at  Oteen,  on  Nov.  1st,  37  members  present.  The 
meeting  was  called  to  order  by  Dr.  Russell  of  Oteen  who 
introduced  Dr.  I.  R.  Wagner,  Chief  of  Staff,  who  made  a 


brief   address   of   welcome,   President    Huffines   responding. 

A  letter  from  the  Western  N.  C.  Sanatorium  was  read 
inviting  us  to  attend  the  dedication  ceremonies,  and  lunch- 
eon to  follow,  on  November  10th. 

Dr.  Moore  moved  that  a  committee  of  five  with  power  to 
act  be  appointed  to  prepare  for  and  conduct  the  Annual 
Banquet  on  Dec.  20th;  seconded  by  Dr.  Mark  Griffith  and 
passed. 

Dr.  Green  moved,  Dr.  Johnson  seconding,  that  the  presi- 
dent appoint  a  committee  of  three  past  presidents  to  serve 
as  a  nominating  committee  for  193S  officers;  passed. 

The  meeting  was  then  returned  to  Dr.  Russell.  Dr. 
George:  A  neurological  case  of  a  white  man,  47,  admitted 
because  of  difficulty  in  walking.  Physical  examination  was 
essentially  negative  except  for  exaggerated  reflexes,  a  bi- 
lateral ankle  clonus  and  Babinski.  All  laboratory  findings 
were  reported,  the  final  diagnosis  being  Multiple  Sclerosis. 
Dr.  Brooks:  Report  of  a  41-year-old  white  man,  arrested 
tuberculosis,  committed  with  a  swelling  of  the  left  mam- 
mary gland.  Drainage  done  and  actinomycosis  revealed. 
Treated  with  potassium  iodide  and  packing  of  the  incision. 
X-rays  of  the  chest  were  presented.  Dr.  Word:  A  middle- 
aged  morphine  addict  who  had  suffered  for  15  years  from 
nephrolithiasis.  His  recent  admission  was  because  of  ob- 
struction to  the  common  bile  duct.  The  patient  was  jaun- 
diced; had  clay-colored  stools  and  weighed  only  S5  pounds; 
now  has  pain  in  the  upper  epigastrium.  A  tumor  mass  felt 
in  the  right  upper  quadrant,  was  thought  to  be  an  enlarged 
gallbladder  vs.  an  enlarged  liver.  Both  the  patient  and 
x-rays  were  shown.  Dr.  Hoffman:  Case  history  of  a  35- 
year-old  white  man  who  had  active  pulmonary  tubercu- 
losis, developed  diarrhea,  dyspnea,  asthenia  and  hemoptysis. 
The  diarrhea  subsided  and  the  patient  improved.  He  sud- 
denly became  worse  and  in  24  hours  was  dead.  X-rays  were 
shown.  The  postmortem  showed  a  very  rare  condition  of 
the  cecum  Cystic  Pneumatosis.  This  condition  is  frequently 
confused  with  tuberculosis  enteritis  and  is  rather  commonly 
seen  in  swine.  Pathological  slides  were  shown.  Dr.  Harring- 
ton: A  white  man  admitted  to  the  hospital  because  of  in- 
ability to  void.  A  massive  prostate  was  found  and  a  catheter 
was  passed  by  urethra  into  the  bladder  and  allowed  to  re- 
main there.  The  prostatic  abscess  ruptured  and  drained 
through  the  urethra.  Eight  days  later  the  patient  developed 
pain  in  his  right  knee  associated  with  considerable  swelling 
and  tenderness.  Upon  operation  a  negative  culture  of  the 
fluid  was  reported.  Treated  with  several  courses  of  sulphan- 
ilamide ;  the  knee  was  then  x-rayed  and  incised  and  drained 
and  a  positive  culture  of  staph-hemolyticus  was  recovered. 
Dr.  Bloomberg:  A  huge  osteoma  of  the  testicle  which  had 
been  removed,  described  the  x-ray  chest  film  findings  which 
showed  multiple  tumors  of  the  pleura,  non-malignant.  On 
section  these  tumors  were  found  to  be  an  admixture  of 
cartilage  and  bone. 

We  were  then  served  a  late  supper  in  the  Officer's  dining 
room. 

—G.  W.  KUTSCHER,  JR.,  M.D.,  Sec. 


Mecklenburg  County  (N.  C.)  Medical  Society,  even- 
ing of  Oct.  7th,  Medical  Library,  Charlotte. 

Dr.  R.  T.  Ferguson  reported  a  case  of  (1)  cystic  ovary, 
and  (2)  umbilical  endometritis.  The  latter  was  illustrated 
with  micro-slides.    Discussion  by  Dr.  A.  G.  Brenizer. 

Papers:  (1)  Allergy  to  Environmental  Organic  Dust, 
Dr.  L.  C.  Todd;  discussion  by  Dr.  Y.  W.  Faison.  (2) 
Physical  Medicine  covering  Fever  and  Vascular  Therapy, 
Dr.  S.  W.  Davis  (motion  pictures)  ;  discussion  by  Drs. 
J.  R.  Alexander,  Wm.  Allan,  H.  W.  McKay,  S.  R.  Thomp- 
son,  N.    E.    Lubchenko.   V.    K.    Hart    and    Harry    Winkler. 

Dr.  William  Allan  again  made  a  plea  for  the  amendment 
to    the   By-Laws   in   order   to   classify   honorary   members. 
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His  motion  was  that  a  classification  of  honorary  members 
of  the  Mecklenburg  County  Medical  Society  be  created, 
which  would  give  those  elected  for  honorary  membership  by 
the  cabinet  the  privilege  of  the  floor  without  payment  of 
dues.  This  motion  was  seconded  by  Dr.  L.  C.  Todd,  but 
was  not  voted  upon  because  it  wil  have  to  lay  on  the  table 
foi  two  weeks  before  final  action  can  be  taken. 

A  committee  composed  of  Drs.  R.  L.  Gibbon,  R.  F. 
Leinbach  and  P.  M.  King,  which  was  appointed  to  present 
suitable  resolutions  in  respect  to  the  memory  of  Dr.  J.  P. 
Matheson,  submitted  the  following,  which  was  adopted: 

"We,  the  committee  appointed  to  present  suitable  reso- 
lutions expressive  of  the  deep  distress  of  this  society  at 
the  untimely  death  of  our  beloved  friend  and  distinguished 
colleague,  Dr.  J.  P.  Matheson,  herewith  offer  the  following 
resolutions: 

"Resolved. 

"I.  That  the  medical  profession  of  North  Carolina  and 
in  especial  the  Mecklenburg  Medical  Society  has  suffered 
a  wellnigh  irreparable  loss  in  the  accidental  death  of  Dr. 
J  P.  Matheson,  which  occurred  August  Sth,  in  the  5«th 
year  of  his  age. 

"His  dynamic  personality,  his  love  and  ambition  for  his 
profession  has  been  one  of  the  chief  forces  in  the  progress 
of  medicine  in  our  State  and  a  powerful  influence  in  his 
home  community,  for  the  broad  enthusiasm  with  which  he 
espoused  all  that  promised  sane  progressiveness  was  limited 
by  no  narrow  bounds  of  specialization,  but  touched  upon 
every  phase  of  medicine. 

"II.  That  we  will  miss,  in  large  degree,  the  wisdom  of 
his  counsel,  always  sought  in  affairs  of  public  interest  and 
medical  policy,  and  in  the  personal  problems  of  his  friends. 
These  latter  invariably  found  a  sympathetic  listener  and 
often  a  practical  solution  of  their  problems,  for  the  ardor 
of  his  temperament  had  that  saving  grace  of  common  sense 
and  practical  judgment  that  was  largely  responsible  for  his 
own  personal  success  in  life. 

"III.  That  these  admirable  traits  of  mind  and  character 
found  abundant  expression  in  his  last  will  and  testament. 
Not  only  were  his  old  employees  and  his  favorite  charitable 
and  educational  institutions  generously  remembered,  but 
his  great  passion  for  the  advancement  of  medicine  was 
evidenced  by  the  large  bequest  to  this  society  to  be  used 
in  the  scientific  and  educational  progress  of  its  members  for 
years  to  come. 

"IV.  That  in  these  few  and  inadequate  words  of  appre- 
ciation and  affection  we  extend  to  his  family  and  friends 
our  deep  sympathy  and  condolence  in  this  our  mutual  loss 
of  a  loyal  and  devoted  friend,  a  leader  in  all  constructive 
movements  and  in  the  assurance  that  here  is  a  man  of 
whom  it  can  be  said  'the  good  men  do  lives  after  them.' 

"V.  That  a  copy  of  the  foregoing  resolutions  be  sent 
to  the  bereaved  family  and  copy  be  spread  on  the  minutes 
of  this  society." 

Signed:     Dr.  R.  L.  Gibbon, 

Dr.  R.  F.  Leinbach, 
Dr.  P.  M.  King. 
The  secretary  then  read  a  communication  from  the  Junior 
Chamber  of  Commerce  addressed  to  the  Mecklenburg  Coun- 
tq  Drainage  Commission,  the  County  Commissioners  of 
Mecklenburg  County,  and  the  City  Council,  Charlotte,  N. 
C,  requesting  that  an  endorsement  by  individual  members 
of  the  society  be  made  to  this  resolution,  which  proposed 
a  drainage  system  for  the  City  of  Charlotte  so  as  to  elimi- 
nate- the  breeding  of  mosquitoes.  The  problem  was  dis- 
cussed by  Dr.  Wm.  Allan  and  Dr.  J.  R.  Alexander,  chairman 
of  the  Drainage  Commission.  No  action  was  taken  as  a 
society,  but  the  resolution  was  endorsed  by  individual  mem- 
bers of  the  society. 

Dr.  W.  Z.  Bradford,  chairman  of  the  Program  Commit- 
tee, announced  that  next  month's  programs  would  be  given 


by  out-of-town  speakers.  The  first  meeting  is  to  be  under 
the  leadership  of  Dr.  T.  Grier  Miller,  Professor  of  Clinical 
Medicine  of  the  University  of  Pennsylvania,  who  will  hold 
a  clinic  in  the  afternoon  and  give  a  paper  before  the  society 
in  the  evening.  The  program  for  the  second  meeting  of 
the  month  will  include  Drs.  C.  C.  Carpenter  and  T.  D. 
Kitchen  of  the  Wake  Forest  Medical  School. 

S.   W.  DAVIS,  Sec. 

J.  A.  ELLIOTT,  Pres. 

Mecklenburg  County  (N.  C.)  Medical  Society-,  13th 
regular  meeting  for  the  year,  October  19th,  8  p.  m.,  Medical 
Library,  Charlotte. 

The  meeting  was  called  to  order  by  the  president  Dr 
J.  A.  Elliott. 

A  case  of  Xanthoma  Diabeticorum  was  reported  by  Dr. 
J.  A.  Elliott,  discussed  by  Dr.  T.  D.  Sparrow. 

Dr.  A.  J.  Crowell  presented  a  paper  on  Causes  and 
Treatment  of  Cystitis,  discussed  by  Dr.  R.  H.  Lafferty. 

The  president  then  called  on  Dr.  0.  D.  Baxter  to  intro- 
duce the  speaker  of  the  evening,  Dr.  C.  C.  Carpenter,  Dean 
of  Wake  Forest  Medical  School.  His  subject,  Medico- 
Legal  Practice  in  North  Carolina,  was  well  presented  and 
of  great  interest.  He  suggested  the  creation  of  a  medical- 
legal  institute,  a  mobile  organization  co-operating  with  the 
coroners  of  the  various  counties  of  the  State. 

Dr.  William  Allan's  resolution,  which  read  as  follows, 
was  presented: 

"Resolved  that  the  Mecklenburg  County  Medical  Society 
create  a  class  of  emeritus  membership,  to  be  composed  of 
those  physicians  who  for  reasons  of  health,  age  or  geogra- 
phy are  not  able  to  qualify  as  active  members.  Such  mem- 
bers are  to  be  designated  by  the  cabinet  and  shall  be  en 
titled  to  take  part  in  the  proceedings  of  the  society,  bui: 
shall  not  be  required  to  pay  dues  and  shall  not  be  privileged 
to  vote." 


Anal-Sed 

Analgesic,   Sedative   and    Antipyretic 

Affords  relief  in  migraine,  headache,  sciatica  and 
neuralgia.  Rheumatic  symptoms  are  frequently  re 
lieved  by  a  few  doses. 

Description 
Contains   V/2    grains   of   Amidopyrine,    l/2    grain    of 
Caffeine   Hydrobromide  and    15   grains  of  Potassium 
Bromide  to  the  teaspoonful. 

Dosage 
The  usual  dose  ranges  from  one  to  two  teaspoonfuls 
in  a  little  water. 

How  Supplied 
In  pints  and  gallons  to  physicians  and  druggists. 


Burwell  &  Dunn  Company 

Manufacturing    fejj=^    Pharmacists 
Establiskea    DJH^ 

CHARLOTTE,  N.  C. 

Sample   sent   to  any   physician   In   the   U.    S.   on 
request. 
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Dr.  John  Q.  Myers  moved  adoption,  seconded  by  Dr 
Parks  M.  King  and  passed. 

Dr.  Hamilton  W.  McKay  then  presented  a  resolution, 
which  had  been  drafted  by  the  cabinet  of  the  society,  and 
strongly  endorsed  its  passage: 

•'It  is  the  opinion  of  the  Mecklenburg  County  Medical 
Society  that  it  would  be  impossible  to  build  two  strong  new 
hospitals  in  Charlotte  at  this  time.  Hence,  it  seems  to  us 
the  part  of  wisdom  to  ask  the  Episcopalian  and  Presby- 
terian to  unite  their  efforts  toward  the  building  of  a  single 
institution." 

Seconded  by  Dr.  John  Q.  Myers,  and  after  discussion  by 
Drs.  John  H.  Tucker  and  A.  J.  Crowell,  the  resolution  was 
unanimously  adopted. 

Dr.  R.  F.  Leinbach  announced  his  committee  on  a  post- 
graduate course  under  the  Extension  Division  of  the  School 
of  Medicine  of  the  University  had  met  and  formulated  a 
tentative  list  of  lectures  to  be  given  to  the  doctors  of 
Mecklenburg,  Lincoln,  Gaston,  Union,  Stanly,  Montgomery, 
Richmond,  Anson,  Cleveland,  Caldwell,  Catawba,  Iredell, 
Rowan,  Rutherford  and  Cabarrus  Counties.  This  meeting 
on  October  12th  consisted  of  the  central  committee  and 
committee  chairmen.  They  had  drawn  up  a  tentative  list 
of  12  proposed  lectures  from  which  six  are  to  be  selected. 
It  was  decided  that  the  meeting  would  be  held  beginning 
the  second  Tuesday  in  January  and  would  meet  weekly 
thereafter  until  the  course  was  completed. 

Dr.  W.  Z.  Bradford,  chairman  of  the  program  committee, 
suggested  that  a  letter  be  sent  to  Dr.  Charles  DeF.  Lucas, 
and  the  secretarv  was  instructed  to  write  such  a  letter. 
S.  W.  Davis,  M.D.,  Sec. 
J.  A.  Elliott,  M.  D.,  Pres. 


The  Seventh  District  (N.  C.)  Medical  Society  held  its 
annual  meet  at  Shelby,  Nov.  2nd,  the  following  officers  in 
charge:   Dr.  Mc.  G.  Anders.  Gastonia,  president;   Dr.  Ben 


Pure 
refreshment 


Gold,  Shelby,  vice-president;  Dr.  Chas.  H.  Pugh,  Gastonia, 
secretary;  Dr.  B.  H.  Kendall,  Shelby,  councilor. 

Program,  2  p.  m.:  Menstruation,  Dr.  D.  F.  Moore,  Shel- 
by; The  Abuse  of  Digitalis,  Dr.  L.  A.  Crowell,  jr.,  Lincoln- 
ton;  Physical  Medicine  as  related  to  Oxygen  Therapy, 
Vascular  Therapy  and  Fever  Therapy,  Dr.  Stephen  W. 
Davis,  Charlotte;  The  Management  of  Posterior  Positions, 
Dr.  \V.  \V.  McChesney,  Gastonia;  Ultimate  Results  in  218 
Patients  with  Sterility,  Dr.  Robert  Thrift  Ferguson,  Char- 
lotte; Causes  and  Treatment  of  Cystitis,  Dr.  A.  J.  Crowell, 
Charlotte. 

Beginning  at  4:00  oclock,  Dr.  Wm.  B.  Porter,  Professor 
of  Medicine,  Medical  College  of  Virginia,  held  an  instruc- 
tive clinic. 

At  the  banquet  at  the  Hotel  Charles:  address  of  wel- 
come, Mr.  Harry  Woodson,  Mayor;  response,  Dr.  John 
Hill  Tucker,  Charlotte.  Elaborate  entertainment  by  various 
artists;  then  Dr.  Porter  delivered  a  formal  address. 


Dr.  J.  F.  Foster,  Sanford,  was  elected  president  of  the 
Fifth  District  Medical  Society,  meeting  at  the  North  Caro- 
lina Sanatorium,  October  21rt.  He  succeeds  Dr.  James  G. 
Pate,  Gibson,  who  presided  over  the  meeting.  Dr.  O.  L. 
McFadyex,  Fayetteville,  was  re-elected  secretary. 

Addresses  were  made  by  Dr.  J.  F.  Foster,  Sanford;  Dr. 
Douglas  Jennings.  Bennettsville,  S.  C;  Dr.  Ledyard  de» 
Camp  and  Dr.  J.  D.  Highsmith,  Fayetteville. 

The  members  of  the  society  and  the  ladies'  auxiliary  were 
guests  of  the  Sanatorium  staff  at  dinner.  Speakers  at  the 
dinner  were  Dr.  VVingate  M.  Johnson,  president,  and  Dr. 
T.  W.  M.  Long,  secretary  of  the  State  Medical  Society. 


The  North  Carolina  Xecropsychutric  Society'  held 
its  autumn  quarterly  meeting  as  guests  of  Drs.  M.  A.  and 
W.  R.  Griffin  at  Appalachian  Hall,  Asheville,  October  29th. 

After  the  call  to  order  at  3  o'clock  Dr.  R.  S.  Crispell 
Durham,  presented  an  In  Memoriam  for  the  late  secretary, 
Dr.  Claude  A.  Boseman,  Pinebluff. 

Other  features  were:  Presentation  of  a  Case  of  Neuro- 
blastoma with  Hutchinson's  Syndrome  (moving  pictures 
and  lantern  slides).  Dr.  D.  C.  Wilson,  University  of  Vir- 
ginia; Absence  of  Corpus  Callosum  Confused  with  Psycho- 
pathic personality  in  a  Seventeen-Year-Old  Boy,  Dr.  Spaf- 
ford  Ackerly.  University  of  Louisville;  Brief  Reports  on 
Insulin  Treatment  of  Dementia  Praecox,  members  and  in- 
vited guests;  recognition  of  distinguished  guests;  recogni- 
tion of  Dr.  Wingate  M.  Johnson,  member  of  the  society  and 
president  of  the  Medical  Society  of  the  State  of  North  Car- 
olina. 

At  6:30  a  buffet  supper  was  tendered  all  members  and 
guests  at  Appalachian  Hall  by  the  hosts,  this  followed  by 
an  address.  Psychiatry  in  Retrospect  and  Prospect,  by  Dr. 
James  K.  Hall,  Richmond. 


The  American*  Dietetic  Association  concluded  its  sev- 
eral days'  annual  session  in  Richmond  on  October  21st. 
Several  hundred  delegates  were  in  attendance  and  a  number 
of  prominent  physicians  made  addresses. 


Dr.  Clyde  M.  Gilmore  was  named  president;  Dr.  Rus- 
sell Lyday*,  vice  president,  and  Dr.  W.  W.  Harvey,  secre- 
tary-treasurer, of  the  Eighth  District  Medical  Society,  meet- 
ing October  19th,  at  Winston  Salem.  Dr.  Roy  Mitchell,  of 
Mt.  Airy,  was  re-elected  district  councillor.  Dr.  Sylvia 
Allen.  Baltimore,  spoke  at  the  banquet. 

Papers  were  presented  by  Dr.  Oliver  J.  Hart,  Dr.  Fred 
Garvey,  Dr.  Paul  Johnson,  Winston-Salem;  Dr.  Kenneth 
Geddis,  High  Point;  Dr.  William  Hester,  Reidsville;  Dr. 
Russell  Lyday.  Greensboro;  Dr.  Moir  S.  Martin,  Dr.  Roy 
Mitchell,  Mt.  Airy,  and  Dr.  William  Sprunt,  Winston- 
Salem. 
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Actual  Practice  in  Surgical  Technique 


v^iA 


Method  of  Holding  Connel  Stitch.  From  Princi- 
ples of  Operative  Surgery,  by  A.  V.  Partipilo, 
M.D. 

Special  instruction  and  practice  in  the  technique  of  one 
or  more  operations  is  available  to  surgeons  who  wish  to 
review  the  anatomy  and  technique  of  certain  operations. 
This  is  an  especially  valuable  feature  of   our  institution. 


The  Laboratory  of  Surgical 
Technique  of  Chicago 

(incorporated  not  for  profit) 

offers  Instruction  and  Practice  in  Surgical 
Technique.  The  regular  two-weeks  course 
combines  Clinical  Teaching  with  actual  prac- 
tice by  the  students.  A  review  of  the  nec- 
essary Surgical  Anatomy  is  embraced  in  the 
work. 

Special  Courses 

Urology  and  Cystoscopy 
Proctology 

Ear,  Nose,  and  Throat 
Orthopedic  Surgery 
Gynecology  and  Obstetrics 
Laryngology  and  Bronchoscopy 
Surgical  Pathology 
Surgical  Anatomy 

Personal    Instruction — Actual   Practice.     Operating   Rooms, 
Equipment    and    Method    of    Teaching    Ideal    and    Unsur- 
passed. 

For    information    as    to    Courses,    Fees,    Registration 
Requirements,    Etc.,    Address 

A.  V.    PARTIPILO,  M.D.,  Director 

1950   South   Ogden   Av< 
Phone   Haymarket  7044 


(near   Cook   County    Hospital) 
Visitors   Always   Welcom 


Dr.  Wixfred  Overholser,  formerly  Commissioner  oi 
Mental  Disease  of  the  Commonwealth  of  Massachusetts, 
has  been  appointed  by  the  President,  superintendent  of  St. 
Elizabeth's  Hospital,  Washington,  to  succeed  the  late  Dr. 
William  A.  White. 


Dr.  Frederick  Williams  Parsons  has  resigned  the  of- 
fice of  State  Commissioner  of  Mental  Hygiene  of  New 
York,  which  he  had  occupied  since  1927.  Dr.  W.  J.  Tif- 
fany, superintendent  of  the  Pilgrim  State  Hospital  at 
Brentwood,  New  York,  has  been  appointed  State  Commis- 
sioner of  the  Department  of  Mental  Hygiene  to  succeed  Dr. 
Parsons. 


Dr.  John  Jaqueltn  Ambler  of  the  staff  of  the  Mayo 
Clinic  has  recently  spent  a  brief  vacation  at  his  old  home 
in  Richmond. 


Cards  have  been  received  announcing  OAK  REST,  Char- 
lotte, N.  C;  Miss  Flonnie  Wentz,  graduate  nurse  in 
charge;  Archie  A.  Barron,  M.D.,  F.A.C.P.,  chief  attending 
physician.  Hospital  care  combined  with  a  delightful  home 
environment  for  the  study  of  selected  medical,  neurological 
and  endocrinological  cases.  Alcoholic,  drug  and  insane  pa- 
tients not  admitted. 


Drs.  R.  H.  Lafferty  and  C.  C.  Phillips,  Charlotte,  in- 
vited the  local  and  a  number  of  other  doctors  to  spend  a 
social  hour  with  them  on  the  evening  of  the  28  of  Octo- 
ber and  inspect  the  High  Voltage  Constant  Potential  X- 
Ray  Machine  for  Deep  Therapy  recently  installed  a(  the 
Charlotte  Sanatorium. 


Dr.  E.  W.  Phifer,  jr..  Morganton,  lately  graduated  from 
the  Harvard  Medical  School,  has  begun  his  interneship  in 
the  Hospital  of  the  School  of  Medicine  of  Yale  University. 


Dr.   Marion   Y.   Keith   has  been  elected   president   of  the 
Kiwanis  Club  of   Greensboro. 


MARRIED 

Dr.  Adlai  Stevenson  Lilly,  of  Richmond,  and  Mrs.  Sarah 
Bugg  Gholson,  of  Henderson,  were  married  on  October  23rd. 

Dr.  William  Kitchin  McDowell,  of  Scotland  Neck,  and 
Miss  Frances  Morton,  of  Greenville,  were  married  on  Oc- 
tober 27th. 

Dr.  George  Henry  Sikes  and  Miss  Lelia  George  Cram, 
both  of  Greensboro,  were  married  on  October  16th. 

Dr.  Charles  Louis  Gilbert,  of  Richmond,  and  Miss  Minnie 
Fox  Hopkins,  of  New  York,  were  married  on  October  23rd. 


DEATHS 


Dr.  John  Ingram  Barron,  62,  died  suddenly  at  his  home 
on  October  23rd  at  York,  S.  C,  of  a  heart  attack.  He  was 
at  the  bedside  of  a  patient  near  York  when  he  was  seized 
and  succumbed  after  he  was  brought   to   his  home. 

He  was  born  and  reared  in  York,  received  his  medical 
I  raining  at  the  University  of  Maryland,  and  served  an  in- 
terneship m  :i  Baltimore  hospital.  During  the  World  War. 
he  had  the  rank  of  captain  in  the  Army  Medical  Corps. 

Dr.  J.  Russell  Perkins.  57,  well  known  eye.  ear.  nose  and 
throat  specialisl  of  Winston-Salem,  died  in  a  local  hospital 
October  16th.  He  was  a  graduate  of  Danville  Military 
Academy  and  received  his  medical  training  at  the  Medical 
College  of  Virginia,  Richmond.  He  had  practiced  in  his 
specialty  at  Winston  -im  e  1915. 

\>r  R,  H.  Hardin.  46-year-old  physician  of  Banner  Elk. 
'•■•    i       'lii-d  October  '»th  of  a  heart  attack  which  came  as  he 
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was  convalescing  from  an  operation.  Dr.  Hardin,  a  native 
of  Boone,  N.  C,  had  been  on  the  staff  of  Grace  Hospital, 
Banner  Elk,  since  1925.  Dr.  Hardin  was  graduated  from 
the  North  Carolina  Medical  College  at  Charlotte  and  later 
attended  Duke  University.  Before  settling  in  Banner  Elk 
he  served  as  a  lumber  company's  physician  at  Shull's  Mills. 
He  was  a  member  of  the  American  College  of  Physicians, 
chairman  of  the  North  Carolina  Medical  Society's  post- 
graduate section  and  a  member  of  the  Avery  County  Board 
ol  Education. 

Dr.  J.  A.  Loblin,  58,  well-known  retired  Radford  physi- 
cian and  civic  leader,  died  October  22nd  at  his  home  at 
Radford,  Va.  He  had  been  in  poor  health  for  two  years 
and  recently  suffered  a  stroke.  Dr.  Loblin  served  as  phy- 
sician for  Radford  State  Teachers'  College  and  as  Health 
Officer  for  the  City  of  Radford  for  20  years  prior  to  his 
retirement  two  years  ago.  He  was  a  native  of  Scott  County 
and  was  graduated  27  years  ago. 

Henry  Kendall  Mulford,  founder  of  the  H.  K.  Mulford 
Company,  the  first  in  this  country  to  distribute  antitoxins 
widely,  died  October  15th  at  the  age  of  seventv. 


BOOKS 


Our  Medical  Schools 


New  members  recently  added  to  the  faculty  of  the  School 
of  Medicine  include:  Dr.  Barnes  Woodhall,  Assistant  Pro- 
fessor of  Neurosurgery;  Dr.  Lenox  D.  Baker,  Instructor  in 
Surgery;  and  Dr.  Ross  C.  MacCardle,  Instructor  in  Anat- 
omy. 

On  September  30th,  the  School  of  Medicine  commenced 
its  autumn  quarter  with  245  students  enrolled,  and  on  Octo- 
ber 4th,  the  School  of  Nursing,  with  84  students  enrolled. 

Dr.  Alfred  R.  Shands,  jr..  Associate  Professor  of  Surgery, 
in  charge  of  Orthopedics,  has  been  appointed  Medical  Di- 
rector of  The  Nemours  Foundation  for  the  Care  and  Treat- 
ment of  Crippled  Children. 


In  most  states  the  laws  provide  that  the  costs  and  ex- 
penses of  the  last  sickness  of  a  person  are  preferred  debts. 
That  is,  they  are  entitled  to  be  paid  before  the  ordinary 
debts  of  the  estate  are  paid. 
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METHODS  OF  TREATMENT,  by  Logan  Clendening, 
M.D.,  Clinical  Professor  of  Medicine,  Medical  Department 
of  the  University  of  Kansas;  Attending  Physician,  Univer- 
sity of  Kansas  Hospitals;  Consulting  Physician,  Kansas  City 
General  Hospital;  Physician  to  St.  Luke's  Hospital,  Kansas 
City,  Mo.,  with  chapters  on  special  subjects  by  H.  C. 
Anoersson,  M.D.;  Ursula  Brunner,  R.N.;  J.  B.  Cow- 
herd, M.D.;  Paul  Gempel,  M.D.;  H.  P.  Kuhn,  M.D.; 
Cakl  0.  Rickter,  M.G.;  F.  C.  Neff,  M.D.;  E.  H.  Skin- 
ner, M.D.;  E.  R.  DeWeese,  M.D.;  and  0.  R.  Withers, 
M.D.  Sixth  edition.  The  C.  V.  Mosby  Company,  St. 
Louis.     1937.     $10.00. 

What  doctor  has  not  realized  the  truth  of  the 
author's  statement:  "In  texts  on  the  practice  of 
medicine  a  method  is  recommended  usually  without 

an}'  instruction  as  to  technique Texts  on 

therapeutics  are  usually  devoted  exclusively  to 
drugs"?  What  doctor  will  not  applaud  and  appre- 
ciate an  effort  to  tell  how  to  do  things  for  the  good 
of  his  patients? 

Chapter  heads  are:  Rest;  Drugs;  Bacterial 
Therapy  and  Prophylaxis;  Extracts  of  the  Ductless 
Glands:  Dietetics;  Heat  and  Cold — Hydrotherapy; 
Medical  Gymnastics  and  Massage;  Exercise;  Elec- 
trotherapy; Radiotherapy;  Climate,  Aerotherapy, 
Heliotherapy,  Mineral  Springs,  Health  Resorts; 
Psychotherapy;  Miscellaneous  Procedures;  The 
Treatment  of  the  Infectious  Diseases;  The  Treat- 
ment of  Diseases  Due  to  Allergy;  Treatment  of 
Diseases  of  Metabolism;  Diseases  of  the  Blood; 
The  Treatment  of  Diseases  of  the  Cardiovascular 
System;  Diseases  of  the  Respiratory  System;  Dis- 
eases of  the  Kidney;  Diseases  of  the  Digestive 
System;  Diseases  of  the  Ductless  Glands;  The 
Treatment  of  the  Intoxications;  The  Treatment  of 
Diseases  of  the  Organs  of  Locomotion;  and  The 
Treatment  of  Some  Common  Nervous  Disorders. 

We  are  told  that  rest  is  the  best  therapeutic 
measure  the  physician  has,  and  then  come  drugs. 
The  author  takes  the  pains  to  advise  on  the  selec- 
tion of  a  hypodermic  syringe.  He  tells  us  that 
psychotherapy  means,  intrinsically,  treatment  of 
the  soul — which  clears  up  an  obscure  matter  little 
if  any;  but  his  division  of  psychotherapy  into:  1) 
suggestion,  2)  rest  cure,  3)  hypnotism,  4)  psycho- 
analysis, 5)  education,  reeducation  and  explanation 
helps  some. 

Practicality  is  evidenced  by  a  description  of  a 
homemade  pneumothorax  apparatus,  as  well  as  by 
the  discussion  of  obesity.  Apparently  infantile 
rickets  is  more  of  a  threat  in  Missouri  than  in 
North  Carolina.  The  treatment  of  diseases  of  the 
blood  and  of  the  cardiovascular  system  is  especially 
fully  and  helpfully  done. 

Dr.  Clendening's  naturally  critical  attitude,  his 
sound  sense  and  his  wide  experience  give  us  an 
invaluable  book  in  a  new  edition  brought  up  to 
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date.  A  dozen  years  ago  I  made  a  present  of  the 
edition  of  this  work  of  that  year  to  the  doctor  who 
was  seeing  a  near  relative  of  mine  through  a  siege 
of  pneumonia.     The  sixth  edition  is  even  better. 


— one  which  sheds  a  very  bright  light  into  many 
very  dark  places. 


THE  HUMAN  MIND,  by  Karl  A.  Menninger.  Second 
Edition,  Corrected,  Enlarged  and  Rewritten.  Alfred  A. 
Knopf,  New  York.     1937.    $5.00. 

The  author  defines  mental  health  as  the  ability 
to  maintain  an  even  temper,  an  alert  intelligence, 
considerate  behavior  and  a  happy  disposition. 
Thus  he  makes  it  clear  what  the  mind  should  be. 
The  struggles  of  the  human  with  his  environment 
and  with  the  ills  that  beset  him  are  compared  to 
those  of  a  hooked  trout.  Some  of  the  examples  of 
hooked  fish  he  lists  are:  the  man  who  is  always 
sick,  the  scoffer,  the  nagging  wife,  the  incendiary, 
the  merchant  turned  criminal,  the  man-hater,  the 
impulsive  thief,  the  scholar,  the  accusing  physi- 
cian. 

The  author  considers  the  question,  What  is  the 
matter  with  these  people?  Then  follow  chapters 
undertaking  to  give  answers.  An  idea  which  de- 
iights  and  instructs  is  this:  We  adjust  ourselves 
to  our  needs,  then  adapt  our  needs  to  our  environ- 
ment, and  then  derive  from  the  environment  satis- 
faction for  our  needs. 

The  author's  stimulating  way  of  expressing  him- 
self may  be  seen  in  this:  If  a  dog  is  hungry  he 
calls  upon  his  memories  of  where  food  is  to  be  had 
and  betakes  himself  thither,  and  this  is  precisely 
what  trees  and  earthworms  and  bank  presidents 
do.  He  regards  hereditary  influence  as  probably 
confined  to  physical  structure,  and  such  things  as 
nervousness,  indigestion,  alcoholism,  a  sense  of 
humor  and  temper  tantrums  as  acquired.  The 
practice  of  sterilizing  persons  mentally  diseased 
with  a  view  to  decreasing  the  incidence  of  mental 
diseases  is  called  stupid.  Broken  personalities  are 
classified  as  crippled,  stupid,  lonely,  queer,  moody, 
frustrated  and  perverse. 

Then  come,  in  order: 
Symptoms 

Analytic  Section  dealing  with   the  parts  of   the 
machine  dismantled. 
Motives 

Dynamic  Section,  dealing  with  the  sources  and 
distribution  of  the  power  that  drives  the  machine. 
Treatments 

Pragmatic  Section,  dealing  with  the  technique  of 
making  repairs. 
Applications 

Philosophic  Section,  dealing  with  the  extensions 
of  psychiatric  theory. 

Who  can  read  that  list  and  not  wish  to  study 
the  book?  You  may  disagree  with  it:  you  can  not 
ignore  it.  Dr.  Menninger  has  given  us  a  book  re- 
markably stimulating,  entertaining  and  instructive 


MEDICAL  ASPECTS  OF  CRIME,  by  W.  Norwood 
East,  M.D.  (Lond.),  F.R.C.P.  (Lond.),  H.  M.  Commis- 
sioner of  Prisons;  Director  of  Convict  Prisons;  Inspector  of 
Retreats  under  the  Inebriate  Acts;  Lecturer  on  Crime  and 
Insanity,  Maudsley  Hospital  (Lond.  Univ.)  ;  Late  Medical 
Inspector  H.  M.  Prisons,  England  and  Wales;  Medical  Of- 
ficer H.  M.  Prison  Service;  with  foreword  by  The  Right 
Hon.  Sir  John  Simon,  G.C.S.I.,  G.C.V.O.,  O.B.E.,  K.C., 
M.P.,  His  Majesty's  Principal  Secretary  of  State  for  the 
Home  Department.  P.  Blakiston's  Son  &  Co.,  Inc.,  1012 
Walnut  Street,  Philadelphia.     1936.    $6.50. 

That  rooms  in  a  local  alehouse  were  once  used 
for  gaols  (jails)  will  be  news  to  many,  and  it  is 
interesting  to  be  reminded  that  the  transportation 
to  North  America  of  felons  abruptly  ceased  in 
1776  owing  to  the  American  War.  Certainly  up 
to  the  19th  century  the  average  jail  was  uncom- 
fortable and  filthy  almost  beyond  expression.  No: 
only  the  prisoner,  but  the  members  of  the  crews  of 
ships  which  transported  them,  and  even  the  judge: 
who  tried  them  died  of  jail  fever.  Scurvy  carried 
off  its  thousands.  Debtors  generally  outnumbered 
felons  among  jail  populations. 

The  Apothecary  was  required  to  visit  the  patient  j 
daily  and  to  see  every  prisoner  once  a  week.  In 
the  Hulks  the  Surgeon  attended  three  times  a  week 
only.  The  lists  of  dietaries  attract  interest  on  many 
accounts.     There  is  a  record  that  "the  doctor  .  .  . 
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cnocklatcd  four  children  with  the  cow  pock;"  an- 
other of  a  prisoner  "cutting  the  back  sinews  of  his 
leg  to  prevent  him  being  removed  as  a  deserter.'' 
Reports  on  tuberculosis  and  insanity  in  jails  make 
dark  reading.  A  thousand  consecutive  cases  of 
attempts  at  suicide  are  analyzed.  Although  at- 
tempts at  suicide  is  still  a  crime  under  the  laws  of 
England  [and  a  good  many  of  our  States]  in  the 
year  1931,  of  3,115  persons  in  England  and  Wales 
known  by  the  police  to  have  made  such  attempts, 
only  12  came  to  trial  and  only  2  were  imprisoned. 
It  is  astonishing  to  note  that  of  the  1,000  persons 
here  considered  who  attempted  suicide,  only  10 
professed  no  religion.  The  list  reads:  Church  of 
England  888,  Roman  Catholic  74,  Jewish  22,  Ma- 
homedan  1,  Russian  Church  1,  Lutheran  4,  None 
10. 

A  chapter  is  devoted  to  Exhibitionism;  another 
— cddly  enough — to  Phrenology  and  Criminal  Con- 
duct; others  on  Imprisonment,  Cellular  and  Asso- 
ciated; Mental  Inefficiency  and  Adolescent  Crime; 
Mental  Defectiveness  and  Drug  Addiction;  Medi- 
cal Aspects  of  Prison  Labour;  Sterilization  of 
Criminals  and  one  the  subject  of  which  is  used  as 
a  title  for  tire  book. 

The  material  was  prepared  for  use  on  various 
occasions  as  addresses,  but  it  goes  to  make  up  a 
cohesive  dealing  with  a  complicated  and  absorbing 
subject. 


INTRODUCTION  TO  CLINICAL  PSYCHOLOGY,  for 

Students  of  Medicine,  Psychology  and  Nursing,  by  Edward 
M.  Westburgh,  Ph.D.,  Chief  of  Psychological  Service  of 
the  Institute  and  of  the  Department  of  Mental  and  Nerv- 
ous Diseases,  Pennsylvania  Hospital.  P.  Blakiston's  Son  & 
Co.,  Inc.,   1012  Walnut  Street,  Philadelphia.     1937.     $3.50. 

The  aim  is  to  meet  needs  of  students  of  psychol- 
ogy, of  medicine  and  of  nursing.  Also,  we  are  told, 
teachers  may  find  it  helpful  in  comprehending  and 
averting  problems  of  maladjusted  students,  cases 
in  which  a  consultant  is  not  available  or  needed. 

The  growth  of  psychology  is  traced,  test  results 
are  given,  cognitive  and  affective  factors  discussed. 
There  is  a  good  deal  on  family,  social  and  voca- 
tional history,  and  the  importance  of  paying  spe- 
cial attention  to  unusual  and  intense  experiences  is 
emphasized.  The  final  chapter  is  devoted  to  fun- 
damental concepts  in  clinical  psychology.  An  ap- 
pendix gives  an  outline  for  the  clinical  study  of 
personality. 


EXTERNAL  DISEASES  OF  THE  EYE,  by  Donald  T. 
Atkinson,  M.D.,  F.A.C.S.,  Consulting  Ophthalmologist  to 
the  Santa  Rosa  Infirmary  and  the  Nix  Hospital,  San  An- 
tonia,  Texas  Fellow  of  the  American  Academy  of  Ophthal- 
mology and  Oto-laryngology ;  Life  Member  of  the  Ameri- 
can Medical  Association  of  Vienna ;  illustrated  with  494  en- 
gravings; second  edition,  thoroughly  revised.  Lea  and 
Febiger,  Philadelphia.     1937.     $8.00. 

This  edition  is  brought  out  because  of  the  per- 


sistent need  for  such  a  work  in  English,  devoted  to 
the  commoner  disease  conditions  of  the  eye.  Dis- 
eases of  the  lid  are  given  ISO  pages,  each  of  them 
bearing  valuable  information;  and  with  the  same 
thoroughness  are  discussed  diseases  of  the  lacrimal 
apparatus,  orbit,  conjunctiva,  cornea,  iris,  ciliary 
bedy  and  crystalline  lens.  Glaucoma  is  given  the 
emphasis  which  its  importance  demands.  Of  un- 
usual interest  is  the  discussion  of  the  hygiene  of  the 
eyes. 

The  author  approaches  his  subject  from  an  un- 
usual angle  and  he  deals  with  it  with  a  view  to 
practical  results. 


THE  MANAGEMENT  OF  FRACTURES,  DISLOCA- 
TIONS, AND  SPRAINS,  by  John  Albert  Key,  B.S.,  M.D., 
St.  Louis,  Clinical  Professor  of  Orthopedic  Surgery,  Wash- 
ington University  School  of  Medicine;  Associate  Surgeon, 
Barnes,  Children's  and  Jewish  Hospitals;  and  H.  Earle 
Conwell,  M.D.,  F.A.C.S.,  Birmingham,  Consulting  Ortho- 
pedic Surgeon  to  the  Tennessee  Coal,  Iron  and  Railroad 
Company,  Employees'  Hospital;  Attending  Orthopedic  Sur- 
geon to  the  Crippled  Children's  Hospital,  St.  Vincent's  Hos- 
pital, South  Highland  Hospital,  Hillman  Hospital  and  Chil- 
dren's Hospital,  Birmingham;  Member  of  the  Fracture 
Committee  of  the  American  College  of  Surgeons,  American 
Academy  of  Orthopedic  Surgeons  and  the  Advisory  Frac- 
ture Committee  of  the  American  Medical  Association.  Sec- 
ond edition.     The  C.  V.  Mosby  Co.,  St.  Louis.  1937.  $12.50. 

The  favorable  reception  accorded  the  first  edition 
and  the  advances  in  this  field  of  surgery  have  con- 
strained the  authors  to  put  out  this  early  second 
edition. 

It  is  a  solid,  dependable  textbook  following  a 
rather  conventional  arrangement  which  has  been 
popular  for  a  long  time. 

First  aid  in  fractures  and  automobile  injuries  is 
covered  well  in  a  few  pages.  Attention  is  paid  to 
the  workmen's  compensation  law  and  medicolegal 
aspects  of  fracture  cases.  The  chapter  on  skull 
fractures  is  contributed  by  Dr.  C.  E.  Dowman,  of 
Atlanta;  that  on  jaw  fractures  by  Dr.  J.  B.  Brown, 
of  St.  Louis. 

Fractures  in  the  region  of  the  elbow  and  in  the 
wrist  and  hand  are  dealt  with  in  the  elaborate  man- 
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ner  that  their  importance  demands. 

The  inclusion  of  sprains  with  fractures  and  dis- 
locations calls  attention  to  the  fact  that  these,  too, 
may  be  injuries  of  consequence,  without  a  com- 
plicating fracture. 

Courageous,  sensible  and  timely  is  the  following 
declaration:  "It  is  possible  to  make  an  approxi- 
mately accurate  diagnosis  of  most  fractures  with- 
out the  use  of  the  x-ray,  and  it  is  possible  to  treat 
many  fractures  in  quite  a  satisfactory  manner  with- 
out the  use  of  the  x-ray.  .  .  .  We  do  not  feel  that 
any  surgeon  should  be  placed  in  the  position  where 
it  is  imperative  to  obtain  x-rays  in  every  case  of 
bone  injury  which  comes  under  his  care." 


CRIPPLED  CHILDREN:  Their  Treatment  and  Ortho- 
pedic Nursing,  by  Eari  D.  McBride,  B.S.,  M.D.,  F.A.C.S.. 
Assistant  Professor  of  Orthopedic  Surgery,  University  oi 
Oklahoma,  School  of  Medicine;  Attending  Orthopedic  Sur- 
geon to  St.  Anthony  Hospital;  Associate  Orthopedic  Sur- 
geon to  Oklahoma  City  General  and  Wesley  Hospitals;  Vis- 
iting Surgeon  to  W.  J.  Bryan  School  for  Crippled  Children; 
Chief-of-staff  to  Reconstruction  Hospital,  Oklahoma  City; 
Member  of  American  Academy  of  Orthopedic  Surgeons,  in 
collaboration  with  Winifred  R.  Sink,  A.B.,  R.N.,  Educa- 
tional Director,  Grace  Hospital  School  of  Nursing,  Detroit; 
Formerly  Head  Nurse  of  James  Whitcomb  Riley  Hospital 
of  the  Indiana  University  Group;  Instructor  of  Nurses,  In- 
diana University  School  of  Nursing;  Educational  Director, 
General  Hospital,  Mansfield,  Ohio.  Second  edition.  The 
C.  V.  Mosby  Company,  St.  Louis.     1937.     $3.50. 

The  authors  are  happy  that  the  medical  profes- 
sion, the  laity  and  the  various  departments  of  gov- 
ernment are  so  greatly  interested  in  the  crippled 
child.  They  say  the  book's  principal  objective  is 
to  instruct  the  nurse  in  orthopedic  details.  How- 
ever, there  is  much  of  value  in  it  for  doctors.  Sig- 
nificant subjects  are:  instructions  to  the  patient  on 
leaving  hospital,  braces  and  their  care,  growing 
pains,  how  to  tell  when  one  leg  is  longer  than  the 
other,  amusement  and  occupation  for  the  patient. 

The  description  is  short  but  ample  and  the  illus- 
tration well  supplements  the  text. 


THE  DIAGNOSIS  AND  TREATMENT  OF  SEXUAL 
DISORDERS  IN  THE  MALE  AND  FEMALE,  Including 
Sterility  and  Impotence,  by  Max  Huhner,  M.D.,  Formerly 
Chief  of  Clinic,  Genitourinary  Department,  Mount  Sinai 
Hospital  Dispensary ;  Attending  Genitourinary  Surgeon, 
Bellevue  Hospital.  Out-Patient  Department;  Fellow  Amer- 
ican Urological  Association;  Fellow  Genitourinary  Surgery, 
New  York  Academy  of  Medicine;  Author,  ''Sterility  in  the 
Male  and  Female  and  Its  Treatment,"  etc.,  etc.  F.  A. 
Davis  Company,  Philadelphia.     1937.     $5.00. 

So  many  books  on  this  subject  are  being  offered 
that  it  seems  in  order  to  call  attention  to  unusual 
features  of  this  work.  Among  these  are:  Sterility 
due  to  both  the  Male  and  the  Female,  Redevelop- 
ment of  Penis,  Importance  of  Sexual  Valves,  A 
Hitherto  Undescribed  Cause  of  Impotence,  New 
Method  of  Treatment  of  Priapism,  Is  Rape  Always 
a  Crime?,  The  Evil  Consequences  of  Withdrawal, 
Continence  and  Dyspareunia  in  the  Male. 

Unusual  attention  is  paid  to  masturbation.     A 


hefty  whack  is  taken  at  the  pompous  psychoana- 
lyst. A  number  of  strange  terms  are  encountered. 
These  is  such  a  thing  as  a  normal  pollution.  There 
is  a  chapter  on  the  Evil  Consequences  of  With- 
drawal. Continence  is  recommended  as  entirely 
practicable.  Many  unusual  sexual  neuroses  are  de- 
scribed. There  is  said  to  be  a  pronounced  relation- 
ship between  lack  of  sexual  passion  and  sterility. 

s.  m.  &  b. 

Spirit  of  the  Medical  Press 

(Copied  and  kindly  supplied  by  Dr.    E.   A.    Hines,   Seneca. 

S.  C.  from  the  Medical  and  Surgical  Reporter:   A  Weekly 

Journal;   February   2.    1861.    Issue;    Philadelphia.) 

The  Medical  Journal  of  North  Carolina*  begins  its  new 
volume,  published  at  Raleigh,  with  the  January  number, 
under  the  editorship  of  Ch.  E.  Johnson,  M.D.,  and  S.  S. 
Satchwell,  M.D.,  Dr.  Warren,**  the  former  editor,  having 
removed  to  Baltimore. 

Its  opening  editorial  states  the  object  of  the  Journal.  It 
is  "not  an  individual  enterprise,  but  a  work  instituted  by 
the  Medical  Society  of  the  State  of  North  Carolina  for  the 
inculcation  and  dissemination  of  scientific  principles  in  the 
practice  of  medicine,  and  for  the  promotion  of  the  general 
interest  and  welfare  of  the  regular  profession". 

The  initial  number  o  fthe  Journal,  under  its  new  manage- 
ment, speaks  well  for  the  latter,  and  we  wish  our  new 
colleagues  the  best  success  in  their  undertaking. 

In  regard  to  the  granting  of  diplomas,  the  same  Journal 
has  the  following  remarks: 

"We  have  copied  from  the  number  of  the  London  Lancet 
for  November,  1860,  an  article  upon  this  subject,  showing 
what  little  importance  the  English,  after  a  while,  will  place 
on  the  diplomas  granted  by  Medical  Colleges  in  this  coun- 
try. It  is  of  value  also  to  North  Carolinians,  as  showing 
the  wisdom  of  the  General  Assembly  of  this  State  in 
establishing  a  State  Board  of  Medical  Examiners,  whose 
duty  it  is  to  assemble  on  the  first  Monday  in  May,  in  each 
and  every  year,  and  examine  all  applicants  for  license  to 
practice  medicine  in  the  State,  and  according  to  law,  without 
regard  to  the  diploma.  They  have  followed,  in  this  respect, 
the  good  example  of  the  Army  and  Navy  Boards  of  Medi- 
cal Examiners  for  the  United  States.  In  these  arms  of  the 
public  service,  an  applicant  for  surgeon's  or  assistant- 
surgeon's  place,  with  a  half  dozen  diplomas  in  his  pocket, 
will  be  required  to  stand  the  same  examination  with  him 
who  has  no  diploma." 

This  subject  cannot  too  often  be  referred  to.  The  time 
will  and  must  come  when  the  example  of  North  Carolina 
in  this  respect  shall  be  followed  by  all  the  other.  States.  For 
this  object  let  us  all  work  harmoniously. 

'This  journal  was  established  in  1856  as  is  stated  on 
tiie  front  cover  <>i  each  issue  of  its  successor,  Southern 
Medicine  and  Surgery. 

**l)r.    Edward   Warren   was   born   in   Tyrrell   County  and 

spent   his  early  life  in    Edenton.     s i  after  the  outbreak 

of  tic  Wat-  between  the  states  he  returned  to  N.  C.   Later 

he  I ante  Surgeon-General  of  ibis  state.     After  the  war 

he  returned  to  Baltimore.  Aboul  l*7u  he  went  t,,  Egypt, 
then  at  war  wilii  Turkey,  and  was  mad''  Chief  Surgeon 
of  th,-  General  Staff,  and  Bey.  Write  Dr.  II.  A  Royster, 
Raleigh,  lor  a  reprint  oi  his  address,  The  Adventurous 
I. it-  of  Edward  Warren,  Bey,  delivered  to  Richmond 
A'  adi  in;,    of  .Medicine  last   April. 

B.    M.    ft   8. 

A  woman,  52  years  old,  consulted  me  on  account  of 
pruritus  vulvae.  She  had  a  "pimple"  as  large  as  a  coffee 
bean  at  the  upper  and  inner  quadrant  of  the  right  cheek. 
Asking  her  to  allow  me  In  remove  it  she  refused,  saying 
she  had  this  "pimple"  ever  since  she  was  a  little  girl.  Four 
years  afterwards  she  returned  to  me  and  asked  that  a 
"sore"  about  as  large  a-  a  25-cenl  piece  which  had  devel- 
oped at  the  site  of  the  "pimple"  be  removed.  The  "sore" 
proved  to  be  an  ulcus  rodens. — Francis  Redcr,  in  Bull.  SI. 
Louis  Med.  Soc,  Oct.  22nd. 
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Surgery  in  Gallbladder  Disease 
(L.  Grove  &  J.  C.  Read,  Atlanta,  in  Jl.  Med.  Assn.  of  Ga.) 

Acute  cholecystitis  with  or  without  stones,  fortunately 
gives  rise  to  little  discussion.  The  only  issue  is  one  of 
judgment  as  to  when  operation  should  be  done  and  what 
type  of  operation.  We  do  not  operate  in  all  cases  of  acute 
cholecystitis.  Here  usually  cholecystostomy  is  the  operation 
of  safety  and  in  a  high  percentage  the  patient  must  return 
for  a  cholecystectomy.  Judd  has  reviewed  a  series  of  cases 
in  which  cholecystostomy  was  done  and  found  17%  suffered 
subsequent  trouble  requiring  cholecystectomy.  With  careful 
watching  many  cases  can  be  carried  safely  through  an  acute 
attack  ,and  cholecystectomy  can  usually  be  done  safely 
later.  A  certain  number  must  of  necessity  have  cholecystos- 
tomy if  we  are  to  avoid  the  small  group  resulting  in  per- 
foration and  peritonitis. 

It  is  in  cholecystitis  without  stones  that  correct  diagnosis 
and  treatment  are  difficult.  In  these  cases  the  most  prom- 
inent symptom  is  dyspepsia  without  evidence  of  recurrent 
colic.  Lahey  suggests  the  following  citeria  for  operation  in 
this  class:  Nausea,  gaseous  eructation,  abdominal  disten- 
tion and  right  upper  abdominal  pain ;  when  adequate  inves- 
tigation fails  to  demonstrate  other  lesions  which  might  be 
causing  the  symptoms;  when  the  symptoms  persist  in  spite 
of  medical  measures;  and  when  suspicious  evidence  by 
cholecystogram  is  present.  Lahey  is  operating  on  fewer 
cases  in  this  group  than  formerly.  In  Judd's  experience,  if 
there  is  sufficient  evidence  of  inflammation  of  the  gallblad- 
der to  warrant  surgery,  those  cases  without  stones  give  the 
best  permanent  results.     It  is  now  our  practice  to  remove 


all  gallbladders  showing  any  signs  of  inflammation  even 
though  this  is  evidenced  only  by  adhesions.  The  consensus 
of  opinion  is  that  we  should  be  conservative  in  advising 
surgery  in  this  group. 

In  chronic  cholecystitis  with  stones,  most  reliable  is  the 
history  of  recurring  attacks  of  upper  abdominal  pain  often 
requiring  morphine,  followed  frequently  by  jaundice,  at 
times  so  mild  as  to  be  seen  only  in  the  sclera,  and  then 
only  in  daylight.  There  is  invariably  tenderness  in  the 
right  upper  quadrant  which  may  persist  for  several  days. 
We  think  this  is  the  most  trustworthy  physical  sign  in 
gallbladder  disease.  Pain  is  frequently  referred  to  the  back 
or  right  scapular  region,  often  to  the  left  hypochondrium 
or  even  the  precordium.  It  is  in  this  group  of  cases  that 
cholecystogram  yields  its  best  results. 

While  the  function  of  the  gallbladder  and  the  pathology 
of  gallstones  are  not  clearly  understood,  this  should  not 
militate  against  surgery  when  the  indication  of  serious  dis- 
ease exists.  There  is  a  close  relationship  between  infection 
and  gallbladder  stones;  even  sterile  cholesterol  stones  may 
become  impacted  in  the  cystic  duct,  and  quickly  become 
infected. 


-S.    M.    &    S.- 


THREE  YOUNG  LAWYERS  TOOK  OATH  MONDAY 
MORNING.  DAMAGE  SUITS  ARE  EXPECTED  TO 
COME  UP  NEXT  WEEK— Headline  in  Rutherford  Coun- 
ty (N.  C.)  News. 

And  the  Old  Ones  are  Even  Worse,  and  Sivifter. 
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Four  Hundred   and   Four  Consecutive   Cases   of   Maxillary 

Sinusitis* 

A  Clinical  Analysis 
L.  M.  Griffith,  M.D.,  Asheville,  North  Carolina 


THIS  analysis  was  undertaken  to  determine 
if  any  points  of  value  could  be  learned.     I 
give  it  for  what  it  is  worth.     First  will  be 
submitted  statistics,  then  a  survey  as  to  what  they 
may  mean. 

Of  the  404  cases  of  maxillary  sinusitis  to  be 
considered,  368  were  acute,  16  cases  on  which  rad- 
ical ( Caldwell-Luc )  antrum  operations  were  done, 
eight  cases  of  chronic  antral  infection  in  which 
radical  surgery  was  refused,  and  12  cases  of  acute 
antral  infections  in  which  window  openings  beneath 
the  inferior  turbinate  were  made.  As  practically 
every  case  of  either  maxillary  sinus  or  frontal  sinus 
inflammation  has  accompanying  involvement  of  the 
ethmoid  sinus  of  the  same  side,  no  attempt  has 
been  made  to  separate  or  to  consider  the  purely 
involved  ethmoid  cases.  During  the  time  interval 
covered  by  these  404  cases  of  maxillary  sinusitis, 
36  cases  of  frontal  sinusitis  were  encountered — a 
ratio  of  1 1  antral  cases  to  one  frontal  sinus  case. 

Of  the  368  acute  antral  cases,  171  were  limited 
to  the  left  and  141  to  the  right  antrum,  and  56 
were  bilateral.  The  treatment  other  than  constitu- 
tional was  antrum  puncture  with  the  Coakley 
punch,  followed  by  irrigation  with  a  sterile  normal 
salt  solution.  This  puncture  and  irrigation  was 
repeated  at  two-day  intervals  until  no  secretion 
was  washed  away.  In  93  of  the  cases  one  antrum 
irrigation  rid  t!"e  patient  of  his  trouble;  80  had 
two,  47  had  three,  42  had  four,  28  had  five  irriga- 
tions— and  on  to  a  bilateral  case  with  77  irriga- 
tions of  each  antrum.  The  end  result  in  this  las: 
case  justified  the  work  for  that  patient,  the  wife  of 
one  of  our  prominent  physicians,  in  that  she  has 
no  residuals  of  her  antrum  infection.  The  total 
number  of  antrum  irrigations  on  these  cases  ua  , 
1,568 — an  average  of  little  more  than  four  per 
case. 

The   antra    requiring    radical    operation    do    not 

need  any  special  comment  except  to  note  that  there 

•Presented  to  the   Buncombe  Count 


were  378  acute  to  24  chronic  cases. 

A  window  opening  was  made  beneath  the  inferior 
turbinate  in  12  of  the  antrum  cases,  four  of  these 
because  of  evidences  of  chronicity,  in  that  they  had 
not  responded  to  numerous  irrigations.  Four  had 
window  openings  made  because  of  the  presence  of 
a  closed  empyema  which  could  not  be  irrigated; 
i.e.,  the  ostium  in  each  case  was  swollen  shut  and 
following  antrum  puncture,  irrigation  could  not  be 
done  because  fluid  could  not  be  forced  through  the 
natural  opening.  Each  of  these  cases  made  rapid 
recovery  when  irrigations  were  instituted  through 
the  window  opening.  The  remaining  four  cases  in 
this  group  happened  in  children  with  unilateral 
exophthalmos  from  antrum  and  ethmoid  infection. 
They  were  done  under  general  anesthesia  and  win- 
dow openings  made  because  it  was  appreciated  that 
several  irrigations  would  be  necessary.  In  the  child 
this  could  be  much  easier  done  through  window 
openings  than  through  the  small  perforation  of  the 
antrum  punch. 

I  would  like  here  to  analyze  the  five  cases  of 
unilateral  exophthalmos  in  this  series.  I  realize 
that  five  such  cases  in  so  small  a  total  as  this  under 
consideration  is  a  high  percentage.  In  that  the 
results  were  very  gratifying  I  feel  fortunate  to  have 
been  able  to  handle  this  group. 

Case  1. — Baby  of  18  months  with  marked  exophthalmos, 
left,  t.  104.  Physical  examination  negative  except  for  the 
exophthalmos  and  swelling  of  lids  of  left  eye,  much  con- 
gestion both  nostrils  with  profuse  mucopurulent  disi  barge. 
Treatment:  Nose  was  shrunk  with  .!%  cocaine  solution 
containing  3  drops  of   1:1000  solution  of  adrenalin  chloride 

to  the  ounce;  then  gentle  suction  applied aine   solution 

instilled  into  each  nostril  every  three  hours.  Suction  was 
applied  twice  daily.  In  five  days  free  of  fever,  exophthal- 
mos relieved.  In  10  days  no  na.-al  discharge  I  neventful 
recovery.  Diagnosis:  Ethmoiditis  .mite  bilateral,  exoph- 
thalmos left  eye. 

Case  2. — Girl  of  18  with  marked  exophthalmos,  left,  I. 
101.  History  of  recent  influenza.  Physical  examination 
negative  except  for  the  exophthalmos  and  profuse  muco- 
purulent   discharge    both    no-tril<.      X  ray    examination    of 


ix.  «'.)   Medical  Society,   meeting   September  20th. 
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paranasal  sinuses  showed  involvement  of  both  antra,  both 
ethmoids  and  left  frontal  sinus.  Treatment:  Under  ether 
anesthesia  external  opening  the  size  to  admit  index  finger 
made  into  left  frontal  sinus,  pus  under  great  pressure  popped 
out  as  soon  as  opening  was  made.  Window  openings  were 
made  into  each  antrum.  Following  this,  daily  suction  was 
applied  to  the  ethmoids  accompanied  by  irrigation  of  the 
antra  with  normal  salt  solution.  The  opening  into  the 
frontal  sinus  was  kept  open  until  all  secretion  ceased.  The 
exophthalmos  in  five  days  was  entirely  relieved. 

Case  3. — Child  of  8  with  marked  exophthalmos,  left,  t. 
102.  General  physical  negative.  Left  eye  showed  marked 
exophthalmos  with  swelling  of  lids,  congestion  of  left  nos- 
tril with  mucopurulent  secretion.  X-ray  examination  of 
paranasal  sinuses  showed  involvement  of  left  antrum  and 
ethmoids.  Treatment:  Under  ether  anesthesia  window- 
opening  made  into  left  antrum,  left  antrum  irrigated  with 
normal  salt  solution,  daily  suction  applied  and  daily  irriga- 
tion of  left  antrum  then  done.  Next  day  exophthalmos 
much  improved.     Continued  recovery  uneventful. 

Case  4. — Child  of  8  with  marked  exophthalmos,  left, 
present  for  24  hours,  t.  100.  General  physical  examination 
negative.  Left  eye  showed  marked  exophthalmos  with 
swelling  of  both  lids.  Left  eye  forward  and  to  temporal 
side.  Congestion  both  nostrils,  mucopurulent  secretion. 
X-ray  examination  of  paranasal  sinuses  showed  involvement 
of  both  antra,  left  frontal  and  both  ethmoids.  Treatment: 
General  anesthesia,  window  openings  beneath  inferior  tur- 
binate into  each  antrum,  irrigation  of  both  antra  with 
normal  salt  solution.  Following  this,  two  irrigations  of 
antra  done  on  successive  days  and  suction  applied  to  nose 
for  10  days.  Third  day  following  operation  the  exophthal- 
mos had  practically  receded. 

Case  5. — Child  of  15  with  marked  exophthalmos,  left, 
present  10  days,  t.  101.  General  physical  examination  neg- 
ative. Congestion  both  nostrils,  profuse  mucopurulent  se- 
cretion from  left  nostril.  X-ray  examination  of  paranasal 
sinuses  showed  involvement  of  left  antrum  and  ethmoids. 
The  left  eye  protruded  forward,  temporally,  and  up.  Treat- 
ment: Under  ether  anesthesia  window  opening  beneath 
left  inferior  turbinate  was  made,  left  antrum  was  then 
irrigated  with  normal  salt  solution,  rubber  tube  inserted 
into  left  antrum.  Following  operation,  left  antrum  was 
irrigated  at  three-hour  intervals  by  the  nurse  through  the 
tube  left  in  the  window  opening.     Recovery  uneventful. 

These  exophthalmos  cases  have  been  given  in 
detail  to  stress  the  conservative  treatment  used.  As 
you  note,  no  cutting  operation  on  the  ethmoid 
sinuses  was  done  in  any  case.  The  results  of  con- 
servative treatment  here  obtained  bear  out  the 
point  stressed  by  Cohen  in  a  recent  paper  on  in- 
flammatory exophthalmos:  "The  severe  acute  and 
subacute  infections  of  the  orbit  require  conserva- 
tive treatment  unless  focalization  and  suppuration 
are  evident.  Until  then  the  main  therapeutic  meas- 
ures should  be  concentrated  on  the  sinuses." 

We  will  now  consider  10  of  the  patients  in  this 
series  who  have  been  subject  to  repeated  attacks 
of  maxillary  sinusitis.  One  of  this  group  has  num- 
erous bad  teeth  upper  right  jaw  which  should  be 
extracted;  but  this  he  will  not  have  done,  and  he 
will  come  for  antrum  irrigations  only  until  the  acute 
symptoms  subside.  Then,  although  the  antrum  is 
not  entirely  well,  I  will  see  no  more  of  him  until 
another  acute  exacerbation  of  pain  and  discharge. 
The  bad  teeth  are  probably  the  cause  of  his  re- 


peated attacks,  though  an  allergic  factor  can  not 
be  ruled  out  with  certainty.  Each  of  the  remaining 
nine  patients  is  highly  allergic,  as  shown  by  the 
appearance  of  the  nasal  mucosa,  the  history  of 
asthmatic  attacks  and/or  eczema,  and  by  sensitive- 
ness to  foreign-protein  skin  tests.  These  cases, 
the  only  ones  in  the  group  with  repeated  attacks 
of  sinusitis,  I  think  warrant  the  statement  that 
patients  who  have  repeated  attacks  of  sinusitis  are 
generally  highly  allergic.  Hansel  states  that  "ob- 
servations on  the  cytology  of  the  nasal  secretions 
in  allergy  have  shown  that  the  patient  who  has 
the  chronic  manifestations  of  allergy  in  the  nose 
and  paranasal  sinuses  is  subject  to  repeated  acute 
infections." 

Of  the  404  cases  of  maxillary  sinusitis  analyzed. 
29 — 7.18% — were  caused  by  bad  teeth.  Skillern, 
in  1923,  placed  the  incidence  of  antral  empyema 
due  to  dental  infection  at  approximately  20%.  At 
one  time  it  was  thought  that  every  case  of  antral 
empyema  was  directly  due  to  this  cause.  Tilley, 
in  1904,  placed  it  at  100%;  Dutrow.  in  1920,  at* 
65  to  75%:;  Hajek,  in  1908,  at  8%.  Berry,  in 
1928,  after  a  study  of  152  patients  with  sinus  dis- 
ease, concludes  that  18%  of  the  cases  are  proved 
to  be  of  dental  origin,  30%  of  probable,  and  41% 
of  possible,  dental  origin.  In  a  study  of  73  addi- 
tional cases  reported  in  1930,  Berry  concludes  that 
22%  are  of  proved,  37%  of  probable,  and  33%  of 
possible,  dental  origin.  In  other  words.  Berry,  as  late 
as  1930,  was  convinced  that  the  big  majority  of 
cases  of  antrum  disease  are  due  to  diseased  teeth. 
My  finding  of  only  7.18%  of  this  series  of  404 
cases  to  be  due  to  bad  teeth  is  at  marked  variance 
to  that  of  Berry.  I  can  say  only  that  394 
of  the  cases  in  this  series  were  entirely  well  when 
discharged  by  me.  The  10  cases  not  considered 
cured  are:  one  of  carcinoma  of  the  right  antrum, 
the  eight  cases  who  refused  radical  operation  and 
the  one  case  mentioned  in  which  there  were  repeat- 
ed attacks  which  I  consider  probably  to  be  de- 
pendent upon  teeth  with  root  abscesses.  An  antral 
empyema  of  dental  origin  will  not  resolve  until  the 
offending  tooth  is  extracted.  Certainly  every  case 
of  maxillary  sinus  infection  requires  from  the  be- 
ginning attention  as  to  whether  a  tooth  or  teeth 
are  the  cause  of  the  infection.  Each  of  these  cases 
was  carefully  examined  from  that  viewpoint.  If 
under  treatment  there  was  undue  delay  in  resolu- 
tion the  teeth  were  reexamined. 

Nineteen  of  the  404  antrum  cases — 4.7% — had 
an  associated  acute  ear  inflammation.  This  per- 
centage of  such  association  is  definitely  less  than 
that  encountered  by  some  clinicians.  I  feel  that 
every  patient  with  ear  inflammation  should  have 
examination  of  the  sinuses. 

In  the  treatment  of  these  cases  several  untoward 
events   happened.     At   the   first   irrigation   of   one 
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case,  done  for  diagnosis  only,  there  was  immediate 
closure  of  the  eyelids  and  puffiness  of  the  cheek 
of  the  same  side  due  to  emphysema.  In  this  case 
air  was  injected  through  the  antrum  cannula  before 
the  irrigation  was  started.  This  is  an  accident  to 
be  rarely  encountered  in  doing  antrum  irrigations. 
Another  unusual  happening  was  that,  while  doing 
an  antrum  irrigation  the  patient  remarked,  "Doc- 
tor, the  water  is  coming  out  of  my  eye."  This  I 
did  not  think  possible  so  I  washed  with  another 
syringe  of  salt  solution.  The  patient  was  right — 
the  fluid  did  come  out  through  the  punctum  of  the 
lower  canaliculus.  This  happening  I  do  not  yet 
understand.  The  cannula  seemed  to  have  its  end 
free  in  the  antrum  cavity.  This  patient  had  had 
several  previous  antrum  irrigations,  with  no  such 
happening.  He  is  included  among  the  10  who  had 
repeated  acute  attacks  of  maxillary  sinusitis.  Once 
when  doing  a  Caldwell-Luc  operation  on  one  of  the 
chronic  cases,  just  after  removing  a  portion  of  the 
bone  beneath  the  inferior  turbinate  preparatory  to 
making  the  opening  into  the  nose,  bleeding  was  en- 
countered of  such  proportions  and  persistency  that 
it  was  decided  to  pack  the  antrum  and  complete 
the  operation  at  a  later  sitting.  This  was  done 
two  days  later  when  no  bleeding  was  encountered. 
The  operation  was  under  local  anesthesia. 
Summary 

These  cases  I  consider  to  have  been  handled 
conservatively.  In  that  the  results  were  good  I 
feel  that  conservative  surgery  in  maxillary  sinus 
disease  is  worth  while.  Do  not  misunderstand  me 
— no  antrum  or  frontal  sinus  containing  polyps  will 
be  cured  except  by  radical  curettement.  Also  many 
with  a  purely  infectious  basis  will  need  radical  sur- 
gery. 

Only  one  case  of  malignant  new  growth  was  en- 
countered in  this  series  of  antrum  cases.  In  every 
case  of  antral  disease  that  does  not  respond  to 
treatment  the  antrum  should  be  opened  for  inspec- 
tion. Then  the  malignant  disease,  if  present,  will 
be  diagnosed  earlier  with  more  hope  of  cure. 

The  outcome  in  the  cases  of  acute  exophthalmos 
justified  the  conservatism  practiced.  Those  cases 
were  all  seen  early,  before  suppuration  within  the 
orbit  had  begun. 

Patients  who  have  repeated  attacks  of  sinusitis 
are  allergic  persons. 

In  this  series  of  cases  bad  teeth  were  not  as  fre- 
quently the  causative  agents  in  the  onset  of  the 
antral  infection  as  has  been  generally  taught.  Only 
7.18%  of  the  cases  were  so  caused. 

Xot  as  many  associated  ear  inflammations  were 
encountered  as  reported  by  some  observers.  An 
ear  inflammation  was  associated  in  4.7%  of  the 
cases. 
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Medicine  As  A  Career 

(M.  Fernan-Nunez,  Milwaukee,  in  Ji.  Asso.  of  Amer.   Med. 

Col.,  Nov.) 

Overcrowding  of  the  profession  seems  to  me  to  be  the 
basis  of  most  present-day  disadvantages  in  the  practice  of 
medicine.  In  the  United  States  there  are  30,000  doctors 
more  than  are  gaining  a  reasonable  living  from  their  work 
To  add  to  this  grave  situation,  about  5,000  new  doctors 
are  entering  practice  each  year,  while  less  than  3,000  die  or 
retire  from  practice.  The  overcrowding  of  the  medical  field 
in  other  countries  has  invariably  caused  a  lowering  of 
medical  ethics  and  a  poorer  standard  of  medical  service  to 
the  public.  In  view  of  this,  the  A.  M.  A.  is  making  a  de- 
cided effort  to  remedy  overproduction  by  limiting  the  num- 
bers of  medical  students  and  practically  stopping  the  influx 
of  foreign  graduates.  However,  overcrowding  of  the  pro- 
fession will  be  a  serious  problem  for  a  generation  at  least, 
and  if  the  ominous  blight  of  state  medicine  descends  on  the 
U.  S.,  the  position  of  50%  of  the  doctors  will  be  tragic 
indeed. 

It  has  been  reported  from  uninformed  sources  that  due 
to  the  concentration  of  the  doctors  in  the  cities  the  smaller 
towns  are  suffering  from  a  scarcity  of  physicians.  With 
modern  means  of  rapid  transportation  any  patient  is  only 
a  few  hours  away  from  a  hospital,  so  that  the  country 
doctor  is  usually  employed  only  in  emergencies  and  minor 
sicknesses,  which  is  not  enough  to  justify  his  remaining  in 
such  districts.  From  my  own  investigations,  /  can  assure 
you  that  any  community,  however  small,  can  easily  obtain 
a  physician  if  it  will  support  him. 

The  A.  B.  graduate  usually  does  better  as  a  medical  stu- 
dent than  the  holder  of  a  B.  S.  degree. 

The  study  of  English  is  much  neglected  by  premedical 
students.  The  physician's  need  for  adequate  technical  mas- 
tery of  it  is  great,  indeed.  He  must  associate  with  all 
classes  of  people  and  the  language  he  uses  instantly  stamps 
him  as  a  man  of  culture  and  learning  or  betrays  him.  If  a 
medical  man  is  to  gain  more  than  a  very  limited  local 
recognition,  he  must  be  able  to  display  his  erudition  and 
accomplishments  in  medicine  by  public  addresses  before 
medical  and  even  lay  groups,  and  if  he  is  to  be  known  be- 
yond his  own  community  he  must  write  for  the  medical 
journals.  An  adequate  facility  in  speaking  and  writing  his 
mother  tongue  is  one  of  his  greatest  aids  to  success. 

The  subject  of  history  has  very  definite  value  for  the 
physician.  To  understand  the  present,  we  must  know  what 
has  gone  on  in  the  past,  for  human  nature  is  essentially  the 
same  today  as  in  previous  ages  and  history  constantly  re- 
peats itself. 

Although  they  have  gone  from  this  earth,  the  dead  still 
command  the  living.  Thus,  if  we  would  understand  what 
we  are  and  why  we  live  as  we  do,  we  must  turn  to  history 
for  the  answer;  history  then  becomes  for  us  a  thing  of 
very  tangible  application. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 


SOUTHERN  MEDICINE  AND  SURGERY 


December,  1937 


Use  of  Protamine  Insulin 

Report  of  Cases 

William  Rainey  Stanford,  A.B.,  M.D.,  F.A.C.P.,  Durham,  Xorth  Carolina 
From  the  Medical  Service,  Watts  Hospital 


THE  first  reports  on  protamine  insulin  were 
made  by  H.  C.  Hagedorn  et  al.  on  June 
29th.  1935,  at  the  Nordisk  Congress  for 
Internal  Medicine  meeting  at  Copenhagen.  Hage- 
dorn again  reported  on  protamine  insulin  in  the 
January  18th,  1936,  number  of  the  Journal  oi  the 
A.  M.  A.  Since  then  the  current  medical  literature 
has  been  full  of  reports  on  this  product. 

Protamine  insulin  as  first  used  was  a  combina- 
tion of  protamine  from  the  sperm  of  Salmo  iridius 
with  insulin.  This  combination  gave  a  very  low 
solubility  in  serum  and  for  this  reason  when  in- 
jected subcutaneously  was  absorbed  gradually  and 
very  slowly.    The  pH  of  this  insulin  was  7.3. 

It  was  soon  found  that  the  product  was  not  very 
constant  in  its  action.  The  protamine  particles 
would  stick  to  the  sides  of  the  container.  To  over- 
come this  two  substances  were  used — calcium  and 
zinc.  It  was  found  that  calcium  shortened  the 
action  of  the  product,  while  zinc  increased  the 
length  of  its  action.  The  one  containing  zinc  was 
also  found  to  be  more  stable.  For  these  reasons 
the  zinc  precipitate  is  the  one  we  are  now  using. 
This  preparation  was  called  protamine  zinc  insulin 
and  is  the  preparation  now  called  protamine  insulin. 

The  action  of  protamine  insulin  simulates  the 
natural  action  of  the  pancreas  more  closely  than 
does  the  action  of  any  other  insulin.  It  starts  its 
action  very  slowly.  Sprague,  for  one,  thinks  that 
much  of  its  action  is  delayed  from  four  to  six  hours, 
and  its  action  continues  for  more  than  24  hours. 
Wilder,  in  an  experiment  at  the  Mayo  Clinic,  found 
that  its  action  lasted  at  least  57  hours.  In  another 
experiment  he  found  that  the  minimum  blood  sugar 
after  the  morning  dose  of  regular  insulin  occurred 
at  the  end  of  six  hours.  Under  the  same  conditions 
on  another  morning  when  protamine  insulin  was 
used  in  the  same  dosage,  the  minimum  blood  sugar 
occurred  at  the  end  of  the  18th  hour.  So  here  is 
an  insulin  which  may  be  given  in  just  one  dose  a 
day.  Of  course,  the  severity  of  the  disease  will 
determine  whether  it  will  be  adequate.  All  but  six 
of  the  25  cases  treated  in  this  series  at  Watts  Hos- 
pital were  fairly  well  controlled  with  one  dose  of 
protamine  insulin  a  day. 

Joslin  has  recently  stated  that  patients  after  the 
age  of  40  do  better  with  protamine  insulin  than 
those  before  the  age  of  40;  i.e.,  more  of  the  pa- 
tients before  40  require  supplementary  doses  of 
regular  insulin.  He  also  states  that  the  need  for 
extra  doses  of  regular  insulin  decreases  as  age  ad- 


vances. The  patient  who  can  be  handled  with  a 
single  dose  of  protamine  insulin  a  day  does  better 
than  the  patient  who  has  to  have  extra  doses  of 
regular  insulin.  Joslin  very  correctly  says  that  this 
is  because  the  disease  is  milder;  but  the  mere  fact 
that  the  treatment  in  the  second  instance  is  more 
complicated  plays  a  part.  Any  measure  which 
simplifies  the  treatment  of  diabetes  without  cut- 
ting down  on  its  quality  helps.  There  are  thou- 
sands of  diabetic  patients  changing  from  regular 
insulin  to  protamine  insulin  because  of  this  one 
fact.  The  change  from  regular  insulin  to  prota- 
mine insulin  should  be  made  very  carefully. 

Joslin  gives  the  usual  morning  dose  of  regular 
insulin,  plus  a  dose  of  protamine  insulin,  corre- 
sponding to  the  number  of  units  required  for  the 
rest  of  the  day.  With  the  patients  reported  in  our 
series  we  have  not  been  very  consistent.  Some 
protamine  insulin  and  regular  insulin  are  given 
before  breakfast.  At  times  the  amounts  are  equal. 
Following  this  usually  10  units  of  regular  insulin 
is  ordered  before  each  of  the  other  two  meals,  if 
sugar  is  present  in  the  before-meal  urine.  This, 
of  course,  is  subject  to  adjustment,  and  as  soon  as 
possible  the  regular  insulin  is  gradually  cut  down 
and  out,  and  at  the  same  time  the  protamine  insulin 
is  being  increased. 

Joslin  and  other  observers  have  noted  that  the 
action  of  protamine  insulin  is  not  only  delayed,  but 
it  tends  to  be  cumulative.  It  takes  more  time  to 
arrive  at  the  optimum  dosage  of  protamine  insulin 
than  of  regular  insulin.  You  will  often  find  that 
a  dosage  which  at  first  appears  inadequate  will  be 
adequate,  and  if  you  discharge  your  patient  too 
soon  he  may  get  insulin  reactions.  In  several  of 
our  patients  discharged  from  Watts  Hospital,  the 
insulin  had  to  be  subsequently  cut  down.  When 
you  approach  the  adequate  dose  of  protamine  in- 
sulin you  should  change  the  insulin  very  little  and 
not  often.  The  dosage  should  not  be  changed  more 
than  five  units  at  a  time.  Joslin  says  that,  because 
of  the  cumulative  action  of  protamine  insulin,  it 
is  better  to  increase  food  than  to  cut  insulin.  It 
is  probably  wise  to  do  both  of  these  things,  i.e., 
increase  food  temporarily  and  cut  insulin  perma- 
nently, because  if  you  increase  the  food  too  often 
you  will  get  the  diet  beyond  proper  bounds. 

This  brings  us  to  the  question  of  diet.  In  this 
series  a  fairly  consistent  type  of  diet  has  been  used, 
mostly  70  grams  protein,  100  fat  and  150  to  160 
carbohydrate.     Occasionally  the  fat  has  gone  up 
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to  125  and  in  one  case  the  carbohydrate  went  up 
to  170.  In  most  cases  the  diet  figures  have  been 
fixed  and  then  the  patient  has  been  gradually  given 
enough  insulin  to  take  care  of  the  diet.  Joslin  and 
Wilder  think  that  the  carbohydrate  should  not 
exceed  150  grams.  Wilder  found  that  when  the 
carbohydrate  was  above  150  the  patient  spilled 
more  sugar  in  the  urine,  but  that  the  fasting  blood 
sugar  on  the  following  morning  was  lower;  i.e.,  the 
extra  carbohydrate  caused  high  blood  sugar  and 
was  spilled  into  the  urine.  In  order  to  control 
this,  you  would  have  to  use  extra  doses  of  regular 
insulin.  With  a  high  carbohydrate  diet  it  is  easy 
enough  to  understand  the  initial  rise  of  blood  sugar, 
but  it  is  not  very  clear  why  the  fasting  blood  sugar 
on  the  following  morning  is  lower.  This  may  be 
due  to  the  fact  that  an  excess  of  carbohydrate 
tends  to  increase  the  sugar  tolerance.  The  fasting 
blood  sugar  reading,  taken  24  hours  after  the  dose 
cf  protamine  insulin,  seems  to  be  of  most  import- 
ance. It  is  certainly  a  great  help  in  determining 
the  dose  of  protamine  insulin.  If  the  fasting  blood 
sugar  ranges  consistently  between  90  and  110,  then 
you  are  giving  your  maximum  dose  of  protamine 
insulin,  and  if  the  between-meals  urine  sugars  and 
blood  sugars  are  not  controlled,  then  you  will  have 
in  give  supplementary  doses  of  regular  insulin. 

Recently  we  have  been  finding  sugar  determina- 
tions en  blood  taken  one  hour  after  breakfast  very 
helpful  in  ascertaining  whether  you  will  need  extra 
doses  of  regular  insulin.  Apropos  of  this,  Sindoni 
thinks  that  the  absorption  of  protamine  insulin  is 
too  slow  to  oxidize  the  rapidly  absorbed  dextrose 
of  the  meals  within  two  to  three  hours  after  eat- 
ing. He  believes  that  the  remote  effect  of  the  post- 
meal  hyperglycemia  will  be  injurious,  especially  to 
the  arteries,  and  that  an  immediate  effect  will  be 
interference  with  the  liver  function,  especially  it? 
rhythmic  or  glycogen  function.  If  he  is  correct, 
then  it  behooves  every  doctor  who  uses  protamine 
insulin  to  watch  the  after-meal  blood  sugars.  On 
the  ccntrary.  Wilder  thinks  that  the  moderate  gly- 
cosuria  seen  with  protamine  insulin  is  not  as  in- 
jurious  as  that  seen  with  regular  insulin,  because 
it  is  not  attended  by  the  nitrogen  loss  or  azoturia. 

Most  diabetic  patients  whose  disease  is  controll- 
ed with  protamine  insulin  state  that  they  feel  bet- 
ter. The  natural  thing  to  think  is  that  this  would 
be  due  to  improved  carbohydrate  metabolism,  but 
Wilder  thinks  that  it  is  in  large  part  due  to  the 
cut-down  in  the  nitrogen  loss;  i.e.,  the  deposited 
and  intracellular  proteins  are  not  subject  to  such 
a  drain  to  furnish  sugar-making  material  for  the 
liver. 

The  reactions  to  protamine  insulin  deserve  quite 
a  bit  of  attention,  because  they  differ  from  the  re- 
actions seen  with  regular  insulin.  They  usually 
occur  after  midnight.     The  worst  reaction  in  thi^ 


series  occurred  when  a  patient  was  being  changed 
from  regular  to  protamine  insulin  at  home.  This 
patient  had  several  severe  reactions  between  7  a.  m. 
and  9  a.  m.,  one  of  these  when  she  failed  to  get 
up  at  her  regular  time  for  breakfast.  She  was 
stuporous,  unable  to  talk  and  very  resistant.  She 
finally  got  down  enough  sweetened  orange  juice 
to  afford  relief  and  was  taken  to  the  hospital,  where 
it  was  found  that  she  required  only  10  units  of 
protamine  insulin  a  day  to  control  the  diabetic  con- 
dition. She  had  been  taking  15  units  of  regular 
insulin  before  breakfast  and  10  before  supper. 

In  changing  a  patient  from  regular  to  protamine 
insulin  he  or  she  should  be  in  the  hospital.  The 
approach  of  shock  due  to  protamine  insulin  is 
more  insidious  than  that  due  to  regular  insulin. 
Wilder  says  that  the  blood  sugar  drops  so  slowly 
that  the  adrenals  are  not  stimulated  and  for  this 
reason  there  is  no  sweating,  tremor,  tachycardia 
or  pounding  pulse.  The  shock  due  to  regular  in- 
sulin may  be  recovered  from  spontaneously  because 
of  the  short  action  of  regular  insulin. 

An  experiment  by  Wilder  in  which  the  patient 
went  into  shock  52  hours  after  taking  70  units  of 
protamine  insulin  without  food,  and  had  to  be 
brought  out  by  glucose  on  the  57th  hour  would 
tend  to  prove  that  this  type  of  shock  is  likely  to 
be  fatal.  Such  cases  have  been  reported,  one  by 
J.  W.  Lindsay  et  al.,  in  the  June  number  of  the 
Annals  of  Internal  Medicine. 

Doctors  who  use  protamine  insulin  should  in- 
sist that  their  patients  not  live  alone  and  get  to 
their  meals  regularly.  We  have  been  feeding  out- 
patients four  times  a  day,  three  regular  meals  with 
something  at  bedtime.  Joslin  uses  the  following 
proportion  for  his  meals:  breakfast  1/5,  dinner  and 
supper  each  2/5,  and  if  glycemia  persists  he  takes 
away  from  the  meals  and  feeds  his  patient  between 
meals  and  at  bedtime. 

This  brings  us  to  the  question  of  laboratory 
work.  We  have  depended  mainly  on  the  bef ore- 
meal  urine  examination,  on  the  fasting  blood  sugar, 
and  the  11  a.  m.  and  3  p.  m.  blood  sugar.  Some 
of  the  cases  also  had  quantitative  sugar  estima- 
tions on  the  24-hour  specimens,  and,  as  mentioned, 
recently  we  have  been  estimating  the  blood  sugar 
an  hour  after  breakfast.  All  of  these  examinations 
are  important. 

Luckily  we  have  not  had  a  case  of  diabetic  coma, 
but  protamine  insulin  is  being  used  to  advantage 
in  this  condition.  We  have  had  occasion  to  use  it 
in  preparing  some  patients  for  operation.  I  believe 
that  it  is  perfectly  safe  to  use  an  initial  dose  of 
protamine  insulin  even  in  unconsciousness,  provid- 
ed you  buffer  it  with  enough  glucose  and  also  use 
regular  insulin.  Joslin  in  treating  diabetic  coma 
doesn't  believe  in  giving  glucose  unless  the  blood 
sugar  is  quite  low:   but  I  have  always  felt  that  it 
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is  much  safer  for  the  ordinary  doctor  to  let  the 
blood  sugar  stay  high  while  he  is  getting  rid  of 
the  acidosis  than  it  is  for  him  to  take  a  chance  on 
letting  his  patient  die  of  insulin  shock. 

The  following  are  brief  reports  of  eight  of  these 
cases : 

A  white  man,  62,  was  admitted  to  Watts  Hospital  Jan. 
16th,  discharged  on  Feb.  1st,  1937.  He  came  in  for  reg- 
ulation of  his  diabetes  which  was  discovered  just  before  his 
admission.  His  admission  blood  sugar  at  6  p.  m.  was  300 
mgm.  per  100  ex.  Diet  ordered  was  70  grams  protein,  50 
grams  fat  and  150  grams  carbohydrate.  He  was  started 
on  10  units  regular  insulin  before  meals  when  sugar  was 
present.  The  second  day  he  was  put  on  15  units  of  pro- 
tamine insulin  and  10  of  regular  insulin  before  dinner 
and  supper  if  sugar  was  present  in  the  before-meal  urine. 
The  regular  insulin  was  gradually  cut  down  and  the  prota- 
mine insulin  was  gradually  increased. 

At  discharge  he  was  getting  30  units  of  protamine  insulin 
before  breakfast  and  his  diet  consisted  of  70  grams  protein, 
100  grams  fat  and  160  grams  carbohydrate.  His  before- 
meal  urines  showed  sugar  four  times  during  the  last  three 
days  of  his  stay  in  the  hospital. 

White  matron,  34,  was  admitted  March  2nd,  discharged 
March  15th,  1937.  She  came  in  suffering  from  upper  res- 
piratory infection  and  diabetes  mellitus.  The  respiratory 
infection  received  the  usual  treatment.  This  patient  was 
in  the  hospital  in  August  of  1936  for  treatment  for  diabetes 
and  came  back  on  this  last  admission  especially  because  of 
her  respiratory  infection.  She  gave  a  history  of  having 
had  diabetes  since  early  in  1935. 

She  was  put  on  a  diet  of  70  grams  protein,  160  grams 
carbohydrate  and  100  grams  fat,  and  started  on  15  units 
of  protamine  insulin  before  breakfast  and  10  units  of  reg- 
ular insulin  before  dinner  and  supper  when  sugar  was 
present  in  the  before-meal  urine.  The  protamine  insulin 
was  gradually  increased  and  the  regular  insulin  was  soon 
discontinued.  She  was  discharged  on  her  admission  diet 
and  was  taking  30  units  of  protamine  insulin  before  break- 
fast and  10  units  before  lunch.  Her  before-meal  urine  was 
sugar-free  for  the  last  three  days  of  her  stay  in  the  hos- 
pital. 

White  man,  55,  admitted  to  the  surgical  service  of  Watts 
Hospital  on  March  4th,  1937,  with  mild  diabetes  and  an 
injury  to  his  right  shoulder,  was  transferred  to  the  medical 
service  on  March  13th,  discharged  on  March  31st.  He 
was  operated  on  at  this  hospital  for  a  hernia  in  1930,  and 
of  two  urine  specimens  examined  on  that  admission,  one 
showed  sugar. 

On  admission  to  the  medical  service,  he  was  put  on  a 
diet  consisting  of  70  grams  protein,  150  grams  carbohydrate 
and  100  grams  fat;  and  10  units  of  regular  insulin  was 
ordered  before  meals,  to  be  given  when  the  before-meal 
urines  showed  sugar. 

On  March  15th,  15  units  of  protamine  insulin  was  or- 
dered before  breakfast,  with  10  units  of  regular  insulin  to 
be  given  before  dinner  and  supper  if  the  before-meal 
urine  showed  sugar.  On  March  23rd,  the  regular  insulin 
was  left  off  and  the  protamine  insulin  increased  to  20  units 
before  breakfast.  The  patient  was  discharged  on  this  dos- 
age of  protamine  insulin  and  on  the  admission  diet.  During 
the  last  seven  days  in  the  hospital,  he  showed  only  a  trace 
of  sugar  once  in  his  before-meal  urines. 

White  man,  SS,  came  in  with  a  history  that  sugar  was 
first  discovered  in  his  urine  in  January  of  1937.  On  ad- 
mission March  2Sth,  his  urine  showed  sugar,  4-plus, 
and  he  had  gangrene  of  his  right  great  toe.  The  toe  was 
removed  April  3rd  by  Dr.  H.  M.  Sweaney. 


His  fasting  blood  sugar  on  the  morning  following  ad- 
mission was  2S5.7  mgm.  per  100  c.c.  After  a  few  days  on 
regular  insulin  and  high-carbohydrate  diet,  diet  ordered 
was  70  grams  protein,  100  grams  fat  and  150  grams  car- 
bohydate,  with  25  units  of  protamine  insulin  before  break- 
fast and  10  units  of  regular  insulin  before  dinner  and 
supper  if  sugar  was  present  in  the  before-meal  urine.  On 
April  2nd,  patient  was  put  back  on  a  high-carbohydrate 
diet  in  preparation  for  his  operation.  This  diet  was  con- 
tinued, but  on  the  day  of  the  operation  the  patient  re- 
ceived only  regular  insulin.  On  the  day  after  the  operation 
the  patient  was  put  back  on  25  units  of  protamine  insulin, 
but  continued  to  get  some  regular  insulin.  The  extra  car- 
bohydrate was  continued  through  April  5th. 

From  April  10th  to  the  discharge  on  April  13th,  his 
before-meal  urine  remained  sugar-free  and  the  quantitative 
urine  specimen  for  these  days  was  also  negative. 

The  regular  insulin  was  gradually  discontinued  and  pa- 
tient was  discharged  on  35  units  of  protamine  insulin  be- 
fore breakfast  and  on  a  diet  of  70  grams  protein,  160 
grams  carbohydrate  and  100  grams  fat. 

Since  leaving  the  hospital  the  amputation  scar  has  entire- 
ly healed  and  protamine  insulin  has  been  reduced  to  15 
units  before  breakfast.  His  diabetic  condition  has  done 
very  well,  but  he  has  not  been  well  otherwise.  He  has  a 
small  toxic  adenoma  of  his  thyroid  with  an  auricular  fibril- 
lation, a  low  blood  pressure,  and  a  very  low  pulse  pressure. 
It  is  a  rather  interesting  point  that  his  diabetes,  his  toxic 
adenoma  and  his  auricular  fibrillation  may  all  be  related. 
In  addition,  he  has  a  marked  sclerosis  of  his  arteries.  His 
urine  has  been  examined  many  times  since  his  discharge, 
and  it  has  aways  remained  sugar-free.  In  fact,  his  diabetes 
has  done  very  well. 

White  matron,  51,  admitted  to  Watts  Hospital  April  10th, 
1937,  discharged  April  22nd.  She  came  in  as  a  hypertensive 
diabetic,  history  of  diabetes  of  a  year's  duration.  Her 
blood  pressure  was  200/120,  fasting  blood  sugar  on  the 
night  of  admission  at  9:30,  266.6  mgm.  per  100  c.c.  At 
8:00  the  following  morning,  her  fasting  blood  sugar  was 
250  mgm.  per  100  c.c.  Her  urine  showed  a  4-plus  sugar. 
The  patient  was  immediately  put  on  70  grams  protein,  200 
grams  carbohydrate  and  50  grams  fat  with  10  units  of 
regular  insulin  to  be  given  before  meals  when  sugar  was 
present.  On  April  11th,  15  units  of  protamine  insulin  be- 
fore breakfast  was  ordered  in  addition  to  the  regular  in- 
sulin. On  this  date  the  patient  was  put  on  70  grams  pro- 
tein, 150  grams  carbohydrate  and  100  grams  fat.  On  April 
13th  the  patient  was  put  on  25  units  of  protamine  insulin 
before  breakfast  with  10  units  of  regular  insulin  to  be  given 
before  meals  whenever  sugar  was  present.  The  protamine 
insulin  was  gradually  increased  and  the  regular  insulin  was 
gradually  reduced.  In  fact,  at  one  time  the  protamine 
insulin  was  moved  up  to  55  units  before  breakfast.  The 
patient  was  discharged  on  50  units  of  protamine  insulin 
before  breakfast  and  was  taking  a  diet  of  70  grams  protein, 
ISO  grams  carbohydrate  and  100  grams  fat. 

The  before-meal  urines  showed  sugar  only  three  times  in 
the  last  five  days  of  her  stay  in  the  hospital. 

White  matron,  48,  admitted  May  28th,  1937,  was  dis- 
charged July  4th.  This  patient  had  been  in  the  hospital  be- 
fore; admitted  April  9th,  and  discharged  May  15th,  1928. 
She  had  been  'sick  a  week  prior  to  her  first  admission  to  the 
hospital.  She  left  the  hospital  on  this  admission  taking 
five  units  of  regular  insulin  before  breakfast  and  10  units 
of  regular  insulin  before  dinner.  Her  diet  figures  are  not 
available.  I  understand  that  she  took  insulin  two  months 
after  leaving  the  hospital  and  then  quit  it. 

On  this  last  admission  she  was  put  on  a  diet  of  70  grams 
protein,  150  grams  carbohydrate  and  100  grams  fat,  with 
20  units  of  protamine  insulin  before  breakfast.     On  June 
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6th,  she  complained  of  feeling  weak  and  faint,  developed  a 
violent  urticaria  and  vomited.  She  had  been  taking  some 
aspirin  and  luminal,  and  while  we  thought  that  the  allergic 
reaction  was  probably  due  to  insulin,  we  naturally  consid- 
ered the  luminal  and  aspirin,  so  these  drugs  were  left  off 
and  the  insulin  was  changed  from  protamine  to  regular 
insulin.  On  June  7th,  about  one  hour  after  taking  10  units 
of  regular  insulin,  the  urticarial  rash  returned.  Skin  tests 
done  with  the  protamine  insulin  and  regular  insulin  both 
showed  marked  reactions.  The  next  day  (June  8th)  shift 
was  made  from  Lilly's  to  Squibb's  insulin.  About  30 
minutes  after  the  insulin  was  given  the  patient  began  to 
scratch.  On  the  10th,  regular  insulin  was  given,  20  units 
before  breakfast,  15  before  dinner  and  20  before  supper; 
there  was  no  reaction.  On  June  14th,  patient  was  given  10 
units  of  regular  insulin  at  noon.  About  3  p.  m.  she  again 
complained  of  itching  and  broke  out  with  a  severe  urti- 
caria. On  this  date  the  insulin  was  stopped  and  we  did 
not  try  to  give  it  again.  We  did,  however,  do  some  more 
skin  tests.  On  June  26th,  the  patient  was  skin  tested  with 
protamine  insulin,  beef  insulin,  pork  insulin,  crystaline  in- 
sulin and  distilled  water.  The  distilled  water  test  was  neg- 
ative. The  others  after  five  minutes  were  4-plus.  We 
also  had  Dr.  E.  R.  Tyler  do  some  food-sensitivity  tests. 
She  showed  a  3-plus  reaction  to  beet  and  to  lima  bean, 
and  a  2-plus  reaction  to  orange  and  peach. 

Several  days  after  stopping  the  insulin,  the  patient  was 
put  on  a  very  low  diet  consisting  of  40  grams  protein,  20 
grams  fat  and  20  grams  carbohydrate.  This  was  gradually 
increased  and  she  was  finally  discharged  on  70  grams  pro- 
tein, 70  grams  carbohydrate  and  175  grams  fat,  with  in- 
structions to  have  one  fasting  day  out  of  every  week. 

This  patient's  before-meal  urines  showed  sugar  only  three 
times  in  the  last  four  days  of  her  stay  in  the  hospital.  It 
is  interesting  to  note  that  while  she  was  getting  her  allergic 
reactions  to  the  insulin,  she  showed  very  little  evidence  of 
the  usual  insulin  action. 

White  man,  65,  admitted  to  Watts  Hospital  August  14th, 
1937,  and  discharged  September  1st.  He  had  been  treated 
in  the  outpatient  department  and  was  admitted  for  diet 
and  insulin  regulation.  He  first  discovered  that  he  had 
diabetes  in  1933. 

His  admission  blood  sugar  was  166  mgm.  per  100  c.c. 
He  was  sugar-free  during  most  of  his  stay  in  the  hospital, 
and  on  discharge  was  taking  25  units  of  protamine  insulin 
before  breakfast  and  was  getting  70  grams  protein,  160 
grams  carbohydrate  and   100  grams  fat. 

White  matron,  47,  admitted  August  11th,  1937,  was 
discharged  August  17th.  This  is  the  patient  who  attempted 
to  regulate  her  protamine  insulin  at  home.  She  first  dis- 
covered that  she  had  diabetes  in  1926.  Sugar  was  discov- 
ered in  her  urine  when  she  was  three-months  pregnant.  On 
this  last  admission  she  was  put  on  a  diet  of  70  grams 
protein,  150  grams  carbohydrate  and  90  grams  fat,  and 
given  10  units  of  protamine  insulin  before  breakfast.  She 
showed  sugar  in  her  urine  three  times  during  her  stay  in 
the  hospital. 

When  she  was  discharged,  she  was  taking  10  units  of 
protamine  insulin  before  breakfast  with  70  grams  protein, 
170  grams  carbohydrate  and  100  grams  fat.  She  seemed  to 
handle  the  170  grams  of  carbohydrate  without  any  diffi- 
culty. 

The  first  case  of  this  series  was  treated  in  May 
of  1936.  There  have  been  25  cases  in  all  treated 
with  protamine  insulin.  All  but  four  of  these  cases 
were  fairly  well  controlled,  and  of  the  four  one  is 
doing  extremely  well,  has  gained  weight  and  looks 
fine.     She  has  been  taking  30  units  of  protamine 


insulin  and  10  units  of  regular  insulin  before  break- 
fast, but  her  urine  sugar  was  not  controlled  and 
she  showed  marked  fluctuation  in  her  blood  sugar 
at  the  time  of  her  discharge.  Another  of  the  four 
was  the  allergic  patient  who  could  not  take  insulin 
at  all.  Another  patient  was  one  whose  teeth  we 
removed.  She  was  not  able  to  eat  as  she  should, 
and  we  were  never  able  to  control  her  urine  sugar 
or  her  blood  sugar  satisfactorily.  She  expects  to 
get  some  teeth  soon  and  will  probably  come  back 
for  regulation.  She  will  need  some  regular  insulin 
with  her  protamine  insulin. 

The  last  of  these  cases,  that  of  a  man  of  68,  was 
complicated  by  cirrhosis  of  the  liver.  This  patient 
left  the  hospital  before  he  was  completely  regu- 
lated. 

In  two  cases  in  this  series  an  additional  dose  of 
protamine  insulin  was  given  before  lunch.  One  re- 
ceived an  additional  dose  of  protamine  insulin  be- 
fore supper.  Three  received  protamine  insulin  and 
regular  insulin — two  of  these  their  regular  and 
protamine  insulin  before  breakfast.  One  got  the 
protamine  insulin  before  breakfast  and  the  regular 
insulin  before  supper. 

Conclusion 

Protamine  insulin  is  a  slow-acting  insulin  be- 
cause of  its  low  solubility  in  the  tissues.  Its  action 
lasts  for  more  than  24  hours  and  for  this  reason  it 
can  be  given  in  one  daily  dose. 

The  older  patients  are  more  easily  controlled 
with  one  dose  than  the  younger  patients.  Its  ac- 
tion is  delayed  several  hours  and  is  cumulative. 
The  carbohydrate  in  the  diet  should  usually  not 
be  above  150  grams.  The  post-prandial  rise  in 
blood  sugar  is  important  and  should  be  watched. 
Patients  taking  protamine  insulin  feel  better. 

The  reactions  to  protamine  insulin  are  more 
insidious  than  those  to  regular  insulin.  The  type 
of  laboratory  work  is  important. 

Lastly,  protamine  insulin  can  be  used  to  advan- 
tage in  preparing  patients  for  operation  and  in  dia- 
betic coma. 
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The  Abuse  of  Digitalis* 

L.  A.  Crowell,  jr.,  A.B.,  M.D.,  Lincolnton,  Xorth  Carolina 


For  the  young  physician  there  is  no  other  reputa- 
tion-producing medicine  of  the  same  rank  as  digitalis, 
and  it  is  one  of  the  dozen  drugs  the  uses  of  which 
repay  a  lifelong  study.  Hew  In*  uses  it  may  he  taken 
as  a  sort  of  indication  of  the  therapeutic  intelligence 
of   the   practitioner. — Osier. 

IN  THE  YEAR  BEFORE  the  Declaration  of 
American  Independence,  William  Withering, 
of  Birmingham,  England,  introduced  into 
respectable  practice  extracts  of  the  leaves  of  the 
purple  foxglove;  he  having  learned  of  the  success- 
ful treatment  of  dropsies  by  an  old  woman  of  the 
not  distant  County  of  Shropshire  with  an  extract 
cf  a  mixture  of  native  herbs,  and  discovered  the 
foxglove  to  be  the  active  ingredient.  Ten  years 
later  he  published  the  results  of  his  clinical  research 
in  an  article  entitled,  "An  Account  of  the  Foxglove 
and  some  of  its  Medical  Uses,  with  Practical  Re- 
marks on  Dropsy  and  Other  Conditions." 

Although  the  preparations  at  his  disposal  were 
crude,  this  pioneer  in  this  field  definitely  established 
the  therapeutic  value  of  digitalis.  He  concluded 
that  its  administration  benefited  only  three  heart 
conditions — auricular  fibrillation,  auricular  flutter 
and  cardiac  edema,  although  he  did  not  well  differ- 
entiate cardiac  from  other  types  of  edema.  After 
160  years,  these  conditions  remain  the  only  three 
indications  for  the  drug  on  which  all  are  agreed. 

The  best  proof  that  digitalis  is  good  medicine  is 
that  it  has  survived  these  160  years,  in  spite  of 
poor  preparations  of  varying  strengths,  and  in  spite 
of  its  use  in  the  treatment  of  almost  every  disease 
known  to,  or  imagined  by,  man.  Digitalis  has 
established  itself  in  a  place  of  undisputed  preemi- 
nence in  the  treatment  of  cardiac  disease  single- 
handed,  so  to  speak,  with  the  odds  almost  over- 
whelmingly against  it  at  times.  It  has  been  much 
mis-,  under-  and  over-used — most  often,  probably, 
underused. 

In  Withering's  time,  because  of  poor  preparations 
of  widely  varying  potency,  and  because  of  begin- 
ners' ignorance  of  its  toxicity,  the  chief  abuse  was 
overuse.  Withering's  reports  clearly  show  that  he 
killed  many  by  digitalis  poisoning.  Later,  caution, 
inspired  by  fear  of  toxic  action,  led  to  insufficient 
dosage  and  poor  results. 

Comparatively  recently  a  more  scientific  ap- 
proach to  correct  preparation  and  dosage,  notably 
by  Eggleston,  Cushny  and  Hatcher,  has  resulted  in 
accurately  standardized  preparations  and  more  ex- 
actness in  administration.  One  can  now  confidently 
expect  certain  results  when  giving  preparations 
made  by  reliable  manufacturers. 


Let  us  now  consider  the  action  of  digitalis  on 
the  circulatory  system.  Even  now  there  is  not  en- 
tire agreement  among  pharmacologists  and  clini- 
cians who  have  studied  this  drug  most,  as  to  its 
action  in  all  details.  It  is  generally  agreed  that  its 
two  main  actions  are  to:  1)  increase  the  tone,  ex- 
citability and  contractility,  and  the  refractory 
phase  of  the  cardiac  muscle,  and  2)  slow  the  heart 
by  stimulation  of  the  vagus  center,  which  retards 
conduction  through  the  bundle  of  His.  Under  ther- 
apeutic doses,  the  slower  and  more  powerful  con- 
tractions of  the  heart  correct  certain  irregularities 
and  restore  compensation  in  valvular  cardiac  lesions 
and  remove  the  edema  of  heart  disease.  Blood 
pressure  is  generally  unchanged  in  man  and  the 
effect  on  arterial  muscle  is  inconstant. 

Toxic  quantities  produce  various  symptoms  lead- 
ing to  sudden  death  with  the  heart  in  systolic  stand- 
still. Digitalis  having  a  cumulative  action,  it  is 
important  that  toxic  effects  be  carefully  watched 
fcr,  since  they  may  appear  after  the  administration 
of  the  drug  has  been  stopped. 

Digitalis  has  its  greatest  value  in: 

1.  Congestive  heart  failure  from  any  cause,  in- 
including  early  decompensation  with  mild 
dyspnea  on  exertion  and  or  afternoon  ankle 
edema. 

2.  Auricular  fibrillation. 

3.  Auricular  flutter. 

4.  Possibly  (as  suggested  by  Dr.  Henry  A. 
Christian)  inhibiting  cardiac  hypertrophy  and 
retarding  somewhat  the  aging  process  of  the 
myocardium. 

I  shall  not  discuss  all  of  the  diseases  in  which 
digitalis  should  not  be  used  or  in  which  it  does  no 
good,  but  shall  deal  particularly  here  with  coronary 
thrombosis,  pneumonia  and  postoperative  shock. 

In  coronary  thrombosis.  Nature  attempts  to  re- 
duce the  strain  on  the  damaged  heart  wall  by  re- 
ducing the  force  of  the  heart  beats  to  a  minimum. 
There  is  great  danger  of  the  powerful  contractions 
resulting  from  digitalization  rupturing  the  area  of 
the  heart  which  has  been  weakened  by  the  infarc- 
tion. 

There  has  been  much  disagreement  and  uncer- 
tainty over  the  question  of  digitalization  in  pneu- 
monia. Many  carefully  controlled  studies  have 
convinced  me  that  it  not  only  does  no  good,  but 
dees  harm.  Wyckoff  and  his  co-workers  present 
404  cases  of  pneumonia  in  which  digitalis  was  not 
used  with  a  mortality  of  33.7  per  cent.,  and  338 
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cases  treated  exactly  the  same,  except  that  the 
drug  was  given  in  full  therapeutic  doses,  with  a 
death  rate  of  41.7  per  cent. — 8  per  cent,  higher  in 
the  digitalis-treated  cases.  The  main  factor  which 
produces  death  in  pneumonia  is  cardiac  failure  and 
the  damage  to  the  heart  muscle  is  caused  by  circu- 
lating toxins.  Such  muscle  is  unable  to  contract 
more  vigorously,  and  attempts  to  compensate  for 
this  deficiency  by  contracting  more  often.  Digi- 
talis cannot  increase  the  vigor  of  the  contractions 
of  such  a  muscle  in  most  instances,  but  can  only 
slow  it,  the  net  result  being  a  further  reduction  of 
its  efficiency.  The  toxic  symptoms  and  signs  of 
overdigitalization  appear  earlier  and  with  smaller 
amounts  of  the  drug  in  the  heart  of  the  pneumonia 
patient  than  in  a  heart  not  poisoned  by  the  toxins 
of  an  acute  infectious  disease;  hence,  if  you  be- 
lieve that  digitalis  is  beneficial  in  pneumonia,  I 
urge  you  to  not  superimpose  digitalis  intoxication 
on  an  already  enfeebled,  gravely  intoxicated  heart 
muscle.  In  patients  very  ill  with  pneumonia,  heart 
irregularities  often  appear — manifestations  of  the 
last  desperate  effort  of  a  severely  taxed  muscle.  If, 
as  is  often  the  case,  the  drug  is  pushed  at  this  point, 
digitalis  poisoning  may  be  the  last  straw  that  breaks 
the  camel's  back. 

Digitalis  should  never  be  used  in  postoperative 
shock,  because  this  condition  is  caused  by  vascular 
relaxation  and  not  by  cardiac  weakness.  Such  a 
heart  can  be  slowed  only  by  block,  which  is  ex- 
ceedingly dangerous,  because  this  removes  the  ef- 
forts of  the  heart  to  compensate  for  the  vascular 
relaxation. 

In  abnormalities  of  rhythm  due  to  extrasystoles 
or  auriculoventricular  nodal  tachycardia,  compen- 
sated valvular  disease,  hypertensive  or  sclerotic 
hearts,  or  cases  of  angina  pectoris  or  coronary  oc- 
clusion, there  is  no  convincing  evidence  that  digi- 
talis therapy  has  even  the  slightest  value,  except 
when  these  conditions  are  complicated  by  conges- 
tive failure  or  fibrillation. 

Five  mistakes  are  commonly  made  in  the  admin- 
istration of  digitalis: 

1 )  The  drug  is  thought  of,  and  given,  only  as 
a  heart  stimulant,  with  no  thought  of  any  other 
effect  it  may  have. 

2 )  It  is  given  with  the  thought  only  of  slowing 
the  heart,  disregarding  everything  else. 

3)  It  is  given  for  long  periods  of  time  with 
little  or  no  attention  to  manifestations  of  digitalis 
effects,  or  to  possibility  of  cumulative  action. 

4)  It  is  given  without  finding  out  what  digi- 
talis therapy  the  patient  may  have  had  previously. 

5)  Too  much  is  expected  from  one  or  a  few 
doses  of  the  drug. 

When  these  mistakes  are  avoided,  digitalis  does 
a  maximum  of  good  where  clearly  indicated,  and  a 
minimum   of   harm  where   contraindicated   and   in 


those  cases  where  its  ability  to  do  good  has  not 
been  proved. 

It  is  well  to  adopt  some  rule  to  insure  the  admin- 
istration of  certain  definite  amounts  of  the  drug  in 
a  given  case.  The  rule  of  Sir  Thomas  Lewis,  which 
I  use,  is  based  on  the  fact  that  a  concentration  of 
300  minims  of  tincture  of  digitalis,  or  its  equiva- 
lent, in  the  body  of  the  average  150-pound  indi- 
vidual, is  necessary  to  produce  digitalization,  and 
that  such  an  individual  excretes  20  minims  of  tinc- 
ture of  digitalis,  or  its  equivalent,  each  24  hours. 
To  compute  the  dosage  to  produce  full  effect  in 
any  time  period  you  desire  from  24  hours  up,  sub- 
tract 50  minims  for  each  25  pounds  under  150,  and 
add  50  minims  for  each  25  pounds  over  150.  Al- 
lowance must  be  made  for  individual  variations  of 
tolerance,  for  delayed  elimination  in  diseased  kid- 
neys, and  for  variations  in  weight  in  edemas.  With 
good  kidneys  and  no  edema,  my  experience  has 
been  that  tolerance  varies  little.  In  many  cases 
in  which  I  at  first  suspected  high  tolerance  after 
the  theoretical  dose  had  been  exceeded  by  60  or 
100  minims,  I  stopped  the  drug  and  observed  the 
appearance  of  the  digitalis  effect  hours  or  days 
later.  One  should  always  remember  this  feature  of 
digitalis  action,  for  the  treatment  of  digitalis  over- 
action  is  very  unsatisfactory. 

It  is  useful  to  remember  that  15  minims  of  fresh, 
accurately  standardized  tincture  of  digitalis  equals: 

1 )  one  cat  unit 

2)  \l/2   grains  powdered  digitalis  leaf 

3)  0.1   gram  powdered  digitalis  leaf 

4)  \l/2   minim   fresh   fluidextract   of  digitalis 

5)  100  minims  fresh  infusion  of  digitalis 

6)  one  ampoule,  of  one  cat   unit  each,  of  any   one  of  a 
number  of  hypodermic  preparations. 

Since  both  the  tincture  and  the  infusion  are  apt 
to  deteriorate  rapidly,  the  use  of  either  the  pow- 
dered leaf  in  coated  tablets  or  ampoules  insures 
more  accurate  dosage.  I  think  a  manufacturer  of 
established  reputation  should  be  specified  on  the 
prescription,  and  I  am  more  strongly  of  that  opin- 
ion since  the  recent  "elixir"  of  sulfanilamide  epi- 
sode. 

What  dangers  do  we  face  if  we  fail  to  follow 
some  such  plan?  This  question  leads  us  to  a  con- 
sideration of  the  toxicology  of  digitalis.  I  shall 
discuss  only  the  clinical  manifestations. 

Withering  became  quite  familiar  with  digitalis 
intoxication.     In  1785  he  wrote: 

"The  foxglove,  when  given  in  large  and  quickly  repeated 
doses,  occasions  sickness,  vomiting,  purging,  giddiness,  con- 
fused vision,  objects  appearing  green  and  yellow,  increased 
secretion  of  urine,  with  frequent  motions  to  part  with  it. 
and  sometimes  inability  to  retain  it ;  slow  pulse,  even  as 
slow  as  35  beats  per  minute,  cold  sweats,  convulsions,  syn- 
cope, death." 

The  full  therapeutic  effect  of  digitalis  practically 
coincides  with  the  toxic  manifestations.  There  is, 
fortunately,  a   fairly  wide   margin   in   the  average 
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case  between  the  therapeutic  and  the  fatal  dose. 
Robinson  and  Wilson  estimate  that  the  therapeutic 
dose  represents  about  1/3  of  the  fatal  dose.  Toxic 
symptoms  slip  up  on  us  stealthily  even  when  the 
patient  is  under  constant  observation,  so  how  much 
more  apt  are  they  to  catch  us  unawares  when  we 
do  not  see  the  patient  for  days  or  weeks  after  we 
prescribe  the  medicine! 

The  symptoms  and  signs  of  digitalis  poisoning 
do  not  appear  in  regular  order,  as  is  typical  of 
many  diseases,  e.g.,  acute  appendicitis.  Usually, 
however,  nausea,  vomiting,  anorexia  and  visual 
disturbances  appear  first. 

Usually,  several  days  after  the  first  gastrointesti- 
nal symptoms  there  appear  the  more  serious  cardiac 
manifestations:  auricular  fibrillation,  heart  block, 
auriculoventricular  dissociation,  auricular  standstill 
and  finally  ventricular  fibrillation,  which  latter  sign 
is  almost  invariably  followed  by  coma  and  death. 

Too  little  has  been  said  and  written,  I  think, 
about  the  visual  and  cerebral  disturbances  seen  in 
digitalis  intoxication.  I  have  seen  five  cases  in 
which  greenish-yellow  vision  with  flickering  sensa- 
tions of  light  appeared  at  about  the  time  when  the 
patient  was  expected  to  be  under  the  full  therapeu- 
tic effect  of  the  drug,  before  any  suggestion  of  nau- 
sea, vomiting  or  loss  of  appetite  had  appeared. 
Sprague,  White  and  Kellogg  list  other  cerebral  and 
visual  manifestations:  diplopia,  burning  and  pain 
in  the  eyes,  reddening  of  the  conjunctiva  with  peri- 
corneal injection,  many  varieties  of  light  sensation 
and  scotomata,  moving  sparks  and  spots  of  various 
colors  surrounded  by  coronas  and  banded  figures, 
blurring  or  dimness  of  vision,  inability  to  focus  the 
eyes,  and  occasionally  inability  to  read  even  large 
print.  As  a  rule,  they  say,  flickering  indicates 
early,  and  blurring  or  dim  vision  means  moderate, 
intoxication.  Flickering  has  been  reported  afte: 
the  ingestion  of  only  six  grains  of  powdered  digitalis 
leaf,  in  a  patient  who  had  not  previously  received 
digitalis!  Many  physicians  habitually  ask  patients 
taking  the  drug:  "Do  you  have  flashes  before  your 
eyes?  Is  your  vision  dimmed  or  blurred?  Have 
you  noticed  a  change  in  the  color  of  things?" 

Cerebral  manifestations  are  headache,  nervous 
irritability,  restlessness,  inability  to  think  clearly, 
drowsiness,  mental  confusion,  disorientation  regard- 
ing time  and  place,  hallucinations,  delirium  and 
rarely  convulsions.  The  first  symptoms  are  usually 
headache  and  nervous  irritability. 

One  of  the  most  important  and  frequently  seen 
signs  of  excessive  administration  of  digitalis  is  the 
appearance  of  premature  contractions  or  extrasys- 
toles.  These  usually  occur  paired  with  the  normal 
beats — the  result  being  the  so-called  coupled 
rhythm,  or  pulsus  bigeminus.  If  the  drug  is  con- 
tinued beyond  this  point,  block  is  almost  certain 
to  appear.     After  block  come  gross  irregularities, 


quickly  followed  by  death. 

The  presence,  however,  of  premature  beats  in  a 
patient  who  has  not  been  taking  digitalis,  must  not 
be  considered  a  contraindication  for  the  use  of  the 
drug. 

I  am  unwilling  to  conclude  without  mentioning  a 
frequent  indirect  abuse  of  digitalis,  i.e.,  the  failure 
to  employ  certain  supporting  or  accessory  measures 
during  digitalization.  As  valuable  as  this  drug  is, 
it  cannot  do  everything,  and  we  should  not  depend 
on  it  to  relieve  us  of  our  duty  to  use  other  neces- 
sary measures  which  will  aid  Nature  and  digitalis 
in  the  main  attack  on  the  disease,  as  well  as  make 
the  patient  comfortable  while  the  basic  condition 
is  being  treated. 

It  is  perhaps  unnecessary  to  stress  the  importance 
of  rest,  for  I  feel  confident  that  there  are  few,  if 
any,  physicians  who  do  not  always  insist  on  long 
and  complete  rest  in  these  cases,  not  only  during 
the  acute  phase,  but  for  long  periods  afterwards. 
In  cardiac  edemas,  a  mildly  acting  laxative,  as 
magnesium  oxide,  should  often  be  given  daily. 
Vitamin  B  therapy  along  with  digitalis  is  a  very 
recent  valuable  contribution  to  cardiac  therapeu- 
tics. Since  last  April,  after  hearing  a  lecture  on 
this  sub"ect  in  Boston  by  Dr.  Soma  Weiss,  I  have 
used  this  combination  in  a  number  of  cases  with 
strikingly  beneficial  results,  including  some  cases 
which  previously  had  not  responded  to  digitalis. 

Also  in  congestive  heart  failure,  I  have  had  oc- 
casion a  few  times  to  use  the  age-old  measure, 
blood-letting,  to  temporarily  reduce  venous  pressure 
and  relieve  acute  congestive  emergencies.  Besides 
giving  quite  dramatic  temporary  relief,  it  frequently 
seems  to  enable  digitalis  to  take  hold  and  bring  the 
patient  out  of  his  embarrassment  in  cases  in  which 
I  had  little  hope.  Our  old  friend  opium,  during 
the  first  few  days  of  treatment,  or  in  the  last  stages 
of  hopeless  congestive  failure,  as  well  as  cardiac 
disease  associated  with  pain,  makes  the  patient's 
distress  more  tolerable. 

In  the  use  of  any  drug,  in  which  so  much  infor- 
mation as  to  its  action  is  poorly  known,  it  is  not 
to  be  expected  that  all  should  agree  on  the  condi- 
tion in  which  it  is  indicated.  It  has  been  my  purpose 
to  review  the  signs  and  symptoms  by  which  over- 
action  of  this  drug  may  show  themselves,  to  reiter- 
ate the  now  well  known  fact  that  it  is  necessary 
to  give  only  a  certain  definite  amount  to  get  out  of 
it  all  the  good  there  is  in  it,  and  lastly  to  point  out 
again  that  the  drug  is  unquestionably  dangerous  if 
overused. 

If  we  know  well  the  signs  of  overaction,  even 
though  we  use  the  drug  haphazardly,  we  are  less 
apt  to  do  harm.  If  we  know  well  the  signs  of  over- 
action,  and  follow  a  rule  for  staying  within  safe 
dosage  limits,  we  make  doubly  sure  that  we  do  a 
maximum  of  good  and  a  minimum  of  harm.    Medi- 
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cine  is  inexact  enough  at  best:  we  should  never  be 
guilty  of  making  it  more  inexact  by  unsystematic 
and  careless  methods.  And  so  I  repeat,  for  digitalis, 
the  pious  adjuration  of  a  Father  in  Medicine,  "Non 
nocere"=|Be  surel   to  do  no  harm. 


Anesthetic   Agents  and  Methods   Useful   In 
General  Practice 


For  nitrous  oxide,  ethylene  and  cyclopropane,  there  are 
devices  which  permit  the  patient  to  administer  the  gases 
herself,  and  these  may  be  used  in  the  home  in  obstetric 
cases.  In  the  office  one  may  use  nitrous  oxide  for  minor 
procedures. 

Ethylene  and  cyclopropane  being  explosives  there  is  al- 
ways the  danger  from  fire  and  in  the  home  or  office  these 
conditions  cannot  always  be  controlled.  Otherwise  ethylene 
has  the  advantage  over  nitrous  oxide  of  permitting  the  use 
of  more  oxygen  and  yet  producing  anesthesia  and  some 
relaxation.  Cyclopropane  as  to  ethylene  is  more  potent,  less 
may  be  used  and  much  more  relaxation   may  be  obtained. 

In  the  home  a  mixture  of  olive  oil  and  ether  by  rectum 
has  been  of  service  in  obstetric  cases.  Avertin  has  also 
found  application  especially  for  operation  in  the  home 
when  the  surgeon  feels  patient  is  entirely  uncooperative. 
Supplement  it  with  a  local  anesthetic.  About  the  only  use 
lor  rectal  anesthesia  in  office  practice  is  for  transporting 
to  a  hospital  a  patient  who  has  been  brought  in  as  the 
result  of  an  accident  or  who  has  become  psychotic  and  must 
be  brought  under  control  in  order  to  be  transported  con- 
veniently, also  in  case  of  convulsions  when  the  patient  must 
be  temporarily  treated  and  possibly  be  transported  to  a 
hospital.  Under  these  circumstances,  if  neither  olive  oil  and 
ether  nor  avertin  is  available,  it  may  be  necessary  to  rely 
on  the  use  of  a  barbiturate  by  rectum  in  capsules. 

The  barbiturates,  evipal  soluble  and  pentothal  soluble, 
are  used  considerably  for  transient  anesthesia.  The  induc- 
tion period  is  short  and  recovery  is  usually  uncomplicated 
by  nausea,  vomiting  or  restlessness.  Recovery  of  conscious- 
ness occurs  in  a  period  of  from  l/2  to  several  hours.  In  of- 
fice practice  these  agents  may  be  employed  intravenously  if 
the  intermittent  method  is  carried  out,  which  requires  an 
experienced  anesthetist.  The  patient's  stomach  should  be 
empty,  and  the  bladder  and  rectum,  also,  if  convenient. 
This  method  should  not  be  used  for  children  10  years  of 
age  or  under,  or  for  dyspneic  patients,  either  from  pul- 
monary disease  or  of  cardiac  origin.  The  airway  must  be 
free  and  there  must  be  no  probability  that  it  will  become 
obstructed  during  the  operation.  The  patient  should,  if 
possible,  be  lying  on  his  back  in  a  slight  Trendelenburg 
position.  If  the  patient  is  allowed  to  go  home  within  an 
hour  after  the  operation,  he  should  be  accompanied  by  a 
responsible  individual. 

In  the  home  the  use  of  an  intravenous  anesthetic  is  justi- 
fied when  the  physician  can  be  sure  that  the  patient  will 
not  develop  any  respiratory  obstruction  and  that  the  jaw 
is  sustained  throughout  the  procedure.  The  use  of  a  cotton 
or  paper  "butterfly"  to  demonstrate  the  character  of  breath- 
ing in  intravenous  anesthesia  is  a  great  help. 

In  the  office,  the  use  of  preliminary  medication  is  usually 
avoided,  because  the  recovery  period  is  thereby  prolonged. 
In  the  home,  preliminary  medication  is  desirable,  because 
the  amount  of  anesthetic  necessary  is  reduced.  It  is  safer 
to  have  an  attendant  or  relative  constrict  the  arm  by  hand 
instead  of  using  a  tourniquet  to  avoid  the  possibility  that 
the  touiniquet  be  left  in  place  and  the  anesthetic  injected 
into  the  vein  in  an  overdose  before  the  tourniquet  has  been 
removed.  I  have  heard  of  one  fatality  occurring  in  this  way. 


Local  anesthesia  is  of  the  greatest  value,  probably  next 
to  ether,  in  general  practice  if  the  physician  will  only  use 
it.  Practically  any  minor  and  many  major  operations  can 
be  carried  out  under  infiltration  anesthesia.  This  is  especial- 
ly true  in  the  home  where  preliminary  medication  can  be 
used  to  reduce  apprehension.  The  injection  of  a  local  anes- 
thetic is  very  satisfactory  in  the  reduction  of  simple  frac- 
tures and  in  the  treatment   of  sprained  joints. 

Block  of  the  perineal  nerves.  With  the  patient  in  the 
lithotomy  position,  either  in  the  office  or  in  the  home,  10  to 
15  c.c.  of  1%  procaine  solution  is  injected  mesial  to  the 
tuberosities  of  the  ischii,  and  in  10  or  IS  min.  anesthesia  of 
the  anterior  perineum  is  complete.  In  the  female,  this  per- 
mits procedures  on  the  vagina,  vulva  and  urethra  but  does 
not  anesthetize  the  anus;  in  the  male,  it  will  permit  manip- 
ulation of  the  urethra  and  will  facilitate  cystoscopy  and 
similar  procedures.  For  circumcision  inject  carefully,  sub- 
cutaneously  entirely  around  the  base  of  the  penis  to- 
gether with  a  slightly  deeper  injection  of  the  dorsum  of  the 
base  to  get  the  two  penile  nerves.  In  operations  on  the  anus, 
such  as  hemorrhoidectomy,  infiltration  of  the  tissue  to  be 
incised  is  satisfactory,  but,  on  account  of  distortion  of  the 
tissue,  the  exact  amount  to  be  excised  cannot  be  estimated. 
For  those  who  wish  to  inform  themselves,  caudal  and  sacral 
block  will  prove  useful  in  office  practice  and  in  the  home 
for  practically  any  procedure  on  the  perineum  or  urethra. 
It  produces  a  saddle  type  of  anesthesia  and  has  been  used 
to  advantage  in  operative  obstetrics  in  the  home.  Many- 
have  found  it  to  be  useful,  and  although  the  technic  is 
exact  it  is  usually  clear  to  the  attentive  observer. 

Spinal  anesthesia  is  not  usually  desirable  in  office  prac- 
tice. In  the  home,  when  the  patient  is  to  be  in  bed  for  days 
it  may  often  be  used  to  advantage.  The  intravenous  use  of 
ephedrine  when  the  blood  pressure  has  fallen  alarmingly 
low  is  a  proper  measure.  If  respiration  fails,  artificial  respir- 
ation may  be  employed  or  oxygen  may  be  administered 
until  a  sufficient  amount  of  the  local  anesthetic  has  been 
destroyed. 

It  is  often  of  advantage  to  incorporate  epinephrine 
(adrenalin)  or  cobefrin  with  the  local  anesthetic  agent  to 
make  the  field  drier  and  to  slow  the  rate  of  absorption. 

It  is  not  generally  understood  that  if  the  stimulus  that 
travels  over  the  nerve  trunk  comes  from  an  inflamed  area 
an  increased  concentration  of  anesthetic  agent  is  needed. 
A  2%  concentration  may  be  sufficient  for  extraction  of  a 
tooth,  but  if  the  tooth  is  acutely  abscessed  3  to  4%  may  be 
necessary.  In  tissues  surrounding  the  abscessed  area,  a  0.5 
to  1%  concentration  is  ample  for  infiltration  anesthesia. 

Of  the  local  anesthetic  agents  the  one  most  interesting 
next  to  procaine  is  metycaine.  A  1%  solution  of  metycaine 
will  produce  anesthesia  more  quickly,  more  profound  and 
prolonged  than  with  1%  procaine.  It  is  also  a  good  sur- 
face anesthetic.  Individuals  who  have  procaine  sensitivity 
or  procaine  dermatitis  will  usually  tolerate  metycaine. 

The  more  extensive  use  of  local  anesthesia  in  general 
practice  is  to  be  desired. 

(Most  authors  are  glad  to  send  reprints.  A  postcard 
request  will  bring  the  whole  article.) 


I  have  been  called  to  see  2  infants,  aged  4  weeks,  with  a 
history  of  vomitinn  and  crying  and  a  swelling  in  the  scro- 
tum, and  in  each  case  found  strangulated  inguinal  hernia 
and  torsion  of  the  testicle. 

The  differential  diagnosis  between  these  two  conditions 
was  considered  in  both  cases. — B.  J.  Bennett-Jones,  in 
Liverpool  Medico — Chining.  Jr.,  Part  2,  1937. 


Hoarseness,  as  a   sole   ->mptom,   persisting  for  a   week 
'hould  be  investigated. 
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Menstruation   and    Its    Physiological    Irregularities* 

D.  F.  Moore,  M.D.,  Shelby,  North  Carolina 


PHYSIOLOGICALLY  the  life  of  the  human 
female  may  be  divided  into  three  principal 
phases:  first,  the  period  of  development  which 
includes  intrauterine  growth  and  the  body  changes 
that  take  place  until  adult  size  and  age  are  reached; 
second,  the  period  of  maturity  which  extends  from 
puberty  to  the  menopause  age;  third,  the  period  of 
retrogression  which,  of  course,  extends  from  the 
menopausal  age  on  until  the  end  of  life. 

The  change  or  transition  of  one  of  these  phases 
into  the  other  is  not  a  sudden  or  rapid  procession, 
but  is  rather  long-drawn-out  and  usually  covers  a 
number  of  years.  The  time  of  change  from  early 
youth  into  maturity  is  a  period  of  utmost  import- 
ance. In  this  interval  the  reproductive  organs  have 
their  maximum  development,  and  their  functions  in 
later  years  depend  greatly  upon  their  anatomical 
and  physiological  development  at  this  early  age. 

The  object  of  this  discussion  is  to  dwell  mainly 
on  the  normal  physiology  of  menstruation  and  its 
physiological  irregularities  in  early  adulthood. 

At  the  extremes  of  a  woman's  menstruating  age 
are  where  we  find  the  most  of  her  irregularities,  al- 
though they  are  found  often  throughout  her  men- 
struating life.  In  times  past,  menstruation  wa; 
considered  to  be  a  process  of  only  a  few  days'  dur- 
ation; but  by  long  years  of  study  and  laboratory 
experimentation  it  is  now  known  that  the  process 
of  menstruation  in  the  normal  woman  is  a  cycle 
which,  with  its  progressive  and  regressive  changes 
in  her  reproductive  organs  and  their  functions,  is 
fairly  continuous. 

Normal  menstruation  is  bleeding  from  the  uter- 
ine mucosa,  which  is  the  end  stage  of  the  complete 
menstrual  cycle.  To  understand  what  this  means 
it  is  well  to  know  as  nearly  as  possible  what  takes 
place  to  bring  this  about.  Primarily,  the  ovaries 
and  uterus  are  the  main  organs  involved  in  the 
process;  but.  in  turn,  these  organs  are  influenced 
by  the  general  health,  the  thyroid,  pituitary  and 
adrenal  glands,  and  possibly  by  the  thymus  and 
parathyroids.  To  expect  normal  menstruation  it  is 
essential  for  the  woman  to  be  well  developed  and 
well  nourished  and  to  possess  normally  developed 
sex  organs.  Good  ovarian  function  is  a  necessary 
pre-requisite  to  well  developed  sex  organs — the 
uterus,  vagina,  external  genitalia  and  breasts. 

The  normal  menstrual  cycle  is  initiated  by  the 
anterior  portion  of  the  pituitary  gland,  which  pro- 
duces at   least   two  hormones  which  stimulate  the 


ovaries — prolan  A  and  prolan  B.  The  action  of 
prolan  A  is  to  cause  the  ovaries  to  produce  a  hor- 
mone known  as  estrin.  Prolan  B  causes  the  ovaries 
to  produce  the  follicles  which  in  turn  produce  cor- 
pora lutea.  The  corpora  lutea  produce  a  hormone 
known  as  lutein  or  progesterone.  These  hormones, 
estrin  and  progesterone,  activate  the  uterine  mucosa 
and  bring  about  the  necessary  changes  for  men- 
struation. 

Estrin  in  general  stimulates  the  growth  of  the 
uterus,  the  external  genitalia,  the  vaginal  mucosa 
and  the  breasts.  It  also  stimulates  the  growth  of 
the  endometrial  tissue  after  each  menstruation,  and 
increases  the  tone  of  the  uterine  muscles,  and  in 
large  amounts  prohibits  pituitary  action  on  the 
ovaries.  Progesterone  causes  the  endometrial  tissue  * 
to  change  to  the  secretory  phase  and  helps  to  reg- 
ulate the  nervous  and  emotional  balance. 

The  microscopical  changes  of  the  endometrium 
during  the  menstrual  cycle  may  be  described  briefly 
as  follows: 

From  24  to  48  hours  after  menstruation  the 
uterine  endometrium  begins  to  build  up  again  for 
the  next  menstruation.  This  proliferation  of  en- 
dometrial cells  is  activated  and  brought  about  by 
the  stimulating  effect  of  estrin.  The  endothelial 
tissue  builds  up  rapidly  and  forms  glands  in  the 
submucosa.  These  glands  are  composed  of  colum- 
nar cells  with  the  nucleus  near  the  center.  This 
process  is  completed  by  the  mid-menstrual  period. 
At  this  time,  about  the  14th  day,  ovulation  takes 
place,  and  the  corpus  luteum  develops  and  produces 
progesterone  which  changes  this  endometrial  tissu; 
into  the  secretory  phase.  From  this  time  until 
about  the  24th  day  the  cells  become  distended  with 
an  opaque  cytoplasm  containing  much  glycogen. 
Then  about  the  25th  day  the  cells  begin  to  lose 
their  distention,  decrease  in  size  and  become  more 
cuboid,  apparently  having  lost  most  of  their  con- 
tents. At  this  same  time  the  submucosa  and  inter- 
stitial tissue  contain  many  small  canals,  lined  only 
with  epithelial  cells  which  are  probably  venules. 
These  begin  to  rupture  about  the  28th  day  and 
blood  oozes  out,  marking  the  beginning  of  men- 
struation. Just  before  and  during  the  oozing  of 
this  blood,  the  uterine  musculature  contracts:  the 
arterial  walls  contract  also,  due  to  action  of  estrin. 
The  oozing  of  this  blood  continues  for  about  48 
trium  for  about  the  same  period  of  time,  after 
hours;  then  there  is  desquamation  of  the  endome- 


•Presented    to    the 


ith   District    (N.  C.)   Medical  Society,  Shelby,  November  2nd. 


December,  1Q37 


.1/  EN ST RV ATION—M core 


which  the  endometrium  begins  to  proliferate  and 
the  next  cycle  is  started.  The  whole  of  the  en- 
dometrium is  not  going  through  this  change  at  the 
same  time,  different  areas  undergoing  these  changes 
in  different  degrees.  This  is  what  happens  in  case 
the  ovum  has  not  been  fertilized.  Apparently, 
these  distended  and  loaded  cells  contain  much  gly- 
cogen and  other  elements  for  the  support  and  nour- 
ishment of  the  fertilized  ovum;  but  in  case  the 
ovum  is  not  fertilized,  all  this  building  up  is  sud- 
denly destroyed  by  some  unknown  hormone,  prob- 
ably uterine  in  origin. 

Dr.  Delia  Drips,  of  the  Mayo  Clinic,  has  made 
a  thorough  study  of  two  groups — one  of  normally 
menstruating  women,  the  other  of  the  amenorrheic 
type — and  by  getting  the  daily  output  of  the  ova- 
rian hormones,  estrin  and  progesterone,  and  pitui- 
tary prolan,  has  apparently  established  the  statu3 
of  these  ovarian  hormones  in  normal  women,  as 
related  to  the  amenorrheic  group.  She  also  made 
a  series  of  endometrial  biopsies  on  both  groups,  a 
study  of  which  gives  a  relatively  clear  understand- 
ing of  these  hormonal   functions  and  disfunctions. 

It  is  noted  that  estrin  produces  its  results  during 
the  first  half  of  the  menstrual  cycle,  at  the  mid- 
period  or  ovulation  there  is  a  marked  decrease  in 
the  amount  of  estrin,  and  there  is  another  marked 
decrease  of  estrin  and  progesterone  at  about  the 
25th  day.  It  has  been  found  that  a  sudden  drop  in 
estrin  output  is  followed  by  menstruation;  there- 
fore, it  is  not  unusual  for  a  woman  to  menstruate 
a  small  amount  about  half-way  between  her  princi- 
pal menstrual  periods.  It  has  also  been  found  that 
when  estrin  reaches  a  certain  height  it  inhibits  the 
production  of  prolan  A  by  the  anterior  pituitary. 
This  in  turn  decreases  the  prolan  A  stimulation  on 
the  ovary  to  cause  it  to  produce  estrin. 

Having  a  fair  conception  of  the  different  endo- 
crine functions  and  other  processes  that  take  place 
during  the  normal  menstrual  cycle,  it  is  easily  rec- 
ognized how  and  why  there  may  be  variations  in 
this  complex  procedure.  Alterations  in  this  normal 
rhythmic  cycle  are  the  result  of  altered  ovarian 
function  primarily.  Since  the  ovaries  are  influenced 
by  all  the  endocrine  functions  in  this  change,  many 
modifications  may  be  expected.  Usually  a  func- 
tional menstrual  irregularity  has  its  origin  at  ihe 
early  menstrual  age  or  soon  afterwards. 

These  functional  irregularities  may  be  divided 
into  two  types:  first,  the  amenorrheic  type  which 
comprises  a  skipping  of  periods  or  longer  intervals 
between  periods,  or  decrease  in  flow  or  shinier 
periods;  second,  the  metrorrhagic  type  which  com- 
prises those  women  that  menstruate  too  often,  too 
long  or  continuously.  Both  types  are  assumed  to 
be  a  result  of  a  decreased  amount  or  absence  of 
one  or  more  of  the  two  ovarian  hormones,  estrin 
and  progesterone.    The  amenorrheic  type  is  the  re- 


sult of  decrease  or  absence  of  both  hormones,  the 
metrorrhagic  type  of  a  decrease  or  absence  of  the 
lutea  hormone,  progesterone. 

Clinically,  there  are  about  four  different  groups 
of  amenorrheic  patients: — 

First,  a  small  group  that  gives  no  trouble  and 
no  symptoms  except  irregular  periods.  In  these  the 
uterus  and  external  genitalia  are  of  normal  size 
and  they  often  become  pregnant,  even  though  they 
do  not  menstruate. 

Second,  those  with  hypopituitary  and  hypobva- 
rian  functions,  too  heavy,  not  nervous  or  emotional, 
usually  with  a  minus  basal  metabolic  rate  and  often 
sterile. 

Third,  the  hypoovarian  function  group,  usually 
with  normal  or  increased  pituitary  action,  of  nor- 
mal or  subnormal  weight  and  normal  basal  metab- 
olism, but  highly  emotional,  nervous,  irritable,  with 
headaches,  pains  in  back  and  lower  limbs,  intestinal 
disturbances  and  menstrual  and  pre-menstrual 
uterine  cramps  and  sore  breasts  for  a  few  days 
before  and  during  menstruation.  These  menopau- 
sal symptoms  are  thought  to  be  the  result  of  in- 
creased pituitary  action  with  an  excess  of  prolan. 
In  both  types  of  amenorrhea  usually  the  uterus  is 
undeveloped  and  the  endometrial  changes  charac- 
teristic of  the  normal  menstrual  cycle  are  absent. 
There  is  always  a  tendency  to  sterility  in  amen- 
orrheic patients. 

Fourth,  a  type  of  amenorrhea  of  a  small  group, 
brought  about  by  sudden  fright,  worry,  excitement, 
change  of  climate,  or  change  from  city  to  country, 
or  vice  versa.  Often  there  is  an  underlying  path- 
ological cause  for  these. 

Treatment 

It  is  essential  to  get  a  thorough  history  and  make 
a  careful  examination  and  determine  what  type  of 
patient  you  are  dealing  with. 

First  you  should  rule  out  pregnancy,  and  then 
exclude  all  pathological  conditions  such  as  malfor- 
mations, diseased  ovaries,  uterus,  tumors,  etc.;  and 
systemic  diseases  which  might  explain  the  symp- 
toms. 

In  hypopituitary  and  hypoovarian  amenorrhea 
give  sufficient  doses  of  thyroid  extract  to  bring 
the  metabolism  rate  to  normal  and  diet  the  patient 
with  high  vitamines  and  proteins.  If  it  is  of  only 
a  few  months  duration  it  may  be  well  to  give  in- 
jections of  estrin  every  four  or  five  days  until  men- 
struation appears  over  two  or  three  months;  then 
usually,  menstruation  carries  on  itself.  If  of  sev- 
eral months'  duration,  small  doses  of  irradiation  are 
applied  to  the  pituitary  gland  and  ovaries.  This 
is  to  be  repeated  in  three  or  four  months  if  neces- 
sary. 

Hypoovarian  amenorrhea  requires  correction  of 
general  health;  small  doses  of  thyroid  often  helps. 
The  direct  object  here  is  to   replace  the  ovarian 
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function  by  administering  the  ovarian  hormones  to 
bring  about  the  normal  menstrual  cycle.  This  is 
done  by  injections  of  estrin  the  first  half  of  the 
month,  and  then  changing  to  progesterone  during 
the  last  half  of  the  month.  The  dosage  varies  ac- 
cording to  each  patient.  Measures  to  increase 
ovarian  and  uterine  circulation  are  of  much  value. 
If  no  results  are  obtained  from  these  procedures  and 
if  it  is  a  case  of  long  standing,  x-ray  therapy  to 
ovaries  alone  often  brings  on  menstruation. 

Theelin  or  estrin  should  not  be  given  for  more 
than  three  weeks  at  a  time  in  these  cases.  If  given 
too  long  it  may  prevent  the  pituitary  from  produc- 
ing prolan,  which  stimulates  the  ovaries,  and  so 
prevents  menstruation.  The  best  results  have  been 
obtained  by  use  of  thyroid  when  needed,  x-ray 
treatment  to  ovaries  and  the  use  of  ovarian  hor- 
mones in  combination. 

In  the  metrorrhagic  type  more  satisfactory  re- 
sults are  obtained.  First  correct  the  metabolism 
with  thyroid  and  give  a  diet  rich  in  vitamines  and 
iron  and  calcium.  Calcium  should  be  given  in 
large  doses  by  mouth  also,  and  the  luteal  hormone 
or  progesterone  for  ten  days  before  an  expected 
period  and  continued  until  profuse  flow  is  over. 
Injections  of  proluton,  l/2Sth  of  a  rabbit  unit, 
daily  for  from  six  to  ten  days  will  usually  check  the 
flow.  Small  doses  of  luteal  hormone  seem  to  suf- 
fice. If  bleeding  has  been  present  for  several  months 
there  is  marked  hyperplasia  of  the  endometrium 
and  curetment  may  be  advisable.  Occasionally 
there  is  a  hypoplasia;  then  both  ovarian  hormones 
are  needed.  Rarely  all  measures  fail,  and  when 
this  happens,  intra-uterine  radium  treatments  are 
indicated. 


A  New  Method  for  the  Administration  of 

Whole  Blood  Transfusions 

(A.   M.   Elton.  Newport,   in  Jl.   Ark.   Med.  Soc.  Nov.) 

A  new  method  has  been  devised  by  Dr.  F.  F.  Rudder  and 

used  in  a  series  of  more  than  1500  whole  blood  transfusions. 

I  present  an  apparatus  for  the  transference  of  whole  blood 

which  is  so  simple  in  its  operation  as  to  require  the  use  of 

no  assistant  or  nurse,  and  is  safe,  sure  and  economical. 

The  Rudder  apparatus  was  developed  to  eliminate  these 
weaknesses: 

1.  The  leaking  of  air  and  blood. 

2.  Clotting  due  to  small,  angled  passages. 

3.  Inadequate    system    for    cleaning    of    syringe    during 
transfusions. 

4.  Inability  to  keep  needles  in  veins. 

5.  Need  for  more  than  one  person  to  complete  the  trans- 
fer of  blood  from  donor  to  recipient. 

The  instrument  consists  of  a  single  syringe  communicating 
through  an  air-tight  rotating  disc  to  4  staight  outlets  of 
large  caliber  which  lead  to  donor,  to  recipient,  to  saline, 
and  to  waste.  It  is  possible  to  wash  out  the  apparatus  or  to 
give  clean  sterile  saline  to  either  donor  or  recipient  at  any 
time  during  the  procedure. 

NOTE. — This  abstract  and  that  on  Transfusion  in  Gen- 
eral Practice  give  encouragement  and  specific  information 
whereby  the  practitioner  may  give  transfusions  in  the  of- 
fice or  home. — Editor. 


Transfusion  In   General  Practice 

(J.    S.    Lund    &     E.    B.    Tuohy.    Rochester.    Minn.,    in    Jl. 

Lancet,   Oct.) 

Intravenous  therapy  is  really  about  a?  valuable  in  general 
practice  and  in  the  home  as  it  is  in  institutions.  By  the  use 
of  a  little  foresight,  a  physician  in  a  community  can  readily 
group  the  blood  of  a  few  persons  and  if  one  needs  blood  for 
a  transfusion,  the  physician  may  send  for  an  individual  to 
come  to  the  place  where  he  is  needed,  or  the  donor  may 
come  to  the  office  where  the  physician  may  draw  the  blood, 
add  a  citrate,  put  it  in  a  sterile  bottle,  and  carry  it  to  the 
place  at  which  it  is  to  be  used.  If  it  is  not  all  needed,  the 
remainder  can  be  put  in  a  refrigerator  at  40°  F.  and  kept 
for  10  days  and  still  used.  We  do  not  like  to  use  blood  after 
it  has  been  kept  in  a  refrigerator  for  longer  than  12  days. 
We  know  of  no  reason  why  citrated  blood  is  not  as  bene- 
ficial as  unmodified  blood,  and  we  believe  the  method  of 
indirect  transfusion  is  much  simpler  for  the  general  prac- 
titioner, as  well  as  for  use  in  the  hospital. 

Our  custom  is  to  add  18  grs.  (1.16  gm.)  of  sodium  citrate 
and  50  c.c.  of  physiologic  saline  solution  or  sterile  distilled 
water  to  500  c.c.  of  blood.  The  blood  is  collected  in  this 
solution  which  is  stirred  all  the  while  so  that  the  blood  will 
become  citrated  immediately  and  as  fast  as  it  is  drawn. 

The  administration  of  blood  should  be  not  faster  than 
15  c.c.  a  minute,  and  many  physicians  prefer  to  use  a  Mur- 
phy drip  arrangement  in  the  tubing  between  the  bottle  and 
the  needle.  In  most  instances  an  lS-gauge  needle  is  the  best 
size  for  the  administration  of  blood  and  intravenous  solu- 
tions. A  10-gauge  or  20-gauge  needle  may,  however,  be 
used. 

When  blood  is  not  available,  a  6%  solution  of  acacia  in 
physiologic  saline  solution  is  a  temporary  substitute,  and  in 
some  cases  this  will  support  the  patient  sufficiently ;  there- 
fore, many  physicians  consider  it  a  good  substitute  for 
blood.  Sometimes  it  may  be  siven  before  or  after  some  blood 
has  been  given ;  it  also  may  be  used  when  blood  is  needed 
in  a  large  quantity  but  not  much  of  it  is  available.  One 
should,  however,  guard  against  mixing  the  solution  of  acacia 
and  blood  in  the  buret,  tube,  or  needle,  for  the  acacia 
changes  the  sodium  citrate  and  allows  the  blood  to  coagu- 
late. This  does  not  occur  in  the  vein,  as  the  solution  of 
acacia  is  very  quickly  and  markedly  diluted. 

A  5  to  10%  solution  of  dextrose  is  very  useful  when 
patients  need  fluid  or  food  and  cannot  take  them  by  mouth. 
Psysiologic  saline  solution  is  of  marked  usefulness  in  dehy- 
dration, such  as  starvation  or  excessive  or  prolonged  vom- 
iting in  replacing  the  large  amounts  of  salt  lost  in  the 
exudate  in  cases  in  which  patients  have  been  severely 
burned.  Venipuncture  may  be  accomplished  readily  if  heat 
has  been  applied  to  the  whole  of  the  extremity  for  20  to 
30   minutes. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 


Acute  Gonococcic  Perihepatitis 

swill,    San    Francisco,    in    Urol.    & 

Oct.) 

Acute  gonococcal  perihepatitis  should  be  considered  in 
the  diagnosis  of  many  a  case  of  severe  acute  pain  in  the 
right  upper  quadrant  of  the  abdomen  in  women. 

Routine  careful  clinical  and  laboratory  diagnosis  will  aid 
one  in  properly  locating  the  pathological  involvement  when 
perihepatitis  is  suspected. 

Five  hyperpyrexia  treatments  at  105"  for  5  hours  each 
will  aid  materially  in  curing,  in  a  comparatively  short  space 
of  time,  a  patient  with  gonorrheal  involvement  of  the 
genitourinary  tract  and  the  ventral  surface  of  the  liver. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 
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SOUTHERN  MEDICINE  AND  SURGERY 


Physical  Medicine* 

Stephen  W.  Davis,  M.D.,  F.A.C.P.,  Charlotte,  North  Caroli 


PHYSICAL  .MEDICINE  is  not  new.     Prim- 
itive man  must  have  applied  heat  and  cold 
to  his   hurts.      But   of   late   greater   interest 
has  been  shown  in  it  and  its  merits  have  gained  in 
recognition. 

Physical  medicine  does  not  mean  physiotherapy. 
Physiotherapy  can  be  relegated  to  the  technologist, 
or  the  hydrotherapist,  or  the  masseur  but  the  phy- 
sician should  be  able  to  prescribe  the  treatment. 
By  physical  medicine  we  mean  the  employment  of 
heat,  lights,  varying  pressures,  the  control  of  at- 
mospheric conditions,  the  introduction  of  gases  and 
radio-active  substances  both  electrical  and  chemi- 
cal. To  qualify,  let  us  consider  the  applications  of 
cold  compresses  or  ice  for  the  control  of  capillary 
oozing  or  the  use  of  hot  compresses,  the  hot-water 
bottle,  the  electrical  heating  paid,  or  heat  thermos- 
tatically controlled  as  to  degree  and  distribution  in 
conditions  of  pain  or  irritated  tissues. 

Light  therapy  has  been  used  for  ages:  exposure 
to  sunlight  as  a  general  curative  measure,  depriva- 
tion of  light  as  a  means  of  treating  eye  conditions 
in  particular.  To  consider  light,  the  spectrum  has 
been  broken  down  from  the  short-wave  infrared 
for  the  production  of  heat  to  the  longer-wave  ultra- 
violet; and  various  claims  are  made  for  its  ther- 
apeutic activity  in  many  diseases,  particularly  dis- 
eases of  the  skin,  and  conditions  of  vitamin  defi- 
ciency. We  go  even  up  to  the  wave  lengths  of  the 
inductotherm  with  high  frequency,  and  further  to 
the  radio-wave. 

The  application  of  varying  pressures  is  not  new. 
A  simple  example  is  the  common  application  of 
pressure  for  the  control  of  hemorrhage.  Bier,  in 
1904,  used  negative  pressure,  and  more  recently 
Hermann  and  Landis  have  created  the  vasculator 
with  which  alternate  pressures  are  applied  in  a 
closed  unit  for  the  promotion  of  circulation. 

In  planning  modern  homes,  hospitals  and  other 
buildings  engineers  and  architects  provide  temper- 
ature control  in  heating,  ventilating  and  air  con- 
ditioning. It  is  recognized  that  a  temperature  of 
68  to  72  J  F.  with  a  relative  humidity  of  40  to  50 
per  cent,  saturation  is  conducive  to  good  health 
and  to  maximum  efficiency  of  the  human  mechan- 
ism. Optimum  atmospheric  temperature  and  hu- 
midity are  essentials  for  efficient  oxygen  therapy. 
The  200  cases  in  which  I  have  administered  oxy- 
gen therapy  convince  me  that  the  air  conditioning 
of  the  oxygen  tent  is  as  important  as  the  increas 
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of  oxygen  concentration.  The  percentage  of  oxy- 
gen concentration  of  the  atmosphere  is  directly 
proportional  to  the  atmospheric  pressure;  that  is, 
at  sea  level  the  oxygen  tension  is  approximately 
160  mm.  pressure;  as  we  advance  to  higher  alti- 
tudes the  oxygen  tension  is  lowered  and  symptoms 
are  produced  varying  from  nose  bleeding  up  to 
unconsciousness.  Examples  of  this  condition  are 
mountain  sickness  and  air  sickness  in  high  altitudes. 
For  a  long  time  it  has  been  the  practice  in  certain 
mountain  mining  camps  to  remove  patients  with 
pneumonia  to  the  low  altitudes  of  the  valleys.  An 
example  of  the  ill  effects  of  increased  oxygen  ten- 
sion with  too  rapid  decompression  is  caisson  dis- 
ease which  results  from  too  rapidly  relieving  the 
increased  atmospheric  pressures  in  diving  bells. 

Attention  is  called  to  the  employment  of  gases — 
oxygen,  carbon  dioxide,  nitrous  oxide,  cyclopropane, 
ethyl  chloride,  etc. — by  the  anesthetists.  In  oxy- 
gen therapy  we  make  use  of  varying  oxygen  and 
carbon  dioxide  concentrations,  either  increasing  or 
decreasing  depending  upon  the  desired  effect  and 
response.  Recently  the  advent  of  the  helium-oxy- 
gen mixture  takes  advantage  of  the  exceeding 
lightness  of  helium.  The  oxygen  and  helium  mix- 
ture has  been  studied  by  Dr.  A.  L.  Barach  of  New 
York  in  the  treatment  of  asthmatic  and  cardiac 
conditions,  and  he  has  recently  devised  a  pressure 
oxygen  tent  capable  of  administering  this  gas 
mixture  under  pressure  for  the  treatment  of  cor- 
onary disease,  myocardial  decompensation  and  pul- 
monary edema  due  to  congestion  or  infarct. 

I  shall  not  deal  with  radio-active  substances 
other  than  to  call  attention  to  their  diagnostic  and 
therapeutic  employment  by  the  roentgenologists. 
Electricity  is  used  in  the  application  of  heat,  en- 
ergy and  x-rays,  and  supplies  motor  power  for  oper- 
ating air-conditioning  units,  oxygen  tents  and 
chambers,  suction  pumps,  surgical  cutting  units, 
circulating  baths,  vascular  equipment — the  Val- 
verde  vasculator,  e.g.,  which  gives  controlled  heat 
and  positive  and  negative  pressures — faradic  and 
galvanic  currents  fur  diagnostic  and  therapeutic 
purposes  and  fur  ionization  of  drugs,  particularly 
mecholy]  chloride.  One  of  the  latest  uses,  which 
we  shall  discuss  more  fully,  is  the  application  of 
electricity  in  the  production  of  artificial  fever. 

It  is  not  the  purpose  of  tin-  doi  tor  doing  physical 
medicine  to  replace  valuable  time-honored  meas- 
ures: there  is  no  reason,  because  an  oxygen  tent  is 
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available,  for  neglecting  to  use  anti-pneumococcic 
serum  in  certain  pneumonias.  An  oxygen  tent  in 
its  most  perfect  mechanical  operation,  with  employ- 
ment of  all  the  fancy  gadgets  and  gas  mixtures, 
has  never  cured  a  case  of  pneumonia;  it  merely 
supports  the  heart  and  relieves  oxygen  want. 

The  treatment  of  vascular  diseases  by  mechani- 
cal or  chemical  agencies,  whether  inductothermy 
for  the  relaxation  of  capillary  spasm  or  ionization 
for  vasoconstriction  or  the  use  of  alternation  pres- 
sure devices,  can  benefit  not  at  all  the  vasospasm 
of  Raynaud's  disease  or  the  metabolic  disturbances 
of  diabetes. 

There  is  no  reason  to  think  that  artificial  fever 
is  a  cure-all,  and  there  is  every  reason  to  remember 
that  it  is  a  procedure  fraught  with  danger  and  that 
it  is  uneconomical  when  unwisely  used. 

The  most  significant  results  of  fever  therapy 
have  been  in  gonorrheal  infections.  The  funda- 
mental basis  of  its  application  depends  upon  the 
thermal  death  point  of  the  gonococci.  Drs.  Doak 
and  Carpenter  have  only  recently  shown  that  there 
are  250  strains  of  gonococci  and  have  determined 
that  the  average  thermal  death-point  is  41.5°  C 
(106.7°  F.)  that  the  heat  resistance  of  the  gon- 
ococci has  varied  from  6  to  34  hours  with  a  mean 
of  16.1  hours,  that  the  rate  has  been  noted  at  41.5° 
C.  in  the  thermolability  of  strains  of  gonococci 
isolated  on  the  same  occasion  from  two  different 
disease  sites,  all  of  which  indicates  that  a  patient 
may  harbor  more  than  one  strain.  We  do  not 
advocate  the  replacement  of  other  methods  of  treat- 
ment in  the  acute  infections,  but  we  do  feel  that, 
when  the  patient  has  failed  to  respond  to  a  proper 
therapeutic  test,  fever  therapy  is  often  indicated. 
In  our  hands,  fever  therapy  has  given  highly  sat- 
isfactory results  in  gonorrheal  arthritis,  prostatitis, 
epididymitis,  seminal  vesiculitis  and  posterior 
urethritis.  It  is  not  believed  that  fever  is  the  sole 
curative  agent.  The  chronic  cases  give  more  rapid 
and  greater  response  than  do  the  acute  cases.  We 
have  seen  one  acute  case  of  posterior  urethritis 
that  did  not  respond  to  one  application  of  fever 
therapy. 

The  contraindications  for  fever  therapy  are  heart 
disease,  impaired  kidney  function  and  nervous  or 
mental  instability.  Deaths  have  been  reported  in 
fever  therapy  over  the  country.  It  is  a  measure 
now  widely  employed  for  four  years  or  more,  and 
in  this  form  of  therapy,  as  in  other,  mistakes  have 
been  made.  We  now  employ  the  General  Electric 
aluminum  cabinet  in  which  temperature  and  hu- 
midity are  controlled  and  heat  created  in  tissues 
by  the  use  of  the  magnetic  field  induced  by  the 
inductotherm.  This  combination  has  eliminated 
the  problem  of  superficial  burns.  In  only  one  case 
have  we  seen  cramps  occur,  this  because  of  chloride 
depletion.    In  our  cases  the  average  p.  rate  has  not 


exceeded  124.  The  t.  is  constantly  observed  and 
when  the  rectal  t.  has  reached  105 :  F.  the  electric 
indicating  thermometer  is  used,  which  gives  a  con- 
stant and  accurate  temperature  reading  on  the 
galvanometer. 

One  of  the  great  dangers  of  fever  therapy  has 
been  vaso-collapse.  because  with  increasing  pulse 
rate,  there  is  a  decreasing  pulse  pressure.  Observ- 
ers at  the  Ford  Hospital  in  Detroit  have  shown 
that  patients  in  metabolic  or  vasomotor  collapse 
cxygen  de-saturation  in  the  arterial  blood  reaches 
40  per  cent. — at  or  near  the  death  point.  In  order 
to  maintain  oxygen  tension  level,  we  have  employ- 
ed oxygen  intermittently,  which  provided  the  need- 
ed support  in  a  series  of  21  cases,  in  which  symp- 
toms of  vaso-collapse  were  seen  only  once.  This 
usage  has  made  the  patient  more  comfortable  and 
has  eliminated  mental  anxiety  and  prevented  severe 
depression. 

In  summary,  fever  therapy  is  not  recommended 
unless  a  careful  study  is  made  to  show  that  it  is 
indicated.  In  gonorrheal  complications,  syphilis 
where  other  measures  have  failed  and  where  there 
is  invasion  of  the  central  nervous  system,  it  has 
been  found  effective.  It  is  said  to  be  effective  in 
intractable  asthma  of  the  infectious  type,  multiple 
sclerosis,  chorea,  infectious  arthritis,  meningitis  and 
tuberculosis;  and  recently  I  heard  a  report  of  five 
of  seven  cases  of  granuloma  inguinale  treated  at, 
the  Cincinnati  General  Hospital  being  rendered 
Frei-negative. 

We  suggest  fever  therapy  where  the  recognized 
methods  have  proven  disappointing,  where  compli- 
cations that  lead  to  prolonged  treatment  with  likely 
debility  have  occurred  or  are  impending.  In  such 
instances,  we  feel  that  use  of  fever  therapy  is  scien- 
tific and  economical  and  that  it  is  efficient  in  the 
majority  of  cases. 

It  is  the  belief  of  many  that  osteopathy  and 
chiropractic  arose  because  doctors  of  medicine  neg- 
lected to  develop  a  knowledge  of  the  benefits  to  be 
had  from  proper  application  of  physical  agencies. 

In  conclusion,  we  will  say  that  physical  medicine 
as  we  are  trying  to  practice  it,  after  careful  diag- 
nosis, is  not  offered  as  a  form  of  competive  med- 
icine, but  as  an  addition  to  our  present  therapeutic 
armamentarium. 


A  financial  disaster  (E.  M.  MacEwen,  Iowa  City,  in 
Jl.  Iowa  State  Med.  Soc,  Sept.)  played  a  major  part  in 
elevating  the  standards  of  medical  education.  Johns  Hop 
kins,  an  eccentric  old  bachelor,  left  his  fortune  for  the 
establishment  of  a  free  medical  school  for  poor  students 
The  mass  of  his  fortune  was  invested  in  Baltimore  and  Ohio 
Railroad  securities.  The  failure  of  these  to  earn  a  dividend 
in  1888  prevented  the  opening  of  the  school,  which  was 
finally  made  possible  in  1893  by  a  gift  of  $300,000  by  a 
Miss  Garrett  on  the  condition  that  only  students  having  a 
degree  in  arts  or  science  would  be  admitted. 
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Case  Report 


A  Case  of  Toxemia  of  Pregnancy* 
Otis  Hunter  Jones,  M.D.,  Charlotte,  N.  C. 

The  30-year-old  wife  of  a  cotton-mill  employee 
was  admitted  to  the  Charlotte  Sanatorium  at  3:00 
a.  m.,  March  2  7th  last,  because  of  sudden  short- 
ness of  breath,  headache  and  vomiting,  developing 
at  term.  The  patient  was  referred  from  a  neigh- 
boring town  to  Dr.  Oren  Moore,  but  as  Dr.  Moore 
was  out  of  town  I  took  care  of  the  case  for  him. 

She  said  she  had  had  no  disease  so  far  as  she 
could  recall.  Her  three  previous  pregnancies  were 
uncomplicated,  deliveries  made  by  the  family  doc- 
tor in  the  home. 

The  present  pregnancy  had  been  uncomplicated 
except  for  increasing  edema  of  the  extremities  and 
face  for  the  past  few  weeks.  She  had  had  no 
ante-partum  care  except  for  one  specimen  of 
urine  sent  to  her  doctor.  As  far  as  she  knew,  the 
examination  was  negative;  at  least,  additional 
specimens  were  not  requested;  nor  was  she  asked 
to  come  in  for  examination. 

Twenty-four  hours  before  admission,  the  patient 
was  suddenly  taken  with  shortness  of  breath,  head- 
ache and  vomiting.  Doctor  was  called  and  gave 
a  hypodermic  injection  and  ordered  digitalis,  orally. 
Blood  pressure  was  170  at  this  time.  She  received 
five  doses  of  tincture  digitalis,  20  drops  to  the 
dose,  during  the  day.  All  during  this  time,  she 
was  very  restless.  An  hour  or  so  before  hospitali- 
zation, a  special  nurse  was  put  on  the  case.  After 
two  ampules  of  digifoline  and  gr.  '4  of  morphine 
with  gr.  1  ISO  atropine  she  was  sent  in  by  ambu- 
lance. 

Physical  examination. — A  rather  stout  woman 
with  some  cyanosis,  breathing  moderately  labored, 
at  the  rate  of  20,  b.  p.  140/100;  p.  128,  regular, 
quality  fair;  heart  sounds  of  fair  quality;  heart 
somewhat  enlarged  to  percussion  (2  cm.  outside 
nipple  line),  short  systolic  blow  at  apex;  numerous 
moist  rales  at  both  lung  bases,  in  both  axillae, 
and  over  right  chest,  anteriorly,  normal  resonance 
and  voice  transmission,  breath  sounds  roughened 
particularly  on  right;  pupils  and  ophthalmoscopic 
examination  of  the  eye  grounds  essentially  nega- 
tive: tongue  dry  and  coated;  moderate  edema  of 
extremities  and  face;  reflexes  not  hyperactive;  ab- 
domen approximately  that  of  term  pregnancy,  noi 
in  labor;  fetal  heart  questionably  heard,  and  posi- 
tion not  determined;  no  enlargement  of  liver:  kid- 
neys and  spleen  negative. 
Provisional  diagnosis: 

1.    At  this  time  a  moderate  degree  of  myocardial 
failure,  secondary  to  hypertension    or    prob- 
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ably  cardiovascular-renal  disease  with  toxe- 
mia of  pregnancy. 
2.    Early  pneumonia,  right,  to  be  ruled  out. 
Dr.  S.  W.  Davis,  in  consultation,  advised  digi- 
talization,  using  digifoline  every  three  hours,  infu- 
sion of  250  c.c.  saline  solution,  with  10-per  cent, 
glucose.     Morphine  was  not  repeated  at  this  time. 
Four  hours  after  admission  the  patient  appeared 
greatly  improved:  breathing  much  more  easily;  face 
flushed;  p.  114,  almost  bounding;   b.  p.   170/118; 
heart  sounds  a  great  deal  stronger;   fewer  rales  in 
chest;  vomiting  in  small  amounts.     It  was  evident 
now  that  the  picture  was  that   of  pre-eclampsia, 
probably  superimposed  upon  some  degree  of  car- 
diovascular-renal  disease,  with   a  secondary  myo- 
cardial break.     Urine  showed  a  cloud  of  albumin, 
sp.  gr.  of  1.018,  acetone  quite  positive,  no  diacetic 
acid,  occasional  hyaline  and  granular  casts. 

Another  250  c.c.  infusion  of  saline  with  10-per 
cent,  glucose  was  given  and  gastric  lavage  via 
Levine  nasal  tube  returned  several  ounces  of  green- 
ish fluid.  Two  ounces  of  Epsom  salts  were  left 
in  the  stomach;  lavage  repeated  in  four  hours,  \y2 
ounces  of  Epsom  salts  left.  Blood  pressure  was 
now  190  120,  patient  feeling  much  better,  vomit- 
ing controlled. 

Twelve  hours  after  admission,  with  good  cathar- 
sis established,  labor  started  spontaneously,  with  a 
few  irregular  pains.  Membranes  ruptured  spon- 
taneously two  hours  later,  and  delivery  followed 
within  an  hour — full  breech,  assisted  delivery,  very 
easy,  baby  breathed  immediately.  No  anesthesia 
was  used  since  gas  and  oxygen  were  not  available 
at  the  moment  and  preparations  for  local  anesthe- 
sia had  not  been  made.  Analgesia  was  obtained 
by  the  administration  of  nembutal,  gr.  4l/2,  per 
rectum.  No  lacerations,  placenta  and  membranes 
expressed  intact.  Placenta  looked  fairly  normal. 
A  moderate  oozing  continued  for  a  few  minutes, 
as  if  the  high  pressure  might  be  acting  to  prevent 
the  venous  sinuses  from  closing  off;  however,  con- 
sidering the  high  pressure  at  the  time,  this  degree 
of  blood  loss  was  felt  to  be  of  value.  Fundus 
responded  well  to  manual  stimulation:  given  pitui- 
trin,  ergot,  and  morphine  by  hypodermic.  Pulse 
good  quality,  did  not  go  above  116-118  during 
delivery,  and  patient  looked  none  the  worse.  An- 
other infusion  of  300  c.c.  saline  with  10-per  cent, 
glucose  given. 

An  hour-and-a-half  after  delivery,  called  be- 
cause of  a  large  hemorrhage,  I  found  the  mother 
very  pale,  pulse  and  heart  sounds  weak.  b.  p. 
70  30;  the  fundus  hard  and  firm;  however,  several 
large  clots  had  been  expressed.  Caffeine-sodium 
benzoate,  digifoline,  pituitrin,  ergot  and  external 
heat  were  used.  An  infusion  of  300  c.c.  saline 
with  25-per  cent,  glucose  was  started  immediately, 
this  being  increased  until  500  c.c.  had  been  given 
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slowly.  The  patient  was  again  seen  by  Dr.  Davis, 
who  agreed  that  another  infusion  might  overload 
the  heart  with  fluid.  Blood  was  taken  for  typing 
and  a  donor  sent  for.  The  response  from  the  in- 
fusion was  only  temporary,  and  in  a  short  time  the 
patient  seemed  to  be  in  extremis.  Coramine  was 
given  and  transfusion  started,  using  the  indirect 
method.  Dr.  W.  Z.  Bradford,  in  consultation, 
agreed  that  transfusion  would  be  life-saving.  Hem- 
oglobin by  the  Talquist  method  and  read  by  arti- 
ficial light,  was  40  per  cent. 

There  was  an  immediate  response  to  the  trans- 
fusion of  400  c.c.  of  blood.  Blood  pressure,  which 
had  been  almost  imperceptible,  came  up  to  90/60, 
p.  of  fair  quality.  Other  donors  were  sent  for. 
During  the  next  six  hours,  patient's  condition  con- 
tinued to  improve.  Another  gastric  lavage,  using 
the  nasal  tube,  was  done,  and  the  restlessness  con- 
trolled by  morphine.  Another  transfusion  was  given, 
this  time  it  being  necessary  to  cut  down  on  the  vein, 
and  following  this  the  condition  was  greatly  im- 
proved— b.  p.  130/90,  p.  116,  good  quality.  In  a 
short  time  b.  p.  had  climbed  back  to  168/110.  Pa- 
tient was  definitely  out  of  danger.  Urine  showed 
only  a  trace  of  acetone,  and  this  disappeared  com- 
pletely in  the  next  12  hours.  The  r.  b.  c.  following 
the  second  transfusion  was  2,100,000,  with  a  hem- 
oglobin of  39  per  cent.,  so  two  more  transfusions 
were  resorted  to  before  the  patient  was  discharged, 
making  a  total  of  about  1,500  c.c.  of  blood  given 
her.  A  blood-smear  study  was  done,  but  nothing 
significant  noted,  except  for  changes  of  secondary 
anemia.  Patient  had  reaction  in  the  form  of  a 
chill  following  two  of  the  transfusions.  Otherwise, 
convalescence  was  uneventful,  the  highest  t.  record- 
ing being  101. 6C  on  the  first  day  postpartum,  and 
gradually  returning  to  normal;  p.  gradually  came 
down  to  86,  patient  was  completely  digitalized; 
b.  p.  came  down  to  130/100;  urine  continued  to 
show  a  cloud  of  albumin,  and  was  positive  for  sugar 
a  few  days  before  discharge,  but  blood  sugar  was 
normal.  Last  urinalysis  showed  sp.  gr.  of  1.020,  no 
casts,  few  pus  cells,  and  occasional  r.  b.  c;  edema 
of  extremities  and  face  completely  disappeared. 
Patient  discharged  on  11th  day  postpartum,  being 
transferred  home  in  an  ambulance. 

It  will  be  noted  that  additional  laboratory  data 
would  have  been  desirable;  e.g.,  an  electrocardio- 
gram, kidney  function  tests,  blood  chemistry  deter- 
minations, etc.,  but  it  was  felt  that  patient  could 
get  along  without  these. 

Summary 

Here  has  been  presented  a  case  of:  1)  Toxemia 
of  pregnancy,  superimposed  upon  cardiovascular- 
renal  disease  manifesting  preeclampsia  with  myo- 
cardial failure,  and  moderate  acidosis;  2)  Marked 
secondary  anemia,  ante-partum;  3)  Spontaneous 
labor,  with  breech  delivery;    and  4)    Post-partum 


hemorrhage,  with  shock  and  collapse. 
Notes 

1.  The  status  of  the  cardiovascular-renal  path- 
ology present  not  completely  determined;  however, 
clinically,  pregnancy  with  the  added  burden  of  a 
toxemia  was  enough  of  a  strain  to  show  the  cardio- 
vascular system  to  be  inadequate.  Accurate  fol- 
low-up will  undoubtedly  show  this  to  fall  into  one 
of  two  classes:  1)  chronic  nephritis;  2)  hyperten- 
sive cardiovascular  disease — most  likely  this  lat- 
ter. 

2.  The  toxemia  of  pregnancy  was,  I  believe, 
probably  the  predisposing  cause  of  the  post-partum 
hemorrhage;  this  is  why  blood-letting,  or  venesec- 
tion, in  a  toxemia  of  pregnancy,  that  is  eclampsia 
or  preeclampsia  should  be  done  with  the  greatest 
caution,  because  there  is  a  very  definite  tendency 
to  accidental  hemorrhage,  and,  I  believe,  also,  to 
post-partum  hemorrhage. 

Remarks 

This  case  has  been  presented  solely  to  emphasize 
the  importance  of  pre-natal  care  in  the  pregnant 
woman.  It  serves  to  remind  us  that  there  is  still 
a  great  task  ahead  in  instructing  the  public,  par- 
ticularly that  portion  engaged  in  rural  occupations, 
the  mill  class,  and  others,  to  realize  need  for  pre- 
natal care  to  further  lower  our  maternal  mor- 
tality rate.  Those  of  us  who  attended  the 
meeting  of  the  State  Medical  Society  in  Winston- 
Salem  recently  had  this  fact  pointed  out  in  a 
very  striking  manner  by  the  five-year  statistics  of 
the  maternal  mortality  rate  presented  by  Dr.  Ham- 
ilton of  the  State  Board  of  Health,  and  also  by 
Dr.  Seibels,  of  South  Carolina.  It  also  serves  to 
remind  us  that  adequate  prenatal  care  from  the 
standpoint  of  the  physician  consists  in  careful  ex- 
amination and  follow-up  during  the  entire  ante- 
partum period:  a  simple  urinalysis  is  certainly  not 
sufficient. 

In  conclusion,  this  is  the  kind  of  case  which  dem- 
onstrates the  value  of  certain  routine  laboratory 
data,  regardless  of  financial  circumstances  of  the 
patient — e.g.,  had  a  r.  b.  c.  and  hgb.  determination 
been  made  before  delivery,  undoubtedly  blood-typ- 
ing would  have  been  resorted  to,  and  a  blood  donor 
been  kept  on  hand  for  a  possible  emergency,  since 
a  marked  secondary  anemia,  ante-partum,  must 
have  existed.  In  this  case,  considerable  delay  was 
encountered  before  transfusion  could  be  started, 
and  this  could  have  proved  fatal. 


Physicians  are  not  bound  to  attend  upon  whomsoever 
calls  upon  them;  but,  having  accepted  the  call  they  must 
continue  in  attendance  upon  the  case  until  recovery  or 
otherwise,  unless  dismissed  by  the  patient,  or  the  person 
employing  them ;  or  they  may  withdraw  from  it  themselves, 
provided  they  give  reasonable  notice  of  their  intention,  so 
that  another  medical  attendant  may  be  obtained. 


December,  1037 


SOUTHERN  MEDICINE  AND  SURGERY 


595 


Surgical    Observations 

A  Column  Conducted  by 

The  Staff  of  the  Davis  Hospital 

Statesville,  N.  C. 


Two  Cases  of  Primary  Carcinoma  of  the  Liver 
in  Early  Life 

A  13-year-old  boy  was  admitted  October  6th 
last,  complaining  of  soreness  in  the  right  upper 
quadrant  of  the  abdomen  and  in  the  right  flank 
with  occasional  nausea  and  vomiting  for  the  past 
three  months.  The  present  attack  began  the  night 
before.  On  admission  his  t.  was  100,  p.  rate  102, 
and  visible  membranes  rather  pale.  There  was  a 
large  mass  in  the  right  upper  quadrant  extending 
across  the  epigastrium  which  was  thought  to  be  the 
liver.  Urinalysis  showed  two-plus  albumin  with 
350  red  blood  cells;  red  blood  count  3,100,000, 
hemoglobin  down  to  64%;  white  blood  count 
4,100,  with  64%  polys.  There  was  some  irregu- 
larity in  the  size  and  shape  of  the  red  cells.  Smear 
was  positive  for  malaria  parasites.  Kahn  test  was 
negative.     Feces  showed  a  few  hookworm  ova. 

Atabrine,  grains  lyi  t.  i.  d.,  and  quinine  grains 
2J/>  b.  i.  d.  There  seemed  to  be  no  improvement 
and  on  the  11th  he  was  given  oil  of  chenopodium 
and  carbon  tetrachloride  to  rid  him  of  the  hook- 
worm infestation.  On  the  18th  400  c.c.  of  citrated 
blood  was  given  intravenously.  At  this  time  the 
patient  became  jaundiced,  and  the  jaundice  pro- 
gressed so  rapidly  that  on  the  20th  his  icterus 
index  was  50.  On  this  date  500  ex.,  and  on  the 
24th  400  c.c.  of  citrated  blood  was  given.  The 
jaundice  and  liver  enlargement  increased  and  appe- 
tite was  lost.  On  the  23rd  the  icterus  index  was 
108,  the  red  blood  count  4,600,000  with  86  per 
cent,  hemoglobin.  On  the  29th  the  icterus  index 
was  150.  A  flat-plate  x-ray  picture  of  the  abdomen 
showed  clusters  of  what  appeared  to  be  small  stones 
in  the  right  lower  quadrant.  Intravenous  urogra- 
phy showed  fair  kidney  function  on  both  sides. 

On  Xovember  1st  an  exploratory  laparotomy  was 
performed.  On  opening  the  abdomen  a  moderate 
amount  of  blood-tinged  fluid  was  encountered.  A 
large,  hard  mass  rather  irregular  and  with  a  num- 
ber of  adhesions  was  found  in  the  region  of  the 
head  of  the  pancreas.  The  gallbladder  was  three 
times  normal  size  and  filled  with  a  black,  viscid 
bile.  There  were  four  small,  calcified  areas  in  the 
lower  portion  of  the  wall  which  evidently  explained 
the  shadows  seen  on  the  x-ray  plate.  The  liver 
was  three  or  four  times  normal  size  and  very  hard 
but  smooth  throughout.  The  cystic  duct  node  was 
enlarged  and  showed  numerous  blackish,  hemor- 
rhagic-appearing  areas  over  its  surface.  For  this 
reason  it  was  removed  for  biopsy.  Careful  ex- 
ploration of  the  common  duct  showed  no  evidence 


of  stone.  A  simple  cholecystostomy  was  performed. 
There  were  many  adhesions  between  the  duodenum 
and  the  gallbladder  which  bled  considerably  when 
freed  up. 

There  was  slight,  slow,  but  progressive,  improve- 
ment for  several  days  following  the  operation.  The 
cholecystostomy  wound  drained  from  one  to  two 
pints  of  green  bile  daily.  There  was  only  a  moderate 
amount  of  distention  but  a  small  amount  of  blood 
was  seen  oozing  from  the  wound  on  several  occa- 
sions. 

On  November  4th  450  c.c.  of  citrated  blood  was 
given  intravenously,  and  two  days  later,  the  red 
blood  count  showing  1,900,000  cells  with  48% 
hemoglobin,  and  the  icterus  index  being  136,  the 
transfusion  was  repeated.  Following  this  there  was 
a  gradual  but  steady  decline.  He  became  listless 
and  refused  food  for  several  meals  straight.  On 
several  occasions  he  became  stuporous  and  could 
not  respond.  There  were  numerous  lucid  intervals 
during  which  his  appetite  was  good.  On  November 
13th  he  lapsed  into  a  deep  stupor  and  expired. 

At  immediate  post-mortem  examination  a  large 
blood  clot  was  found  extending  up  over  the  dome 
of  the  liver  and  down  as  far  as  the  pelvis.  There 
was  only  about  a  pint  of  thin,  serosanguineous  fluid 
in  the  abdomen.  On  removing  the  diaphragm  a 
large,  nodular  growth  was  found  projecting  upward 
from  the  liver.  This  area  had  been  hidden  by  the 
peritoneal  folds  normally  found  over  the  upper  sur- 
face of  the  liver.  The  greater  portion  of  the  liver 
was  found  to  be  replaced  by  this  large  mass  which 
did  not  project  or  extend  near  the  surface  except 
in  this  extraperitoneal  area.  Practically  all  of  the 
peri-aortic  nodes  were  enlarged  with  metastatic 
nodules.  The  head  of  the  pancreas  was  involved 
in  this  process.  Small  amounts  of  blood-tinged 
fluid  were  found  in  the  pericardial  and  pleural  cav- 
ities. The  lungs  and  heart  were  apparently  in 
excellent  condition.  In  the  left  pleural  cavity,  aris- 
ing from  the  lower  portion  of  the  region  of  the 
hilus  of  the  lung,  there  was  a  walnut-size  growth 
which  resembled  the  tissue  found  in  the  liver.  No 
other  metastasis  was  found. 

Microscopic  examination  of  the  lymph  node  re- 
moved at  operation  showed  a  rather  diffuse  arrange- 
ment of  cells  with  oval  or  rounded,  dense  nuclei 
and  a  relatively  large  amount  of  distinctly  pinkish 
cytoplasm  that  tended  to  arrange  themselves  in 
rows,  columns,  or  gland  formation.  The  cells  indi- 
vidually resembled  liver  cells.  They  varied  greatly 
in  size  and  shape,  some  having  two  or  more  nuclei, 
and  a  good  many  showed  mitotic  figures.  Some 
of  these  showed  bile  pigment  in  the  cytoplasm.  A 
diagnosis  of  liver  cell  carcinoma  was  made. 

A  white,  18-year-old  boy  was  first  seen  on  Jan- 
uary 22nd,  1936,  complaining  of  a  swelling  in  (he 
right  upper  abdomen.     He  had  pleurisy  for  three 
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weeks  before  admission,  but  no  longer  had  symp- 
toms of  that  condition.  He  had  noticed  swelling 
in  the  upper  abdomen  for  several  months.  He  was 
poorly  developed  and  nourished;  the  heart  was 
displaced  to  the  left  and  downward;  the  liver  ex- 
tended almost  to  the  brim  of  the  pelvis  on  the 
right  and  across  the  middle  halfway  to  the  brim 
of  the  pelvis  on  the  left.  There  was  an  irregular 
nodule  the  size  of  a  small  lemon  just  lateral  to  the 
costal  margin  on  the  right  in  the  region  in  which 
the  gallbladder  is  normally  found.  His  red  blood 
count  was  4,250,000  with  75%  hemoglobin,  and 
his  white  blood  count  was  5,000  with  67%  polys., 
25%  lymphocytes,  7%  monocytes,  1  basophile. 
Sedimentation  rate  was  54  minutes,  blood  urea  16 
milligrams,  blood  sugar  100  milligrams,  per  100 
c.c.  Electrocardiogram  showed  a  simple  tachycar- 
dia.    Hospitalization  at  this  time  was  refused. 

This  patient  returned  on  January  28th  and  at 
this  time  the  liver  was  slightly  tender.  He  again 
refused  admission.  He  was  next  seen  on  February 
18th.  About  one-half  hour  before,  he  had  a  severe 
attack  of  pain  in  the  right  upper  quadrant  along 
the  costal  region,  referred  to  the  right  shoulder. 
Blood  pressure  was  found  to  be  90/74,  and  his 
pulse  rapid  and  weak — rate  104.  There  was  an 
extreme  pallor  of  the  face,  jaundice  could  be  de- 
tected, and  exquisite  tenderness  in  the  right  upper 
quadrant.  The  liver  was  still  enlarged.  White 
blood  count  was  17,000  with  74%  polys.  Fluoro- 
scopy of  the  chest  showed  the  right  diaphragm  to 
be  fixed.  The  lungs  were  negative.  A  diagnosis 
of  an  acute  abdominal  catastrophe  was  made. 

An  exploratory  laparotomy  was  performed 
through  an  upper  right-rectus  incision  under  spinal 
anesthesia.  When  the  peritoneal  cavity  was  open- 
ed there  was  a  gush  of  blood.  The  entire  cavity 
had  been  filled  with  blood  clots  and  free  liquid 
blood.  The  liver  was  greatly  enlarged  and  nodular. 
Over  in  the  right  anterior  axillary  line  there  was 
a  growth  to  which  a  portion  of  the  omentum  was 
adherent.  Several  bleeding  vessels  were  found  at 
this  point.  The  growth,  very  nodular,  was  com- 
posed of  gray,  friable  tissue.  One  large  nodule, 
just  to  the  right  of  the  midline,  was  apparently 
the  nodule  palpated  externally.  The  spleen  was 
enlarged,  the  gallbladder  chronically  inflamed  its 
wall  thickened  and  adherent  to  the  under  surface 
of  the  liver.  Two  sections  were  taken  from  near 
the  bleeding  points,  and  a  large  gauze  pack  placed 
in  this  wound  and  up  against  the  areas  of  the  liver 
which  had  been  bleeding. 

Following  the  operation  the  patient's  condition 
was  very  poor,  pulse  very  rapid  and  thready.  He 
was  given  a  glucose  and  saline  infusion  and  tap 
water  by  mouth,  this  repeated  in  several  hours. 
Caffeine  and  adrenalin  were  given  along  with  550 
c.c.  of  citrated  blood  intravenously.     The  patient 


never  completely  recovered  from  the  shock  of  the 
initial  hemorrhage  and  expired  at  3  a.  m.  the  fol- 
lowing day.  An  autopsy  permit  was  not  to  be 
obtained  in  this  case. 

Microscopic  examination  of  the  biopsy  specimens 
showed  groups  of  ducts  and  cords  or  rounded  epi- 
thelial cells.  These  cells  showed  a  moderate  ana- 
plasia  and  an  occasional  mitotic  figure.  Into  one 
large  duct  the  epithelium  had  grown  so  that  it 
practically  filled  the  lumen.  Diffusely  scattered 
throughout  the  section  were  groups  of  lymphocytes. 
A  diagnosis  of  adenocarcinoma  of  the  liver  arising 
from  bile  ducts  was  made  by  the  examining  path- 
ologist. 

Consultation  with  Dr.  Fred  W.  Stewart  of  Me- 
morial Hospital,  New  York,  resulted  in  the  follow- 
ing report:  "I  would  call  your  case  one  of  malig- 
nant hepatoma.  I  doubt  its  bile-duct  origin.  It 
looks  to  me  more  like  a  primary  liver-cell  cancer, 
certainly  an  unusual  thing  for  that  age.'' 

These  two  relatively  rare  cases  are  reported  so 
as  to  remind  us  that  primary  carcinoma  does  occur 
in  the  young  and  should  be  considered  in  any  case 
of  liver  enlargement  of  unknown  origin. 


Method  for  Removal  of  A  Plaster  Cast 
(M.    H.    Prosperi,  Washington,   in  Jl.   A.  M.   A.,  Oct.   30th) 

Metal  channels  are  placed  on  top  of  the  cotton  or  stock- 
inet and  held  in  place  by  2  or  3  strips  of  adhesive  tape,  the 
plaster  bandage  applied  over  them.  The  metal  strips  con- 
tain a  slot  with  a  metal  base,  which  allows  the  blade  of 
the  cutters  to  slide  along,  cutting  only  the  plaster.  Anyone 
wishing  to  use  a  cast  knife  or  other  instrument  for  remov- 
ing a  cast  can  do  so  with  perfect  safety,  using  as  much 
pressure  as  desired  without  injury  to  the  patient. 

For  angles  metal  curves  or  arcs  are  provided  which  fit  in 
the  ends  of  the  straight  channels,  forming  a  continuous 
groove  and  permitting  the  cutters  to  travel  in  one  direction 
until  the  cast  has  been  completely  cut  through.  In  cases  of 
a  full  cast  on  the  leg  and  thigh  it  is  astonishing  with  what 
ease  and  rapidity  a  long  cast  can  be  removed,  leaving 
smooth  edges  in  case  one  wishes  to  tape  them  and  reapply 
the  cast. 

Two  or  more  channels  may  be  applied  to  the  same  cast 
if  necessary.  They  add  to  its  strength  and  show  only  the 
slightest  irregularity  after  completion.  There  is  no  need  to 
cover  the  top  of  the  groove  with  adhesive  tape  or  other 
material,  as  the  plaster  does  not  clog  the  groove.  Wrap 
some  of  the  plaster  bandage  over  each  end  of  the  channel 
to  prevent  rubbing  the  skin. 

These  strips  made  of  aluminum,  are  inexpensive  and  are 
not  radiopaque,  thereby  causing  no  interference  when  it  is 
desirable  to  make  another  exposure  after  the  cast  has  been 
applied.  They  are  indestructible,  can  be  used  indefinitely, 
and  certainly  make  of  a  tedious  task  an  easy  and  satisfac- 
tory one. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 


A  condom  [name  of  a  London  physician  of  the  18th  cen- 
tury] protects  the  coronary  sulcus  adequately  and  the  cor- 
onary sulcus  is  the  site  of  92%  of  the  primary  lesions  of 
syphilis  on  the  male  genitalia. — A.  F.  Weyerbacher,  Indpls., 
//.  Ind.  Med.  Assn.,  Sept. 
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Tri-State  Medical  Association  of  the  Carolinas  and  Virginia 


Several  days  ago  I  received  an  interesting  and 
thought-provoking  communication  from  the  office 
of  the  Southern  Medical  Association — "Twenty-five 
Years" — being  a  resume  of  the  progress  of  the  As- 
sociation as  viewed  by  its  secretary-manager,  Mr. 
C.  P.  Loranz.  I  was  impressed  throughout  this  ar- 
ticle by  the  evident  spirit  of  cooperation  among 
those  responsible  for  the  advancement. 

It  is  and  has  always  been  my  feeling  that  only 
through  the  cooperative  effort  of  the  medical  pro- 
fession, both  as  individuals  and  as  members  of  the 
various  societies,  can  we  attain  any  lasting  measure 
of  success. 

The  Tri-State  Medical  Associattion  has  an  un- 
usual opportunity  to  play  a  large  part  in  the  fur- 
therance of  the  gains  already  made  in  the  South 
in  preventive  medicine,  public  health  work,  mental 
hygiene  and  other  medical  matters,  which  are  at- 
tracting the  interest  of  the  laity  today  as  well  as 
that  of  the  profession.  The  public  has  come  to 
estimate  a  physician's  worth  not  only  as  to  his 
actual  medical  ability  but  in  accordance  with  his 
interest  and  leadership  in  constructive  sociological 
and  preventive  medical  problems.  Every  physician 
should  be  cognizant  of  this  public  demand  and 
contribute  some  of  his  energy  and  ability  to  the 
education  and  interests  which  seal  the  bond  be- 
tween the  profession  and  the  public.  Every  com- 
munity or  district  has,  in  common  with  the  physi- 
cian, health  and  welfare  problems  to  which  there 
should  be  a  solution.  Xorth  Carolina,  South  Caro- 
lina and  Virginia  all  have  active  and  progressive 
State  societies  as  well  as  county  societies  where 
their  local  questions  may  be  debated  and  worked 
out.  As  I  have  said  in  a  previous  letter,  these  three 
States  are  so  closely  bound  by  heritage  and  tradi- 
tion that  many  of  their  situations  are  similar;  it 
would  seem  to  me  fitting  and  mutually  helpful  if 
the  Tri-State  could  serve  as  a  meeting  ground 
where  these  problems  and  their  solutions  could  be 
generally  discussed  so  that  each  State  might  profit 
by  the  experience  of  the  other  two  or  avoid  their 
pitfalls,  as  the  case  may  be.  Also  I  would  again 
call  it  to  the  attention  of  the  members  of  the  Tri- 
State  Medical  Association  that  the  columns  of 
Southern  Medicine  &  Surgery  are  open  to  such 
discussions  and  I  urge  that  they  take  advantage  of 
the  opportunity  to  bring  them  before  the  profes- 
sion and  assure  them  of  the  Journal's  cooperation. 
It   is  my   plan   during  the  next   two  months  to 


make  every  effort  to  increase  the  membership  of 
the  Association  and  to  stimulate  to  the  highest  point 
the  interest  of  those  who  already  belong;  it  is  my 
belief  that  the  coming  meeting  in  February  will 
offer  much  of  scientific  value  as  well  as  a  spirit  of 
real  fellowship;  and  it  is  my  hope  that  in  my  en- 
deavors I  may  have  the  active  cooperation  of  the 
entire  membership. 

—HOWARD   R.  MASTERS 


Some  Cultists'  Opinion  of  the  Public's  Intelligence* 

We  have  just  read  the  first  piece  of  "literature"  to  be 
used  by  cultists  who  are  proposing  an  amendment  to  the 
Constitution  of  the  State  of  Colorado.  They  need  37,000 
signatures  to  initiate  the  measure  and  assure  its  appearance 
on  the  general  election  ballot,  and  they  are  reputed  to  have 
obtained  more  than  2/3rds  that  number  already.  They  call 
it  the  "Health  Freedom  Amendment!" 

Here  is  a  sample  of  their  scintillating  pseudo-science: 
"Did  you  know  that  the  majority  of  ordinary  mental 
cases  can  be  cured  by  chiropractic — that  40  to  60%  of  the 
'hopeless'  cases  in  psychopathic  hospitals  throughout  the 
country  are  being  completely  cured,  despite  the  fact  that 
most  of  them  had  been  declared  incurable." 


•Editorial  in   Colorado    Medicine,  Nov. 


How  to  Keep  from  Catching  Cold 
(E.  E.  Cornwall,  Brooklyn,   in   Medical   Times,  Oct.) 

Susceptibility  varies;  there  are  constitutional  differences. 
A  chronic  focus  of  infection  in  the  upper  respiratory  tract, 
living  in  an  overheated  or  overdry  atmosphere,  wearing  too 
heavy  clothing,  tobacco,  unwise  diet — all  favor  colds. 

Chilling  can  come  from  drafts,  especially  when  perspir- 
ing; from  remaining  too  long  in  a  cold  place;  from  wet 
feet  or  wet  clothing ;  and  from  going  out  of  a  warm  house 
in  cold  weather  when  the  superficial  blood  vessels  of  the 
body  are  dilated,  as  after  taking  an  alcoholic  drink  or  a 
cup  of  hot  tea.  A  very  foolish  way  of  catching  cold  is  to 
stand  in  an  open  doorway  in  cold  weather,  dressed  only 
in  house  clothes,  while  bidding  goodby  to  a  visitor;  another, 
going  out  of  doors  in  cold  weather  immediately  after  taking 
a  hot  bath,  sleeping  in  a  cold  room  under  light  bedclothing 
when  the  t.  suddenly  drops. 

Some  people  have  a  mania  for  opening  windows.  Con- 
fusing a  draft  with  ventilation  may  have  serious  conse- 
quences. Fatigue  predisposes. 

The  infective  agents  are  widespread  and  are  always  ready 
to  attack.  Individuals  with  a  cold  should  not  be  given  op- 
portunity to  cough,  sneeze  or  talk  in  other  people's  faces,  in 
crowded  places  keep  the  mouth  closed.  After  touching  sur- 
faces in  public  conveyances  and  buildings  the  hands  should 
be  washed  before  eating. 

When  returned  to  shelter  after  having  been  chilled,  warm 
the  body  immediately  by  getting  near  a  source  of  heat  and 
by  imbibing  a  good  quantity  of  reasonably  hot  fluid. 

(Most  authors  are  glad  to  send  reprints.  A  post-card 
request  will  bring  the  whole  article.) 
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HOSPITALS 

R.  B.  Davis,  M.D.,  M.S.,  F.A.C.S.,  Editor,  Greensboro.N.  C. 


What  Constitutes  Good  Operating  Room 

Service 
Of  all  of  the  departments  in  the  hospital  there  is 
none  quite  so  complicated  as  the  operating  room, 
for  here  life  is  weighed  in  the  balance  as  a  daily 
routine  by  those  working  at  the  operating  table. 
For  the  purpose  of  this  paper  we  shall  divide  the 
service  into:  first,  service  to  the  patient,  and  second, 
service  to  the  operating  surgeon. 

If  only  one  word  were  allowed  to  be  used  in 
describing  operating  room  service  I  would  use  the 
word  harmony,  for  truly  harmony  must  be  obtained 
if  the  operating  room  personnel,  from  the  least  to 
the  greatest,  is  to  give  efficient  service  to  the  pa- 
tient. This  service  begins  when  the  stretcher  is 
rolled  into  the  patient's  room  to  carry  him  to  the 
operating  room,  and  should  continue  until  the  pa- 
tient is  safely  back  in  his  bed.  Those  carrying  the 
patient  to  the  operating  room  should  be  quite 
composed,  sympathetic  and  methodical  in  their  ac- 
tions. 

At  no  time  after  the  patient  is  placed  upon  the 
cart  should  he  be  left  to  think  about  the  future  or 
wonder  what  it  is  all  about.  A  nurse  should  con- 
tinually keep  his  mind  employed  by  speaking  softly 
close  to  his  face,  and  cheer  him  by  encouraging 
words,  reassuring  him  that  his  doctor  is  a  wonder- 
ful surgeon.  She  should  tell  him  that  he  will  come 
through  fine,  that  he  will  get  along  nicely,  and  the 
anesthetic  is  not  bad  and  he  will  not  strangle  if  he 
will  only  breathe  it  in  calmly  and  not  get  excited. 
The  conversation  should  be  kept  up  by  the  nurse 
along  pleasant  lines  until  the  patient  actually  goes 
to  sleep. 

Many  patients  object  to  having  their  hands 
strapped  down  before  they  go  to  sleep.  It  is  often 
necessary  to  explain  in  a  sympathetic  manner  that 
they  are  not  tied  down  to  keep  them  from  fighting 
but  to  keep  their  arms  from  falling  off  of  the  side 
of  the  table,  which,  if  allowed  to  happen,  will  bruise 
the  muscles  and  nerves. 

If  the  patient  is  to  take  local  or  spinal  anesthetic 
it  will  be  necessary  for  the  nurse  to  keep  up  a  con- 
versation all  through  the  operation. 

The  author  believes  that  there  is  sometimes  a 
tendency  for  the  operating  room  nurse  and  assist- 
ants to  become  too  much  concerned  about  pleasing 
the  surgeon. 

The  sterile  nurse  should  anticipate  the  surgeon's 
needs  before  the  operation  is  begun,  and  if  there  is 
any  reason  why  she  does  not  know  the  habits  and 


characteristics  of  the  operating  surgeon  she  should 
obtain  from  him  or  his  assistants  the  information 
as  to  the  instruments  wanted,  types  of  needles  and 
sutures,  etc.  During  the  operation  she  should  an- 
ticipate step  by  step  what  he  needs  next  and  it 
should  be  placed  in  position  either  for  the  assistant 
or  the  surgeon  a  few  moments  before  it  is  actually 
needed. 

The  assistant  should  remember  that  he  is  there 
to  assist  and  should  not  assume  the  role  of  advisor. 
When  his  advice  is  wanted  the  operating  surgeon 
will  not  hesitate  to  request  it. 

The  circulating  nurse  should  be  ready  to  tie  the 
surgeon's  and  assistant's  gowns,  arrange  the  lights 
to  shine  in  the  field  of  operation  and  keep  the 
soiled  sponges  collected  in  one  place  for  counting. 

The  whole  deportment  of  the  operating  room 
personnel  should  be  very  orderly,  quiet  and  atten- 
tive. If  the  foregoing  suggestions  were  carried  out 
I  am  sure  patients  would  have  less  dread  of  the 
operating  room  and  less  fear  of  the  anesthetic. 


-s.  m.  &  s.- 


PEDIATRICS 

G.  W.  Kutscher,  M.D.,  F.A.A.P.,  Editor,  Asheville,  N.  C 


Duke  Symposium 
The  last  three  sessions  of  the  Symposium  on 
Pediatrics  at  Duke  Hospital  were  attended  and  en- 
joyed. Drs.  Esther  L.  Richards,  Julius  Hess,  Hor- 
ton  Casparis  and  Charles  Hendee  Smith  contrib- 
uted the  following  impressions: 

Dr.  Richards'  paper,  Psychiatry  and  Problem 
Children,  seemed  to  confine  treatment  of  most  cases 
to,  Let  them  alone.  She  did  not  mean  to  ignore 
the  problems  which  the  child  presents  but  advises 
the  parents  to  permit  the  child  an  opportunity  to 
live  its  own  life.  The  greatest  number  of  problems 
result  from  too  much  parental  influence.  If  adults 
dictate  too  much  to  the  child,  the  child  has  the 
advantage,  and  soon  the  child  is  reversing  the  proc- 
ess and  he  is  doing  the  dictating.  The  parental 
attitude  thereby  is  changed  from  the  offensive  to 
the  defensive.  If  the  child  is  "let  alone"  he  comes 
to  the  parents  for  advice  and  the  result  is  the  ideal 
procedure. 

Drs.  Hess,  Casparis  and  Smith,  conducting  a 
round-table  discussion,  were  asked  to  answer  many 
questions  on  problems  encountered  by  every  phy- 
sician treating  children.  The  indications  for  the 
use  of  sulfanilamide  were  well  covered — strepto- 
coccus meningitis,  septicemia  and  pyelitis,  erysip- 
elas, empyema,  gonorrheal  vaginitis,  and  sore 
throat,  are  real  indications;  but  not  every  head 
cold,  tonsillitis,  headache  or  many  of  the  undiag- 
nosed diseases  should  be  treated  by  sulfanilamide. 
The  drug  is  conceded  to  be  a  great  addition  to 
our  armamentarium,   but   it   must  be  used  wisely 
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and  for  short  periods  only.  Mandelic  acid  and 
sulfanilamide  were  both  advocated  in  the  treat- 
ment of  pyelitis.  Pneumonia  (unless  streptococcic) 
and  epidemic  meningitis  did  not  respond  well  to 
the  use  of  sulfanilamide.  Meningococcic  anti- 
serum was  preferred  to  meningococcic  antitoxin  in 
meningitis.  Whooping-cough  still  needs  a  thera- 
peutic sponsor,  although  elixir  bromaurate  was 
recommended  as  being  helpful.  Vaccines  used 
therapeutically  were  reported  as  disappointing. 
One  institution  in  Chicago  reported  best  results 
in  whooping-cough  in  very  young  infants  by  using 
no  drugs.  These  babies  were  simply  refed  each 
time  they  vomited,  even  if  the  food  had  to  be 
placed  in  the  stomach  via  rubber  tubing. 

Scarlet  fever  prophylaxis  by  the  five-injection 
method  was  frowned  upon.  It  protects  against  the 
rash,  perhaps,  but  not  against  the  disease.  Serum 
therapy  for  the  treatment  of  this  disease  is  not 
generally  accepted.  The  proper  age  to  give  Sauer 
pertussis  vaccine  has  not  been  decided  upon,  nor 
the  ideal  time  intervals  between  the  administra- 
tion of  smallpox  vaccine,  diphtheria  toxoid,  and  the 
Sauer  vaccine.  Dr.  Sauer  now  advises  10  rather 
than  8  c.c.  of  his  vaccine  and  he  is  studying  the 
results  of  earlier  (age)  administration  for  protec- 
tion. There  seems  to  be  a  trend  toward  the  use 
of  three  injections  of  the  original  toxoid  rather 
than  the  single-dose  alum-precipitated  toxoid. 
Does  a  negative  Schick  test,  done  six  weeks  after 
a  single  dose  of  toxoid,  remain  negative?  There 
is  evidence  that  it  does  not  always  remain  so. 

Dr.  Horton  Casparis,  ''The  Great  Simplifier," 
gave  one  of  the  most  interesting  and  practical  talks 
on  Infant  Feeding  that  it  has  been  this  editor's 
privilege  to  hear.  He  began  with  the  proper  feed- 
ing of  the  mother  as  soon  as  she  realizes  she  is 
pregnant,  emphasizing  the  need  of  prenatal  food 
for  the  baby  via  the  mother.  Simply  saying  'a 
good  general  diet'  is  not  enough.  It  must  be  care- 
fully explained  what  constitutes  an  adequate  diet 
and  why  certain  foods  are  essential  for  herself  as 
well  as  her  unborn  child.  The  ideal  food  for  the 
newborn  is  still  breast  milk. 

When  breast  milk  is  not  available,  there  seems 
to  be  little  choice  between  evaporated  milk,  fresh 
milk  and  dried  milk,  so  long  as  the  formula  is 
correct.  The  three-  or  four-hour  feeding  schedule 
is  to  be  adjusted  to  the  child  and  not  the  child  to 
the  schedule.  If  the  baby  takes  enough  during 
the  day,  the  2  a.  m.  feeding  may  be  discontinued 
entirely.  ( Perhaps  my  patients  do  not  take  enough, 
for  I  have  previously  expressed  in  this  column  my 
disagreement  with  this  procedure — G.  W.  K.) 
Earlv  feeding  of  solids,  fruit  juices,  eggs,  vege- 
tables and  other  solids  is  advocated.  Codliver  oil 
or  a  substitute,  and  orange  juice  or  a  substitute, 


should  be  started  early  and  continued  through  in- 
fancy. 

Dr.  Charles  Hendee  Smith  broke  down  many  of 
our  earlier  teachings  in  regard  to  pneumonia. 
Lobar  pneumonia  is  more  frequent  in  infancy 
than  is  bronchopneumonia.  The  prognosis  is  good 
in  most  instances  but  in  bronchopneumonia  it  re- 
mains poor.  Bronchopneumonia  takes  the  lead 
after  the  end  of  the  second  year.  In  lobar  pneu- 
monia an  infiltration  about  the  alveoli  and  a  fibrin- 
ous exduate  into  the  air  sacs  exists.  In  broncho- 
pneumonia there  is  desquamation  plus  alveolar 
collapse.  The  infiltration  and  fibrin  produce  the 
shadow  on  the  x-ray  film.  The  absence  of  these 
factors  is  responsible  for  the  negative  x-ray  films 
in  bronchopneumonia.  Collapse  in  bronchopneu- 
monia may  be  so  extensive  that  dullness  on  per- 
cussion leads  to  a  diagnosis  of  lobar  pneumonia. 
Collapse  causes  the  dyspnea. 

In  pneumonia  Dr.  Smith  believes  that  the  child 
will  do  better  without  treatment  other  than  good 
nursing  care  rather  than  being  disturbed  frequently 
for  various  procedures.  Cold  air  is  not  advised 
for  young  infants  but  the  air  of  the  room  should 
be  changed  frequently.  Do  not  crowd  the  baby 
with  bed  covering.  For  high  fever,  wrap  in  a  towel 
from  axilla  to  the  knees  and  sprinkle  cool  water 
over  the  towel.  The  patient  appreciates  this  much 
more  than  a  poorly  done  sponge  bath  or  an  alcohol 
rub.  Group  medicine  administration,  temperature 
taking  and  nourishment  giving  at  one  time,  and 
then  leave  the  baby  alone  until  this  is  to  be  repeat- 
ed. Dr.  Smith  believes  that  a  mild  laxative  at 
night  to  produce  a  stool  in  the  morning  will  prevent 
distention  in  the  afternoon.  If  the  bowels  have 
not  moved  by  10  a.  m.  an  enema  is  to  be  given. 
Drugs  are  indicated  only  as  required  by  the  symp- 
toms. Type  I  serum  is  the  only  specific  available 
and  he  believes  it  should  be  given  in  every  case  of 
that  type  pneumonia. 


-8.    M.   M   8.- 


DENTISTRY 

W.  M.  Robey,  D.D.S.,  Editor,  Charlotte,  N.  C. 


Factors  Affecting  the  Incidence  of  Dental 
Caries  in  Population  Groups* 

Tooth  decay  has  generally  been  held  to  be  less 
prevalent  in  our  Southern  States  than  in  the  North. 
Presented  summarized  data  of  such  regional  and 
group  relationships,  with  a  discussion  of  their  possi- 
ble significance  in  regard  to  caries  causation  and 
prophylaxis,  support  this  belief. 

According  to  Public  Health  Bulletin  No.  226,  the 
increase  of  caries  is  from  smith  to  north,  roughly 
IS  or  more  decayed  teeth  per  100  children  for  each 

•Abstract    of  article   by   C.   A.    Mills,    M.D..   Cincinnati,    In 
Jl.   Dental   Research.  Oct. 
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added  degree  of  latitude,  or  well  over  200r'r  from 
Gulf  to  Canadian  border. 

Xegro  children  in  all  areas  show  less  caries  than 
do  the  white,  but  the  same  regional  relationships 
obtain. 

Never  before  has  such  definite  evidence  been  at 
hand  as  is  supplied  by  the  data  here  shown.  Physical 
examinations  on  a  considerable  number  of  all  ages 
in  an  isolated  region  of  central  Mexico  revealed 
practically  no  caries;  dental  service  facilities  and 
pyorrhea  were  likewise  non-existent.  However,  near- 
ly perfect  dental  conditions  have  been  found  in 
Eskimos  untouched  by  civilization. 

Caries  tends  to  increase  from  the  head  waters  of 
a  river  toward  its  mouth.  There  would  therefore 
seem  to  be  some  factor  in  soil  or  water  that  tends 
to  produce  less  caries  in  the  upland  regions  or  head 
waters  of  rivers  and  more  caries  down  nearer  the 
rivers'  mouths.  There  was  found  to  be  almost  30' , 
more  caries  among  children  of  cities  using  river 
and  lake  water  than  among  those  using  water  from 
wells  and  springs,  even  though  the  mean  latitude  of 
the  two  groups  was  practically  the  same.  The  rea- 
son for  this  difference,  however,  may  well  reside  in 
the  degree  of  hardness,  for  it  is  seen  that  caries 
diminishes  as  hardness  increases. 

Millions  of  tons  of  sulphuric  acid  seeps  into 
Pennsylvania  streams  yearly  and  affect  Ohio  River 
water  as  far  down  as  Cincinnati  before  sufficient 
dilution  takes  place  to  cover  the  acidity.  It  may 
well  be  the  factor  largely  responsible  for  the  high 
caries  rate  in  the  mining  regions  and  down  the 
Ohio  River.  There  is,  in  addition,  the  possible  ef- 
fect of  oxidized  sulphur  liberated  into  the  air  by 
coal  combustion  in  homes,  factories  and  railroad 
engines.  Such  oxides,  breathed  into  the  lungs,  are 
probably  dissolved  and  retained  in  the  body  where 
they  exert  an  acid  effect. 

There  is  evidence  of  a  trend  toward  more  caries 
as  salt  use  increases.  This  is  not  significant.  The 
facts  and  general  relationships  presented  would 
tend  to  support  the  idea  that  caries  is  basically  a 
metabolic  disturbance,  and  only  secondarily  a  mat- 
ter of  infection.  Tooth  decay  is  of  sufficient  im- 
portance as  a  general  health  problem  to  warrant  in- 
tensive studies  along  any  line  that  offers  likely  leads 
as  to  its  basic  causation  or  control. 

We  may  even  come  to  the  point  of  recommend- 
ing that  whole  population  masses  provide  them- 
selves with  drinking  water  of  proper  constitution 
in  areas  where  city  water  supplies  are  too  low  in 
hardness,  or  otherwise  deleterious.  Standards  for 
drinking  water  can  no  longer  be  considered  only  on 
bacteriologic  grounds  or  freedom  from  contamina- 
tion, if  proper  regard  is  to  be  given  to  tooth  preser- 
vation. Industrial  and  domestic  uses  of  water  show 
very  definite  conflict  in  the  constitution  desired.  It 
is  possible  that  a  sharp  curtailment  of  salt  intake, 


together  with  the  use  of  special  drinking  waters, 
might  go  far  to  control  the  cases  of  active  caries 
that  proceed  so  destructively  under  ordinary  hand- 


UROLOGY 

Hamilton  W.  McKay,  M.D.,  Editor,  Charlotte,  N.  C. 


An  Unusual  Cause  of  Urinary  Stasis  With 
Infection:  Illustrated  by  Case  Report* 

Serious  thought  and  study  of  urinary  stasis  as 
related  to  subacute  or  chronic  infections  of  the 
urinary  tract  are  always  enlightening.  Strange  to 
say,  little  is  gained  by  a  review  of  the  literature. 

I  desire  as  briefly  as  possible  to  remind  you  of  a 
few  basic  facts  and  to  recite  an  illustrative  case 
which  in  my  experience  is  unusual. 

By  stasis  we  mean  some  form  of  obstruction  to 
ti  e  normal  outflow  of  urine.  Many  times  this  ob- 
struction is  slight  or  physiological,  as  the  stasis 
found  in  normal  pregnancies,  from  hypertrophy  of 
the  trigone  or  hypertrophy  of  the  mucous  mem- 
brane  of  the  ureter.  Sometimes  the  stasis  is  mark- 
ed and  very  often  it  is  complete. 

To  properly  understand  the  stasis,  let  us  con- 
sider the  urinary  tract  as  one  single  excretory  organ 
that  physiologically  eliminates  fluids,  separates 
poisons  and  waste  products  from  the  blood.  It  is 
very  important  to  remember  that  live  bacteria 
coming  from  foci  of  acute  infection — e.g.,  acute 
sore  throat,  acute  middle-ear  disease,  furuncles  and 
many  other  acute  infections — cause  what  I  prefer 
to  call  a  complicating  urinary  infection,  better 
known  to  you  as  acute  pyelitis.  Such  organisms 
as  the  Gram-positive  coccus  group  and  B.  coli  are 
often  passed  through  the  normal  urinary  tract  with- 
out ill  effects.  If  stasis  is  present  we  often  have 
infection  of  a  chronic  nature.  It  is  proper  to 
emphasize  that  urinary  stasis  does  not  necessarily 
mean  infection,  very  often  is  this  true  if  the  urine 
is  very  acid.  The  case  related  below  will  illustrate 
this  fact;  however,  if  instrumentation  is  practiced 
or  if  anything  unusual  happens  in  the  body,  we 
are  almost  sure  to  have  infection. 

I  believe  few  realize  the  importance  of  keeping 
up  normal  drainage  of  the  urinary  tract  and  even 
fever  know  that  slowing  down  of  the  urine  can 
occur  from  any  point  from  the  external  urinary 
meatus  to  the  kidney  pelvis. 

A  very  unusual  case  in  which  stasis  resulted  from 
prolapse  of  the  uterus  and  bladder  of  20  years' 
duration  without  infection  suddenly  began  to 
show  alarming  symptoms  of  urinary  sepsis. 

The  case  briefly  reported  and  illustrated  is  as 
follows : 


*I  am  indebted  to  Dr.  Ashleigh  Mood,  of  Sumter,  and 
Dr.  Shelton  Horsley  and  Dr.  A.  I.  Dodson,  of  Richmond, 
for  allowing   me  t<»  report  the  case  and  furnishing-  infor- 
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I  was  called  to  Sumter  by  Dr.  Ashleigh  Mood 
to  see  in  consultation  a  white  70-year-old  house- 
wife. Examination  revealed  prolapse  of  the  uterus 
with  what  appeared  to  be  complete  prolapse  of 
the  bladder  and  part  of  the  rectum.  There  was 
slight  erosion  around  the  external  os. 

Special  Note:  The  remarkable  feature  of  the 
case  is  that  the  patient,  a  well  born,  highly  edu- 
cated and  intelligent  woman,  had  a  mass  almost  as 
large  as  two  fists  protruding  between  the  thighs 
like  a  baby's  head  late  in  labor,  which  condition 
had  existed  for  20  years  or  more — so  long  that  the 
thickened  vaginal  mucous  membrane  looked  almost 
like  the  skin  on  the  thighs.  How  the  patient  uri- 
nated, I  do  not  know. 

Cystoscopy:  The  urethra  was  seen  above  this 
mass  and  introduction  of  the  cystoscope  through 
the  urethra  straight  into  the  bladder  or  parallel 
with  the  long  axis  of  the  body  would  have  been 
impossible;  but,  held  in  the  perpendicular  position 
with  the  beak  directed  towards  the  rectum  and 
anus,  the  instrument  could  be  readily  inserted. 
With  the  complete  prolapse  of  the  bladder  it  was 
impossible  to  even  attempt  to  catheterize  the 
ureters  and  nothing  could  be  determined  except 
that  the  patient  had  a  severe  cystitis  with  stasis 


caused  by  the  pulling  down  and  pressure  on   the 
lower  end  of  the  ureters. 

In  one  week  I  was  called  back  to  see  the  patient, 


PIG.  1  —Prolapse  of  the  uterus  with  erosion  ..t'  cervix 
and  complete  prolapse  of  the  bladder,  of  20-years  dura- 
tion, complicated  by  angulation  and  pressure  on  the 
lower  end  of  the  ureters.  Result — urinary  stasis  with 
urinary  sepsis. 


FIG.  2. — Drawing  (vertical  section)  showing:  complete 
prolapse  of  the  bladder  and  partial  prolapse  of  the  rec- 
tum with  fibroma  of  the  uterus.  Note  acute  angulation 
of  the  urethra  and  position  of  the  bladder. 

who  up  until  this  time  had  done  very  well.  She 
had  had  several  attacks  of  chills  and  high  fever 
and  it  was  quite  evident  that  some  gynecological 
operation  had  to  be  done  at  once.  The  family 
decided  that  they  would  take  the  patient  to  Dr. 
Shelton  Horsley,  in  Richmond.  On  arrival  "in  that 
city  she  was  seen  by  Dr.  Horsley  and  Dr.  A.  I. 
Dodson,  and  it  is  with  the  permission  of  Dr.  Hors- 
ley that  I  quote  from  his  notes. 

"There  is  no  protrusion  around  the  cervix  indi- 
cating a  uterus,  but  on  pressure  at  the  cervical 
opening  a  faint  outline  of  the  uterus  can  be  felt; 
on  pressing  this  rather  firmly,  it  seems-  to  give,  and 
on  following  up  this  pressure  from  the  center  to  the 
circumference  the  whole  mass  gradually  is  reduced 
well  up  into  the  pelvis.  It  is  held  in  this  position 
by  packing  the  vagina  with  vaseline  gauze. 

It  is  advised  that  the  patient  be  kept  in  bed  and 
the  packing  be  removed  every  day,  a  thorough  va- 
ginal irrigation  be  given,  and  the  vagina  lie  re- 
packed. The  bladder  should  be  catheterized  and 
irrigated  every  day." 

A  DePezzer  catheter  was  placed  in  the  bladder 
by  Dr.  Dodson  for  continuous  drainage  and  blad- 
der irrigations  carried  out  daily. 

The  operation — vaginal  hysterectomy,  excision 
of  both  tubes  and  ovaries,  and  plastic  operation  on 
cystocele  and  rectocele — was  done  by  Dr.  Shelton 
Horseley  under  local  anesthesia  and  HMC  No.  1. 
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"The  specimen  consists  of  the  redundant  mucosa, 
the  uterus,  and  both  tubes  and  ovaries.  The  re- 
dundant mucosa  consists  of  two  largely  symmetri- 
cal portions  of  the  vagina  which  were  excised,  to- 
gether with  smaller  portions  from  the  posterior 
wall.  Near  the  cervix  it  is  thick  and  infiltrated. 
It  does  not  appear  to  be  malignant.  The  uterus 
measures  14.5  x  6.5  x  4.5.  Near  the  cervix  on  the 
right  side  is  an  ulcer  which  had  partly  healed  but 
presents  a  distinct  depression  and  is  about  1.5  or  2 
cm.  in  diameter.  The  tissue  does  not  appear  to  be 
malignant,  but  a  block  is  taken  for  permanent  sec- 
tion." 

Comments:  A  case  is  herewith  reported  of  pro- 
lapse of  the  uterus  with  complete  prolapse  of  the 
bladder  in  a  woman  70  years  old,  the  prolapse  ex- 
isting for  20  years  without  symptoms.  Finally 
pressure  on  the  lower  end  of  the  ureters  caused 
stasis  and  urinary  sepsis  and  necessitated  an  im- 
mediate gynecological  operation. 

It  was  impossible  to  catheterize  the  ureters  or 
even  visualize  them  without  anesthesia  and  reduc- 
tion. 

References 

Kretschmer,  H.  L..  and  Hibbs,  W.  G.:  A  Study  of  the 
Vesical  End  of  the  Ureter  in  Hydronephrosis.  Surg.,  Gyn. 
&  Obs.,vo\.  57,  1933. 

Multhauf,  A.  W.:  The  Upper  Obstructive  Uropathy 
and  the  Problems  it  Presents.  Southwestern  Med.,  vol.  17, 
1,933.- 

Ruhr,  J.  U.:  Urinary  Stasis;  Its  Influence  on  Chronic 
Infection  of  the  Urinary  Tract.  W.  Va.  Med.  JL,  vol.  31, 
1935.' 

Ross,  W.  L.:  Urinary-  Obstruction.  Northwest  Med., 
vol.  36,  1937. 


RADIOLOGY 

Wright  Clarkson,  M.D.,  and  Allen  Barker,  M.D., 
Editors,  Petersburg,  Va. 


Trauma  as  a  Cause  of  Cancer* 
Because  of  its  importance  in  industrial  medicine, 
many  full  accounts  of  the  historical  and  statistical 
aspects  of  trauma  as  a  cause  of  cancer  have  been 
recorded  in  medical  literature,  and  we  do  not  feel 
capable  of  materially  improving  upon  these  rec- 
ords. Those  particularly  interested  in  these  phases 
of  the  subject  can  obtain  much  information  by  a 
careful  study  of  the  work  of  Theim,1  of  Mock  and 
Ellis,1'  of  Fargue,3  of  Davis4  and  of  many  others  to 
whom  these  authors  refer  the  reader. 

This  article  will,  therefore,  deal  principally  with 
our  present  knowledge  of  the  cause  of  cancer  as 
determined  by  such  facts  as  have  been  well  estab- 
lished by  scientific  cancer  research.  This  is  the 
proper  basis  upon  which  to  make  the  final  decision 
as  to  the  part  that  trauma  has  played  in  the  cause 


*Read  before   the  annual   meeting  of  the   Association  of 
Seaboard   Air   Line  Railway   Surgeons,   Miami,    Nov.   17th. 


of  any  particular  malignant  neoplasm  about  which 
we  may  be  concerned. 

While  much  remains  unknown  about  the  subject, 
our  present  knowledge  is  sufficient  for  us  to  draw 
certain  positive  conclusions.  Among  them,  we 
know  that  no  single  trauma  and  that  no  series  of 
traumas,  taken  alone,  have  ever  been  the  cause  of 
a  cancer.  This  statement  is  based  largely  on  the 
fact,  well  established  by  Slye5  and  others,  that 
heredity  is  the  greatest  single  factor  in  the  cause  of 
cancer.  Without  an  inherited  predisposition  on  the 
part  of  the  individual,  no  cancer  will  develop  from 
any  amount  of  trauma.  We  can,  therefore,  dis- 
regard trauma  as  the  primary  cause  of  cancer  and 
consider  only  its  possibilities  as  a  contributing  fac- 
tor. 

There  is  an  abundance  of  experimental  evidence 
available  to  prove  that  there  are  at  least  two 
causes  of  cancer  which  must  operate  together  to 
produce  the  disease;  first,  inherited  susceptibility, 
and,  second,  certain  carcinogenic  agents  which  may- 
be called  secondary  causes  of  cancer.  The  heredi- 
tary factor,  according  to  Slye,  will  determine  in 
each  case  whether  the  patient  develops  carcinoma 
or  sarcoma,  and  the  location  of  the  tumor. 

The  secondary  causes  of  cancer,  i.e.,  the  carcino- 
genic factors,  are  not  quite  so  well  understood;  but 
it  seems  well  established  that,  without  these  stim- 
ulants or  accelerators,  cancers  frequently  fail  to 
develop  even  in  susceptible  individuals. 

In  experiments  on  mice,  Slye  has  proven  that 
susceptible  strains  with  irregular  teeth  often  de- 
velop cancer  of  the  soft  parts  which  are  constantly 
being  traumatized  by  these  teeth,  and  that  no 
cancers  develop  when  this  irritation  to  the  locally 
susceptible  tissues  has  been  avoided  by  keeping  the 
teeth  short  and  smooth. 

The  conclusions  drawn  from  Slye's  experiments 
as  to  the  effects  of  chronic  irritation  on  mice  have 
also  been  demonstrated  by  records  of  human  be- 
gings  with  cancer,  and  these  facts  are  thus  fully 
established.  There  is,  therefore,  a  definite  scientific 
basis  for  the  statement  that  certain  occupations 
predispose  to  the  development  of  cancer  in  such 
people  as  have  a  strong  hereditary  susceptibility 
to  certain  malignant  neoplasms.  It  is  thus  obvious 
that  people  with  a  family  history  of  frequent  skin 
cancers  should  not  be  employed  in  positions  where 
constant  skin  irritation  cannot  be  avoided.  This 
is  particularly  true  of  work  requiring  contact  with 
coal-tar,  soot  and  other  substances  known  to  con- 
tain carcinogenic  agents. 

The  exact  chemical  nature  of  some  of  the  sec- 
ondary causes  of  cancer  is  well  known.  Many  of 
these  are  found  outside  of  the  body.  For  example, 
dibenzanthracene,  produced  by  Cook,  may  give 
rise  to  various  neoplasms  in  animals.  Other  agents 
which  may  act  as  causes  are  found  normally  with- 
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in  the  body.  For  example,  the  female  sex  hormone, 
estrin,  has  been  proven  to  exist  in  abnormally  high 
concentration  in  tumors  of  the  breast  and  to  have 
a  direct  stimulating  effect  on  the  growth  of  these 
tumors. 

When  one  comes  to  consider  a  single  trauma  as 
a  contributing  factor  in  the  cause  of  cancer,  the 
problem  is  different.  Almost  every  patient  with 
any  form  of  physical  ailment  can  think  of  some 
injury  that  might  have  been  a  contributing  factor, 
but  up  to  the  present  time  no  one  has  been  able 
to  prove  conclusively  that  any  single  trauma  has 
contributed  to  the  cause  of  a  cancer. 

Repeated  traumas,  as  chronic  irritations,  pro- 
duce an  unhealthy  state  in  tissue  which  is  ordinarily 
not  produced  by  any  one  injury;  for  the  single 
trauma  being  past,  nature  has  every  opportunity 
to  bring  about  a  normal  repair  of  the  tissues. 

Should  the  single  trauma,  however,  produce  the 
implantation  into  the  tissues  of  a  sufficient  quan- 
tity of  some  such  substance  as  coal-tar  or  soot, 
which  is  known  to  contain  carcinogenic  agents, 
then  the  trauma  might  be  considered  a  contribut- 
ing cause  to  the  development  of  a  cancer  found 
following  such  a  single  injury. 

This  brings  up  a  very  interesting  aspect  of  the 
subject,  which  we  believe  may  explain  the  action 
of  chronic  irritation  in  the  production  of  certain 
cancers  in  susceptible  individuals.  Air  is  at  all 
times  laden  with  dust  particles  composed  of  a 
general  mixture  of  almost  all  known  substances, 
and  any  constant  trauma  tends  to  denude  the 
surface  of  the  skin  or  mucous  membrane  and  thus 
to  permit  the  entrance  of  tiny  particles  of  carcino- 
genic agents  found  in  dust,  or  in  other  substances 
with  which  we  are  constantly  coming  in  contact. 
This  is  entirely  theoretical,  but  it  may  be  that 
this  implantation  of  carcinogenic  agents  is  largely 
responsible  for  the  effects  of  chronic  irritation  in 
the  production  of  certain  kinds  of  cancer. 

In  the  case  of  bone  sarcoma,  with  which  indus- 
trial medicine  is  much  concerned,  the  element  of 
trauma  as  a  cause  of  cancer  is  doubtful.  We  agree 
with  those  who  believe  that  the  vast  majority  of 
malignant  bone  tumors  existed  prior  to  the  trauma 
and  that  their  presence  was  merely  brought  to 
light  by  the  injury.  Unfortunately,  we  cannot 
positively  prove  this  to  be  true  and  until  further 
scientific  investigation  can  clarify  the  situation,  one 
should  follow  the  five  postulates  laid  down  by 
Theim  in  1910  or  the  modification  of  them  given 
by  Ewing  in  1935.  Those  recommended  by  Ewing 
are  as  follows: 

1.  The  authenticity  and  adequacy  of  the  trauma. 

2.  The  previous  integrity  of  the  wounded  part. 

3.  The  tumor  must  arise  at   the   point   of   the 
injury. 

4.  A  reasonable  time  limit  must  be  observed  be- 


tween the  injury  and  the  appearance  of  the 
tumor. 
5.    The  positive  diagnosis  of   the  presence  and 

nature  of  the  tumor  is  essential. 
Rigid  adherence  to  these  principles  should  be 
insisted  on  in  every  case  where  a  suit  is  brought 
claiming  an  injury  as  the  cause  of  a  cancer.  Cor- 
porations may  also  protect  themselves  and  assist 
in  the  present  campaign  against  cancer  by  refusing 
to  employ  those  who  have  a  family  history  of  fre- 
quent cancers  of  the  type  that  might  be  excited  by 
the  particular  occupation  for  which  they  are  seek- 
ing employees. 

iii 
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CLINICAL  CHEMISTRY  &  MICROSCOPY 

Robt.  P.  Morehead,  B.S.,  M.A.,  M.D.,  Editor 
Wake  Forest,  N.  C. 


Laboratory  Studies  in  the  Anemias 
Any  intelligent  therapeutic  campaign  in  the 
treatment  of  the  anemias  must  be  preceded  by  an 
accurate  hematological  and  etiological  diagnosis. 
Since  an  anemia  is  a  decrease  in  the  hemoglobin 
of  the  blood  below  the  normal  limit,  and  since  this 
reduction  may  be  due  either  to  qualitative  or  quan- 
titative changes  in  the  circulating  erythrocytes,  it 
becomes  evident  that  an  accurate  erythrocyte  count 
and  hemoglobin  estimation  are  essential  for  the 
diagnosis  of  an  anemia.  Too  frequently,  hema- 
tological studies  end  abruptly  at  this  point,  and 
the  physician  treats  "anemia"  with  no  regard  for 
hematological  or  etiological  type.  As  a  result  of 
this  practice  many  "anemia  preparations"  have 
appeared  on  the  market  which  contain  all  drugs 
commonly  used  in  the  treatment  of  anemia.  Usually 
only  one  drug  is  indicated  in  any  given  case  and 
the  use  of  shotgun  preparations  is  expensive  and 
fair  neither  to  patient  nor  physician. 

From  an  etiological  point  of  view  anemia  may 
result  from  either  decreased  blood  formation  or 
increased  blood  loss.  The  latter  may  be  due  to 
an  increase  in  the  rate  of  red-cell  destruction  by 
chronic  hemolytic  jaundice,  intoxications,  etc.,  or 
mechanical  loss  due  to  hemorrhage.  Decreased 
blood  formation  may  result  from  a  depression  of 
the  function  of  the  bone  marrow,  or  from  a  defi7 
ciency  in  the  iron  or  the  specific  antianemic  factor 
found  in  the  liver,  kidneys,  etc.  Iron  is  necessary 
for  development  of  the  red  cell  from  the  normo- 
blastic stage,  and  of  the  specific  antianemic  factor 
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of  the  liver  from  the  megaloblastic  stage.  (For 
complete  etiological  classification  of  the  anemias 
see  1.) 

From  the  therapeutic  standpoint,  the  most  im- 
portant phase  of  the  hematological  study  is  to 
estimate  the  size  and  hemoglobin  content  of  the 
erythrocytes.  The  anemias  may  be  classified  on  a 
hematological  basis  as  macrocytic,  hypochromic 
microcytic,  or  normocytic-  This  classification  is 
of  extreme  importance  since  it  has  been  found  that 
the  macrocytic  anemias  respond  to  the  antianemic 
principle  found  in  the  liver  and  that  the  hypo- 
chromic microcytic  anemias  respond  to  iron  in  ade- 
quate dosage.  Normocytic  anemias  are  treated  by 
removing  the  causative  factor,  e.g.,  arrest  of  hem- 
orrhage. 

From  these  considerations  it  becomes  evident 
that  the  following  studies  must  be  properly  mad 3 
before  an  accurate  diagnosis  of  the  anemia  in  ques- 
tion can  be  made: 

1.  Hemoglobin  estimation. 

2.  Erythrocyte  count  (to  establish  the  diagno- 
sis, of  an.  anemia). 

3.  Color  index  (to  estimate  the  amount  of  hem- 
oglobin in  the  erythrocytes  in  comparison 
with  the  normal). 

4.  Volume  index  (to  estimate  the  size  of  the 
erythrocytes  compared  with  the  normal.  This 
estimation,  along  with  the  color  index,  make; 
possible  a  hematological  classification  of  the 
anemias). 

5.  Icterus  index  (to  determine  the  rate  of  ery- 
throcyte destruction). 

6.  Reticulocyte  count  (to  determine  the  rate  of 
erythrocyte  formation). 

7.  Study  of  the  stained  blood  smear  (to  study 
the  morphology  of  the  erythrocytes  and  help 
to  eliminate  leukemias,  etc.) 

8.  Platelet  count,  coagulation  time,  bleeding 
time,  fragility  test,  gastric  analysis,  etc.. 
when  indicated. 

Assuming  that  the  practitioner  has  access  to 
materials  necessary  for  the  enumeration  of  the 
erythrocytes  and  leucocytes,  a  very  small  expend- 
iture will  make  his  hematological  armamentarium 
complete.  As  a  result  of  this  expenditure  a  better 
understanding  of  the  diagnosis  and  treatment  of 
disorders  of  the  blood  will  ensue,  and  physician 
and  patient  will  derive  much  good  from  the  "mod- 
ern march  of  hematology." 
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INTERNAL  MEDICINE 

H.   Ringer,  A.B.,   M.D.,  F.A.C.P.,  Editor 
Asheville,  N.  C. 


Autopsy  Findings 

While  consulting  a  reference  in  The  Canadian 
Medical  Association  Journal  for  September,  1931, 
the  editor  happened  to  come  across  a  paper  en- 
titled: ''Unexpected  Autopsy  Findings  in  Unex- 
pected Deaths,"  by  Dr.  William  J.  Deadman,  of 
Hamilton,  Ontario,  which  was  so  original  and  in- 
teresting that  he  decided  to  transcribe  a  good  part 
of  it. 

Unexpected  deaths  make  one  think  of  the  circu- 
latory system  probably,  and  either  the  nervous  or 
the  respiratory  system.  "But  in  the  course  of  au- 
topsy experience  one  learns  that  even  in  lesions  of 
these  systems  there  is  a  wide  range,  and  that  the 
primary  cause  of  death  may  occasionally  originate 
in  other  systems  and  tissues,  though  the  actual  ter- 
mination of  life  may  be  due  to  the  effect  upon  one 
of  the  three  systems  previously  mentioned." 

Dr.  Deadman  feels  that  many  of  the  unexpected 
deaths  would  have  been  expected  had  there  been 
opportunity  for  some  clinical  study,  which  facility, 
however,  was  absent  in  the  majority  of  cases. 

"Physiological  death,  resulting  from  senility  and 
the  gradual  wearing  out  of  organs  and  tissues,  is 
probably  an  exceptional  occurrence.  The  end 
usually  comes  as  the  culmination  of  some  disease 
of  whose  ravages  the  clinician  and  the  patient  are 
aware.  Sometimes  it  comes  with  suddenness  as 
the  result  of  an  accident,  of  the  imbibition  of  a 
poison,  or  of  a  sudden  turn  for  the  worse  in  an 
already  existing  disease,  and  sometimes  it  comes  for 
no  apparent  reason." 

"The  cases  quoted  have,  with  a  few  exceptions, 
been  selected  from  a  series  of  about  1,200  autop- 
sies performed  at  the  Hamilton  General  Hospital 
during  the  past  10  years.  Many  of  the  more  un- 
usual findings  have  been  revealed  in  autopsies  done 
on  cases  which  have  been  the  subjects  of  coroners' 
investigations,  and  where  little  or  no  previous  clin- 
ical history  is  available." 

"The  most  common  lesions  of  the  heart  which 
result  in  unexpected  death  are  myocardial  degen- 
eration, coronary  thrombosis  or  embolism,  and  in- 
farction of  the  heart  muscle." 

Lesions  of  the  Circulatory  System 

"Extreme  fatty  degeneration  of  the  heart  muscle 
— A  young  girl  had  contracted  syphilis  at  17,  been 
treated  with  arsenical  injections  in  the  out-patient 
department,  and  after  the  second  course  had  devel- 
oped jaundice,  and  for  this  reason  been  admitted 
to  the  ward.  Her  jaundice  disappeared  and  her 
condition  apparently  improved.  On  the  day  before 
she  was  to  have  been  discharged,  she  got  out   of 
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bed  to  go  to  the  toilet,  as  she  had  been  doing  for 
some  days,  and  on  the  way  collapsed  and  died  in 
15  minutes.  At  autopsy,  the  liver  was  found  to  be 
enlarged  and  fatty,  and  the  heart  weighed  350 
grams  and  on  section  was  like  putty.  Sections 
showed  an  advanced  degree  of  fatty  degeneration 
of  the  myocardium.  Apparently  some  undue  exer- 
tion had  caused  interference  with  the  conducting 
bundles  and  had  caused  the  sudden  demise.  The 
comparative  youth  of  the  patient  is  the  interesting 
feature. 

"Traumatic  haematopericardium — A  hired  man 
on  a  farm,  24,  took  pleasure  in  teasing  a  lad.  In  the 
course  of  an  altercation,  the  boy  hurled  a  pitchfork 
at  the  man  from  a  distance  of  a  few  feet.  The 
man  gave  a  cry  of  pain,  but  did  not  seem  to  be 
seriously  hurt.  In  a  few  minutes,  however,  he 
complained  of  feeling  faint  and  a  physician  was 
called,  who,  on  arrival  a  short  time  later,  found 
him  breathing  his  last.  A  very  small  puncture 
wound  was  found  between  the  second  and  third 
ribs  on  the  right  side,  with  no  bleeding.  The  cor- 
oner was  notified  who  ordered  an  autopsy.  It  was 
found  that  one  prong  of  the  fork  had  penetrated 
the  lung  and  upper  part  of  the  pericardium,  and 
had  torn  a  hole  in  the  aorta  1  cm.  in  length,  through 
which  blood  had  been  pumped  until  the  pericar- 
dium was  distended  to  a  degree  which  caused  cessa- 
tion of  the  heart's  action. 

"The  same  finding  was  observed  in  another  case 
in  which  the  wound  was  caused  by  the  blade  of  a 
jack-knife  in  a  stabbing  affray  between  a  colored 
man  and  his  paramour." 

"Aortic  stenosis — A  man  of  45  was  found  dead 
in  bed  at  his  rooming  house.  No  history  of  recent 
previous  illness  could  be  elicited.  At  autopsy,  a 
hypertrophied  heart,  weighing  450  grams,  and  with 
a  marked  stenosis  of  the  aortic  valve  was  found. 
Xo  other  significant  lesions  were  found.  It  is  prob- 
able that  in  these  cases  the  fibrosis  of  the  myocar- 
dium which  accompanies  the  hypertrophy  may  gain 
the  upper  hand  and  finally  interfere  with  one  of 
the  conducting  bundles. 

"Congenital  absence  of  the  ventricular  septum 
— The  usual  congenital  abnormalities  found  are 
patent  foramen  ovale,  patent  ductus  arteriosus,  and 
patent  ductus  venosus.  In  this  case  of  a  new-born 
infant  who  was  poorly  nourished  and  who  lived 
only  three  days,  a  congenital  absence  of  the  ven- 
tricular septum  gave  the  child  a  three-chambered 
heart. 

"Coronary  thrombosis  at  14  years — A  Polish 
girl,  14,  skipped  300  times  at  school  in  the  morning 
and  had  a  pain  in  the  precordial  region,  which 
passed  away.  At  noon  she  began  her  lunch,  had  a 
return  of  the  pain,  vomited,  and  died  in  five  min- 
utes. At  autopsy,  ordered  by  the  coroner,  the  aorta 
was  found  to  show  a  marked  degree  of  atheroma, 


some  of  the  patches  showing  ulceration.  The  mouth 
of  the  left  coronary  artery  was  almost  occluded  by 
vegetation-like  masses.  The  first  2  cm.  of  the 
coronary  was  blocked  by  a  thrombus  and  the  sur- 
rounding tissues  in  this  area  showed  inflammatory 
change.  The  girl  had  had  attacks  of  scarlet  fever, 
measles,  chicken-pox,  diphtheria  and  whooping 
ci  ugh  since  the  age  of  6. 

Lesions  of  the  Respiratory  System 

"Lobar  pneumonia — A  street  cleaner,  60,  who 
had  been  in  the  city  employ  for  five  years,  col- 
lapsed on  the  street,  was  brought  to  the  hospital 
and  died  in  one  hour.  At  autopsy  he  was  found  to 
have  labor  pneumonia  of  the  whole  of  the  right 
lung,  in  the  grey  hepatization  stage.  The  heart 
showed  considerable  myocardial  degeneration.  The 
man  had  been  apparently  carrying  on  his  work 
while  suffering  from  lobar  pneumonia  for  several 
days. 

"Influenzal  pneumonia — A  gentleman,  45,  had 
been  actively  carrying  on  his  work  as  a  manager. 
One  morning  he  felt  chilly,  but  did  his  work  until 
lunch  time.  After  lunch  he  became  quite  ill,  finally 
going  into  coma  and  dying  a  few  hours  later.  At 
autopsy  both  lungs  were  found  to  be  involved  by  a 
baemorrhagic  type  of  bronchopneumonia  from 
which  S.  haemolyticus  was  cultured.  There  was 
also  some  oedema  of  the  lungs.  The  man  had  ap- 
parently suffered  from  a  fulminating  attack  of 
bronchopneumonia  of  the  influenzal  type. 
Lesions  of  the  Nervous  System 

"A  patient  brought  in  with  a  tentative  diagnosis 
of  brain  tumour,  had  a  diagnostic  lumbar  puncture 
and  12  to  15  c.c.  of  clear  spinal  fluid  was  removed. 
The  patient  went  into  convulsions  and  died  within 
an  hour.  At  autopsy  a  glioma  of  the  cerebellum 
was  found,  which  had  been  pressed  down  into  the 
foramen  magnum  so  as  to  leave  the  imprint  of  the 
foramen  magnum  on  it. 

"Haemorrhage  into  a  cerebral  cyst — A  workman, 
24.  was  on  his  way  to  work  one  morning  and  on 
getting  into  a  motor  bumped  his  head  slightly  on 
the  top  of  the  car.  In  a  few  minutes  he  lapsed 
into  unconsciousness  and  was  taken  to  a  doctor's 
office,  whence  he  was  sent  to  the  hospital,  dying 
shortly  after  admission.  At  autopsy  a  large  cyst 
of  the  anterior  part  of  the  right  cerebral  hemi- 
sphere, roughly  8  by  6  cm.,  was  found  filled  with 
blm id.  There  was  no  evidence  of  neoplastic  tissue 
in  the  walls  of  the  cyst.  Apparently  the  slight  blow 
which  left  no  mark  on  the  skin  was  sufficient  to 
cause  a  rupture  of  a  vessel  bordering  on  the  cyst. 
The  haemorrhage  had  burst  into  the  right  lateral 
ventricle. 

"Death  in  epilepsy— A  gentleman  was  found  in 
his  apartment  dead  with  his  face  buried  in  his 
pillow.     He   had    been   apparently   well   the  night 
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before.  At  autopsy  there  was  marked  congestion 
of  the  face  and  petechial  haemorrhages  scattered 
over  the  neck,  arms  and  chest.  Internally  there 
were  the  usual  evidences  of  suffocation.  It  was 
hard  to  understand  how  an  apparently  healthy  man 
of  40  could  suffocate  in  this  manner.  He  had  ex- 
plained previous  periods  of  illness  by  stating  that 
he  had  had  a  kidney  removed  during  the  war  and 
suffered  from  kidney  insufficiency.  There  was  no 
evidence  at  autopsy  of  a  kidney  wound  or  opera- 
tion, and  both  kidneys  were  of  normal  size  and 
appearance  except  for  congestion.  The  history  se- 
cured later  showed  that  he  had  been  a  subject  of 
epilepsy  and  used  this  story  to  explain  periods  of 
indisposition.  He  died  from  suffocation  in  an  epi- 
leptic attack. 

Lesions  of  the  Alimentary  System 

"Appendiceal  haemorrhage — A  woman,  25,  was 
brought  into  the  hospital,  having  been  ill  for  three 
days  and  having  passed  blood  from  the  bowel  on 
the  day  previous  to  admission.  She  was  very  anae- 
mic. A  diagnosis  of  typhoid  was  made,  but  Widal 
tests  were  negative.  She  died  on  the  day  following 
admission.  At  autopsy  the  appendix  was  found  to 
be  thickened,  ulcerated  and  imbedded  in  a  mass  of 
adhesions.  Dissection  showed  that  it  contained  a 
small  pin  2  cm.  in  length.  Ulceration  had  taken 
place,  but  without  rupturing  the  appendix  extern- 
ally. The  lumen  of  the  appendix  was  patent  and 
had  served  as  a  drainage  tube  for  blood  coming 
from  an  eroded  artery.  The  patient  died  of  haem- 
orrhage. 

"An  injected  Meckel's  diverticulum — A  man,  2d>, 
was  admitted  with  a  diagnosis  of  general  periton- 
itis. A  drain  was  inserted,  but  he  died  on  the  third 
day  after  admission.  At  autopsy  a  small  piece  of 
impacted  faecal  material  was  found  in  a  badly 
ulcerated  Meckel's  diverticulum,  and  this  appeared 
to  be  the  starting  point  of  the  infection. 

"Traumatic  rupture  of  the  spleen — A  young  sol- 
dier in  Macedonia  during  the  late  war  had  repeated 
attacks  of  malaria.  He  was  thrown  from  his  horse 
one  day  and  went  into  a  state  of  collapse  in  which 
he  died  the  next  day.  At  autopsy  he  was  found  to 
have  a  large  spleen  (2,000  grams)  which  had  been 
ruptured  by  the  fall. 

Lesions   of  the   Genito-Urinary   System 

"A  boy,  16,  was  admitted  from  a  Boys'  Home  in 
coma.  At  the  time  no  history  of  nephritis  could 
be  obtained.  He  died  the  next  day.  At  autopsy, 
contracted  kidneys  were  discovered.  Further  in- 
quiry elicited  the  fact  that  the  boy  at  the  age  of  8 
had  had  a  very  mild  attack  of  scarlet  fever.  He 
died  within  48  hours  of  acute  uraemia. 
Status  Lymphaticus 

"A  boy,  12,  was  in  a  boat  on  the  bay  with  sev- 
eral older  boys.     An  altercation  arose  and  one  of 


the  boys  struck  at  him  with  an  oar.  He  fell  over- 
board and  never  rose  to  the  surface.  The  body  was 
recovered  some  hours  later.  Autopsy  showed  no 
evidence  of  injury  and  absolutely  none  of  the  evi- 
dences of  drowning.  It  did  reveal,  however,  a 
thymus  weighing  45  grams.,  and  a  great  hyperpla- 
sia of  the  lymphoid  elements,  especially  of  the  mes- 
enteric glands  and  the  lymphatics  of  the  colon,  with 
relative  hypoplasia  of  the  heart  and  aorta.  The 
boy  had  apparently  succumbed  to  the  shock  occa- 
sioned by  sudden  fear. 

Violent  Deaths 

"Rupture  of  the  duodenum — A  workman  in  a 
sand  pit,  crushed  between  the  wall  of  the  pit  and 
the  hub  of  a  wagon,  was  admitted  to  hospital  and 
two  days  later  showed  symptoms  of  obstruction. 
Xo  operation  was  performed  and  he  died  the  next 
day.  At  autopsy  no  peritonitis  was  found,  but  dis- 
section of  the  duodenum  showed  it  to  have  been 
torn  across  by  being  pinched  against  the  vertebral 
column.  The  surrounding  retroperitoneal  tissues 
were  inflammatory  and  to  some  extent  infiltrated 
with  duodenal  contents.  There  was  a  small  haem- 
atoma  at  the  root  of  the  mesentery. 

"Bullet  in  the  aorta — A  workman  was  shot 
through  the  chest  in  a  brawl.  Post-mortem  exam- 
ination showed  the  bullet  to  have  traversed  the 
right  side  of  the  chest,  struck  the  body  of  the  fifth 
thoracic  vertebra,  and  made  a  hole  at  this  point  in 
the  aorta.  It  was  found  in  the  aorta  at  a  point  3 
cm.  above  the  bifurcation. 

"Acute  pulmonary  oedema — In  several  accident 
cases,  death  has  been  caused  by  the  onset  of  oedema 
of  the  lungs  when  the  injuries  seemed  trivial.  It  is 
no  doubt  associated  with  shock  to  the  nervous  sys- 
tem." 

Cases  such  as  those  related  by  Dr.  Deadman  are 
informing  and  show  the  extreme  range  of  accidents, 
both  traumatic  and  otherwise,  that  can  cause  a 
rapidly  fatal  outcome. 


ORTHOPEDIC  SURGERY 


The  Treatment  of  Fractures:   Some  Principles 
Re-Affirmed 


Sir  Robert  Jones  advocated  the  mechanical  as  opposed  to 
the  operative  treatment  and  fixation  for  the  majority  of 
fractures;  and  now.  25  years  later,  the  correctness  of  his 
view  is  strikingly  evident. 

Fractures  of  the  transverse  process  of  the  lumbar  verte- 
brae are  often  treated  with  a  plaster  jacket  and  are  kept  at 
rest  and  recumbent  for  weeks;  and  then  for  many  weeks  or 
months,  the  masseur  is  at  work  encouraging  movement, 
building  up  muscle,  and  endeavouring  to  restore  function. 
But  we  cannot  reduce  the  fracture,  and  as  there  is  no  risk 
of  further  displacement  there  is  no  need  to  splint  it.  Active 
movements  and  voluntary  contraction  and  relaxation  of  the 
injured  muscles  must  commence  forthwith.  Some  protection 
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is  called  for  and  a  light  polo  belt,  or  corset,  similar  to  a 
woman's  stays,  will  give  the  necessary  support.  Active  move- 
ments of  all  joints  and  use  of  the  part  are  encouraged,  with 
massage  to  help  to  get  rid  of  the  haemorrhage  and  oedema. 

The  rotation  fracture  dislocation  of  the  ankle  if  reduced 
within  the  first  few  hours,  a  simple  inward  twist  under 
anaesthesia  suffices.  If  a  few  days  or  a  week  has  elapsed, 
under  the  mistaken  idea  that  it  is  well  to  wait  until  the 
swelling  is  reduced,  the  difficulties  are  enormously  aggra- 
vated and  open  operation  may  even  be  needed. 

Reduction  must  be  checked  by  x-ray  whilst  the  patient 
is  anaesthetised,  so  that  any  imperfection  or  failure  can  be 
adjusted  at  the  time  and  under  the  one  anaesthetic. 

One  must  use  considerable  force  in  reducing  some  frac- 
tures, e.g.,  an  impacted  Colles.  An  impacted  fracture  cannot 
be  coaxed,  and  reduction  over  a  wedge  acting  as  a  fulcrum 
may  be  required. 

Traction  to  hold  reduction  and  prevent  overlap  must  be 
carried  out  in  the  treatment  of  all  oblique  or  spiral  frac- 
tures. Adhesive  plaster  applied  to  the  skin  is  the  old  and 
popular  method  and  is  adequate  for  the  handling  of  most 
fractures. 

From  pulling  on  a  fractured  femur  via  the  knee  joint  I 
have  never  seen  any  ill  effects.  Skeletal  traction  is  essential 
to  the  treatment  of  some  fractures. 

If  we  keep  up  powerful  traction  for  too  long  a  time  we 
bring  about  non-union ;  the  amount  of  weight  must  be 
carefully  regulated  to  our  requirements. 

The  padded  wooden  splint  serves  only  as  a  temporary  or 
emergency  splint.  For  controlling  fractures  of  the  lower 
extremity  the  Thomas  splint  is  now?  universally  used. 

Metal  gutter  splints  are  of  use  in  fixing  fractures  of  the 
upper  extremity,  but  for  those  trained  in  its  application 
plaster  is  the  most  useful  form  of  splintage  for  the  majority 
of  fractures.  I  may  be  old-fashioned  in  preferring  stocking- 
ette  under  the  plaster  to  the  now  fashionable  non-padded 
cast. 

Many  old  methods  are  rediscovered,  and  it  is  unwise  to 
claim  too  great  originality.  If  we  compare  the  new  and  the 
old,  sometimes  the  old  is  better.  When  applying  splints  we 
must  remember  to  avoid  common  faults  and  not  forget,  for 
example,  the  normal  antero-posterior  bowing  of  the  femur 
and  the  fact  that  the  tibia  is  not  a  straight  bone. 

The  time  taken  for  a  fracture  to  unite  is  greater  than  is 
generally  supposed.  A  transverse  fracture — such  as  is  gen- 
erally caused  by  direct  violence,  as  in  a  motor  accident — 
takes  considerably  longer  to  unite  than  an  oblique  or  spiral 
fracture. 

Err  on  the  side  of  caution.  The  extreme  period  for  fixa- 
tion is  shown  in  the  treatment  of  the  fractured  scaphoid, 
when  6  months'  fixation  may  be  needed. 

For  oblique  and  spiral  fractures,  mere  fixation  is  insuffi- 
cient and  continuous  traction  is  required  until  union  occurs. 
The  use  of  internal  fixation,  metal  plates,  screws,  wires  or 
bands  is  still  the  practice  of  some.  If  the  surgeon  is  not 
sufficiently  skilled  to  be  able  to  fix  the  fracture  by  externa] 
splintage,  he  may  lie  driven  to  employ  these  methods.  With 
increasing  experience  he  will  find  the  need  tor  internal  fixa- 
tion becomes  less  and  less.  It  is  well  to  remember  that  we 
must  abide  by  our  principles,  and  throw  no  undue  .-train  on 
the  fracture,  even  when  held  by  a  plate,  until  union  and 
consolidation  have  rendered  it  sale  against  strain,  or  mal- 
union  will  result. 

When  the  fracture,  having  been  reduced,  is  splinted,  the 
soft  parts  must  have  attention.  A  masseuse  should  be  train- 
ed to  carry  tihs  out.  or  the  surgeon  or  his  assistants  must  do 
the  work  themselves.  The  patient  is  taught  and  encouraged 
to  move  actively  all  the  joints  not  held  1>\  the  splint  and 
to  contract  and  relax  those  muscles  which  normally  move 
the  joint  so  held.  An  impacted  fracture  of  the   net 


humerus  requires  no  reduction  and  no  splintage.  It  requires 
the  protection  of  a  simple  sling  and  the  avoidance  of  vio- 
lence in  movement  and  especially  in  rotation:  but  the  soft 
parts  urgently  need  attention  through  every  stage  of  treat- 
ment. 

In  a  case  of  a  fracture  of  the  neck  of  the  scapula  with 
displacement  inwards  of  the  glenoid,  the  head  being  dis- 
placed well  in  under  the  acromion,  I  judged  that  I  could 
not  reduce  the  displacement  except  by  open  operation  or 
elaborate  traction,  and  I  believed  that  there  was  no  need 
to  reduce.  With  the  simple  protection  of  a  sling,  the  mas- 
seuse dealt  with  the  soft  part  injury — the  range  of  move- 
ment was  restored  and  the  patient  made  an  uninterrupted 
and  rapid  recovery. 

Secondary  mal-union  will  occur  unless  splintage  is  ade- 
quate. 

We  keep  our  Colles  fractures — if  perfectly  reduced — 
splinted  for  4  weeks.  We  attend  to  the  movements  of  the 
fingers,  the  elbow,  the  shoulder,  the  superior  and  inferior 
radio-ulnar  joints,  but  we  do  not  move  the  wrist. 

Protect  the  bone  until  consolidation  is  advanced,  and  for 
the  soft  parts  make  the  patient  actively  move  all  his  joints, 
and  employ  massage  to  improve  the  circulation. 

Protect  ossifying  callus  from  strain — particularly  the 
strain  of  weightbearing,  with  fractures  in  the  lower  limb. 

Two  ways  of  deciding  if  the  union  will  withstand  strain: 
A  consolidated  fracture  is  no  longer  tender — the  callus  is  not 
tender  on  direct  palpation.  If  x-ray  shows  lamination  as 
distinct  from  the  fluffy  appearance  of  young  callus,  con- 
solidation has  taken  place.  We  know  that  a  fracture  of  a 
certain  bone  and  at  a  certain  level  in  that  bone  takes  usually 
such  and  such  a  time  to  consolidate,  and  we  wait  for  this 
time  and  then  apply  our  tests. 

Allowing  the  bone  to  take  some  stress  makes  for  consoli- 
dation. We  protect  the  transtrochanteric  fracture  of  the 
femur  by  a  caliper,  the  fracture  of  the  leg  bones  by  a 
Delbet  plaster,  or  a  side  steel  and  T-strap. 

In  the  abduction  type  of  fracture  with  the  fibula  frac- 
tured well  above  the  malleolus,  we  need  more  protection 
than  in  the  rotation  fracture  nearer  the  malleolar  level,  but 
if  in  any  doubt  always  protect  with  the  wedged  heel,  and 
if  need  be  the  outside  steel  in  addition. 

In  this  third  stage  our  soft  parts  are  treated  by  active 
use  of  the  limb  and  of  the  joints  previously  immobilised. 
Massage  is  of  use  to  improve  the  local  circulation,  but  in 
the  main  the  services  o  fthe  masseuse  are  taken  up  with 
encouraging  and  teaching  the  normal  use  of  the  affected 
limb — she  prevents  limping;  she  insists  on  an  equal  length 
of  stride  with  each  foot  and  so  forth. 

In  spite  of  all  our  care,  we  may  be  left  with  some  residual 
stiffness  and  forcible  manipulation  under  anaesthesia  is  at 
times  called  for,  generally,  (he  tarsal  joints  or  the  shoulder. 
Fractured  neck  of  the  femur  we  reduce  by  skeletal  trac- 
tion, a  Kirschncr  wire  through  the  crest  of  the  tibia,  and 
generally  allow  a  week  to  elapse  before  we  insert  the  pin. 
We  internally  rotate  and  we  fix  the  fragments  by  the  tri- 
flanged  nail.  We  impart.  We  encourage  early  movement.  Do 
not  allow  any  weightbcarini  and  then  for  4 

weeks  we  allow   weight  to  be  taken  gradually. 

In  fracture  of  the  neck  of  the  femur  or  humerus.   I   be- 
lieve the  kej    to  success  lies  in  firm  impaction  fol   i 
perfect   reduction.   Bui   we  i  i  'l"    head 

will  live,  and  we    hall  be  wi  e  to  bi  our  claims. 

Primary  mal  :  secondary 

mal  union    from    failure   to   1  or  to    protei  I 

during  the  time  necessary   foi  the  great 

pitfalls  to  be  avoided. 

8.    M-    *   8. 

Professor  Jean  Broadhurst,  of  Columbia  University, 
believes  she  has  isolated  the  virus  that  causes  measles. 


SOUTHERN  MEDICINE  AND  SURGERY 


December,  1937 


SURGERY 

Geo.  H.  Bunch,  MX).,  Editor,  Columbia,  S.  C. 


should  be  sutured  together  across  the  midline  so  as 
to  obliterate  the  coccyx  bed  and  prevent  herniation 
of  the  rectum  posteriorly. 


COCCYGODYNIA 

Although  the  coccyx,  having  no  active  function 
and  being  seldom  diseased,  is,  as  we  live,  forgotten 
by  the  most  of  us,  it  may  cause  symptoms  that 
make  surgical  treatment  imperative.  Corresponding 
to  the  tail  in  lower  animals  it  is  the  most  rudimen- 
tary part  of  the  vertebral  column,  composed  of  four 
variable  segments,  all  destitute  of  pedicles,  laminae 
and  spinous  processes,  of  intervertebral  foramina 
and  spinal  canal.  The  word  means  cuckoo  from 
the  resemblance  of  the  coccyx  to  a  cuckoo's  beak. 
It  is  but  a  vestigial  button  of  bone  which  serves 
for  the  attachment  of  the  perineal  muscles. 

In  our  experience  symptoms  referable  to  the  coc- 
cyx except  in  neurotic  individuals  nearly  always 
start  with  trauma.  Most  cases  are  in  persons  of 
middle  age.  We  have  never  seen  a  child  affected. 
When  one  sits  on  a  chair  or  on  an  even  surface  the 
body  weight  rests  upon  the  tuberosities  of  the 
ischium.  Since  man  has  assumed  the  upright  posi- 
tion these  have  become  adapted  to  this  function. 
However,  it  is  easy  to  see  how  one  falling  on  the 
buttocks  or  even  sitting  down  unguardedly  on  an 
irregular  surface  might  have  much  of  his  weight 
suddenly  thrown  upon  the  tip  of  the  coccyx.  The 
result  is  sometimes  fracture  of  the  bone,  more  often 
tearing  of  its  fibrous  or  ligamentous  attachments 
to  the  sacrum.  Either  is  followed  by  painful  mo- 
bility of  a  structure  that  is  normally  more  or  less 
fixed. 

The  symptoms  are  both  characteristic  and  pro- 
nounced. The  coccyx  becomes  externally  sensitive 
to  pressure  and  to  manipulation,  the  patient  is 
unable  to  sit  without  pain.  Defecation  is  painful 
especially  if  there  is  constipation.  In  women  with 
old  perineal  lacerations  and  relaxed  outlets  inter- 
course may  be  painful. 

The  condition  has  to  be  differentiated  from  fis- 
sure in  ano,  thrombotic  hemorrhoids,  painful  rectal 
ulcer  and  pilonidal  cyst.  Palpation  and  gentle 
manipulation  of  the  tip  of  the  coccyx  with  the 
gloved  finger  in  the  rectum  readily  identifies  the 
source  of  the  pain. 

The  treatment  of  painful  coccyx  is  much  simpli- 
fied by  the  fact  that  it  has  no  vital  function  and 
that  it  is  so  situated  that  it  may  be  readily  re- 
moved. If  the  symptoms  have  followed  recent 
trauma,  the  patient  should  be  kept  practically  at 
rest  with  the  buttocks  strapped  together  with  ad- 
hesive to  afford  opportunity  for  healing  and  spon- 
taneous relief.  When  this  treatment  is  not  followed 
by  marked  improvement  in  a  reasonable  period  of 
time,  the  coccyx  should  be  disarticulated  and  re- 
moved.   At  operation  the  soft  parts  from  the  sides 
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James  K.  Hall,  M.D.,  Editor,  Richmond,  Va. 


Tommie  Still  Lives 

The  Governor — Honourable  Clyde  R.  Hoey,  of 
North  Carolina — had  every  reason  to  be  vexed  by 
the  behaviour  of  Tommie  Walls,  and  no  one  could 
blame  the  Governor  for  complaining  that  the  pris- 
oner was  a  chronic  offender,  and  that  he  did  not 
intend  to  interfere  with  the  sentence  of  the  Court. 
That  sentence  was  that  Tommie,  the  nit-wit  Negro 
of  twenty-two  years,  should  take  the  final  walk 
down  to  the  air-tight  chamber  and  in  it  breathe  the 
lethal  fumes  of  hydrocyanic  gas  until  life  should 
be  driven  from  his  body.  But,  at  the  last  moment, 
when  Tommie  was  within  an  hour  of  the  chamber, 
the  gubernatorial  myocardium  was  softened,  and 
Tommie's  sentence  was  changed  from  State-inflict- 
ed death  to  life-imprisonment.  I  have  never 
breathed  hydrocyanic  acid  gas  nor  served  a  life- 
term  in  a  penitentiary.  Consequently  I  do  not 
know  whether  the  Governor  was  doing  Tommie  a 
kindness  or  merely  taking  care  of  the  gubernatorial 
cardiac  structure. 

Although  Tommie  has  inhabited  our  vale  of  tears 
for  no  more  than  twenty-two  years,  he  has  spent 
much  of  that  time  under  the  State's  tutelage.  Tom- 
mie's final  predicament  would  seem  to  constitute 
almost  a  reflection  on  the  State's  care  of  him.  He 
was  sentenced  to  death  for  burglary — the  first-de- 
gree kind  that  calls  for  death  as  the  penalty.  In  a 
metropolis  in  that  mighty  province  Tommie  invad- 
ed the  castle  of  some  baron  in  the  final  hours  of 
the  night,  and  in  a  scrimmage  with  the  baron  Tom- 
mie used  his  knife  to  the  householder's  hurt.  It  is 
little  wonder,  therefore,  that  the  community,  the 
jury  and  the  court  all  unanimously  felt  that  Tom- 
mie was  lacking  in  civic  righteousness  and  that  he 
was  started  on  the  last  phase  of  his  vital  promen- 
ade. 

But  that  last  saunter  was  stopped — or  prevented. 
For  someone  discovered  that  Tommie,  either  on 
account  of  psychic  paucity  or  because  of  conduct 
digression,  had  been  under  the  care  of  the  State 
almost  continuously  since  his  twelfth  year.  At 
first  he  was  ministered  to  in  one  of  the  correctional 
institutions;  but  Tommie's  response  to  that  tutel- 
age was  the  commission  of  some  crime  soon  after 
his  graduation  from  the  State's  instruction.  He 
became  a  repeater  in  prison.  Tommie  probably 
does  not  know  it,  but  he  became  a  recidivist.  Many 
institutions — colleges,  churches,  hospitals,  theatres, 
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banks,  saloons,  stores,  restaurants,  movies,  ball 
games  and  prize  fights  welcome  again  and  again 
with  glad  acclaim  their  former  patrons — but  it  is 
not  so  with  jails  and  penitentiaries.  There  only  the 
first  offender  is  welcome. 

Tommie  has  evidently  found  the  Carolina  civic 
fabrication  too  much  for  his  adjustment-facilities. 
He  becomes  enmeshed  in  the  Caucasion  social  set- 
up, and  his  attempts  to  extricate  himself  cause  him 
to  be  fetched  into  the  temple  of  justice  and  to  be 
dealt  with  just  as  if  his  cerebral  convolutions  and 
sulci  were  of  the  standard  variety. 

The  killings— on  the  highways  of  North  Carolina 
there  must  be  about  three  human  killings  per  diem. 
In  the  course  of  a  year  the  aggregate  killings  are 
impressive.  And  in  Ethopia  and  in  Spain  and  in 
China  and  in  Russia  there  are  still  more  killings. 
Some  day— two  or  three  thousand  years  from  now 
—Governor  Hoey's  successor  may  conclude  that  the 
State  of  North  Carolina  can  do  without  judicial 
killings  and  the  Governor  in  that  far-away  day  may 
sell  the  gas  chamber  to  some  munitions  plant.  For 
the  killings  in  warfare  are  the  grandest  and  most 
glorious  killings  of  all. 

S.    M.    &   6 

PUBLIC  HEALTH 

N.  Thomas  Ennett,  M.D.,  Health  Officer,  Greenville,  N.  C., 

The  Negro  and  Tuberculosis 
The  Xegro  constitutes  over  SO  per  cent,  of  the 
population  of  Pitt  County.  That  the  Negro  pre- 
sents a  serious  problem  in  the  matter  of  tuberculo- 
sis control  is  generally  understood.  Just  whether 
there  is  a  biological  factor  in  the  prevalence  of  tu- 
berculosis in  the  Negro,  we  believe  has  not  been 
definitely  determined.  There  is,  unquestionably,  a 
social  factor  at  work. 

The  following  matter  is  taken  from  the  Report 
of  a  Committee  in  Tuberculosis  Among  Negroes. 
published  by  the  National  Tuberculosis  Association 
and  appearing  in  the  July-Sept,  issue  of  the  Na- 
tional Negro  Health  News,  published  by  the  Unit- 
ed States  Public  Health  Service. 

The  Committee  gives  the  following  as  the  objec- 
tives of  the  study: 

1.  To  stimulate  interest  in  the  problem  of  tu- 
berculosis among  Negroes  on  the  part  of  Slate  and 
local  tuberculosis  associations,  health  departments 
the  medical  profession,  and  the  general  publi< . 

2.  To  investigate  current  administrative  prac- 
tices in  the  control  of  tuberculosis  among  ' 

in  all  States  and  cities  with  large  colored  popula 
lions  and  make  every  effort  to  secure  wider  utiliza- 
tion of  such  procedures  as  in  its  judgment  seemed 
most  effective. 

3.  To  devise  new  techniques  which  would  be 
helpful. 

"Negroes  constitute  approximately    10  pel    cent. 
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of  the  population  of  the  United  States  and  tuber- 
culosis, which  now  ranks  seventh  in  importance  as 
a  cause  of  death  among  whites,  ranks  second  among 
the  colored  population.  The  tuberculosis  mortality 
among  the  colored  population  now  stands,  in  fact, 
at  the  level  around  which  the  white  mortality  hov- 
ered 25  years  ago." 

"It  is  in  the  Northern  States  that  the  greatest 
disparity  between  the  white  and  the  colored  rates 
is  evident."  Death  rate  (1920)  per  100,000  Negro 
population— in  the  North  344.0,  the  South,  229.4: 
White— North  98.3,  South  98.1.  Death  rate 
(1933)  Negro— North  232,  South  129.6:  White- 
North  44,0,  South  50.1.  "The  most  recent  data 
(1933)  show  that  for  these  States  as  a  group  the 
colored  mortality  is  more  than  five  times  that  of 
the  white  population,  the  respective  rates  being 
232.0  and  44.0  per  100,000  of  the  population.  The 
colored  population  of  these  States  is,  of  course. 
predominantly  urban,  and  in  many  of  the  large 
cities  this  ratio  of  colored  to  white  mortality  is 
even  greater  than  five  and  runs  as  high  as  six  and 
seven  in  some  instances.  In  the  Southern  States, 
on  the  other  hand,  the  most  recent  data  show  a 
much  lower  mortality  among  the  colored  popula- 
tion—less than  three  times  that  of  the  white  pop- 
ulation. For  this  group  of  States  the  respective 
mortality  rates  in  1933  were  129.6  and  50  1  per 
100,000." 

8.    M.    &  8 

The  American  Labyn-colocicai.,  Rhtnolocicai.  and  Otol- 

ogical  Society  Southern  Section  Meeting 

Monday,  January  24,  193S— Georgian  Terrace  Hotel, 

Atlanta 

1.  Welcome  Address— Carl  C.  Aven,  M.D.,  President  Ful- 
ton County  Medical  Society. 

2.  Introduction  of  the  President. 

3.  The  Treatment  of  Chronic  Infections  of  the  Ear,  Sam- 
uel J.  Kopetzy,  M.D.,  New  York. 

4.  Spinal  Rhinorrhca  with  Autopsy  Report,  John  J.  Shea, 
M.D.,  Memphis. 

5.  Thmrombophlebitis   of   the  Lateral   Sinus,   Claude  C. 
Cody,  jr.,  M.D.,  Houston. 

6.  A  Clinical  Note  on  the  Treatment  of  Chronic  Suppur 
ative  Otitis  Media,  Robin  Hani..  M.D.,  Jackson 

.  7.    Further   Experience?  with   Acute  Tracheob] 
Children,  Lyman  G.  Richards,  M.D.,  Boston. 
12:30  p.  m. 
Chairman's   Luncheon— Georgian  Terrace  Hotel 
Compliments  of  Dr.  Murdock  Equen  to  all  Mcni- 

1:30  p.  m. 
8.    Business  11 
•'     Laryngectomy,   Our   Stage,   Waitman    F.    Zinn,    M.D., 

Baltimore. 

10     Bronchiectasis,  Bronchi;  I  |   , ] 

1 1  totte. 
"■    Bronchosi  ,    p.  Vinson,  M.D.,  Rich- 

mond. 

12     Intl  lion     Pictures),    William 

I.D.,  New  Orleans  (by  invitation). 

Complii  ,    Ear,  Nose  and   Throat 

Soii  and  Guests. 
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President's   Page 

Medical  Society  of  the  State  of  North  Carolina 


While  the  presidency  of  the  North  Carolina 
Medical  Society  requires  more  traveling  over  the 
State  than  I  have  ever  done  before,  it  has  its  com- 
pensations. It  is  a  real  pleasure  to  fraternize  with 
medical  men  all  over  the  State,  and  to  be  enter- 
tained in  the  homes  of  congenial  friends — one  re- 
gret being  inability  to  accept  all  the  kind  invitations 
extended.  Not  the  least  blessing  is  the  opportunity 
afforded  my  wife  and  me,  as  we  drive  for  hours 
at  a  time,  to  become  better  acquainted  than  ever. 
It  is  almost  like  a  second  honeymoon,  without  the 
embarrassing  accompaniment  of  rice  and  old  shoes 
and  saucy  placards  on  our  car. 

Perhaps  the  greatest  benefit,  however,  from  a 
selfish  standpoint,  is  the  opportunity  afforded  for  a 
continuous  post-graduate  course.  I  have  learned 
to  know  that  Dr.  James  K.  Hall  was  really  sincere 
when  some  years  ago  he  said  at  a  District  meeting 
in  this  State  that  he  was  always  impressed  with 
the  high  order  of  the  papers  read  at  the  district 
meetings  in  North  Carolina,  with  the  close  attention 
paid  to  these  papers,  and  with  the  shrewdness  of 
the  ensuing  discussion.  I  would  like  to  single  out 
some  of  the  papers  I  have  heard  this  summer  and 
fall  for  especial  comment;  but  to  do  so  would  con- 
sume far  more  space  than  is  allotted  me,  and  would 
also  impose  the  too-delicate  and  too-difficult  job 
of  discriminating  between  shades  of  excellence.  At 
least,  however,  I  wish  to  pay  this  sincere  tribute 
to  the  districts  I  have  visited  thus  far. 
»    *    * 

Some  of  our  daily  papers  for  November  8th  seem 
anxious  to  create  the  impression  that  the  American 
Medical  Association  is  being  split  wide  open  by  a 
group  of  430  "noted  doctors"  who  have  signed  a 
"medical  declaration  of  independence"  in  "revolt" 
against  the  policy  of  the  House  of  Delegates  of  the 
A.  M.  A.  Six  of  the  signers  of  the  "declaration" 
are  from  North  Carolina. 

The  so-called  declaration  of  independence  con- 
sists of  "certain  principles  and  proposals  in  the  pro- 
vision of  medical  care,"  growing  out  of  the  report 
of  the  American  Foundation  Studies  in  Govern- 
ment, entitled  "American  Medicine:  Expert  Testi- 
mony Out  of  Court."  These  proposals  follow 
closely  the  resolutions  introduced  by  the  New  York 
delegates  in  Atlantic  City.  Some  of  the  proposals 
are  harmless,  but  there  is  potential  dynamite  in 
the  proposals  to  use  public  funds  for  the  support 
of  medical  education,  medical  research  and  hos- 
pitals. Copies  of  these  "principles  and  proposals" 
are  being  sent  to  officers  of  the  various  State  med- 
ical  societies,  with   the   request   that   they   be   re- 


ferred for  consideration. 

Without  going  into  the  merits  of  this  document 
now,  it  may  be  pertinent  to  make  two  observations. 
Lest  I  be  suspected  of  a  sour-grapes  attitude,  let 
me  hasten  to  say  that  I  was  invited  to  sign  the 
"declaration  of  independence"  more  than  four 
months  ago,  but  could  not  conscientiously  do  so. 

1.  Most  of  the  signers  are  engaged  in  public 
health  work,  in  teaching,  or  in  other  institutional 
work  on  salaries.  Very  few,  at  least,  are  engaged 
in  private  practice;  probably  none  in  general  prac- 
tice. 

2.  Six  doctors  from  approximately  2,500  in 
North  Carolina,  and  430  from  about  160,000  in 
the  United  States,  form  a  very  small  proportion.  I 
do  not  wish  to  minimize  the  power  of  the  minority 
armed  with  a  righteous  cause,  for  I  am  strong  for 
the  Gideon's-band  idea.  The  average  mentality  of 
the  doctors  of  North  Carolina  and  of  the  United 
States  is  considerably  higher  than  that  of  the  pop- 
ulation as  a  whole,  however — hence  a  majority 
from  such  a  picked  body  must  mean  more  than 
would  a  majority  from  almost  any  other  organiza- 
tion. 

*  *  * 
On  November  24th  in  Raleigh  was  held  an  im- 
portant meeting  of  an  important  committee — a 
joint  committee  from  the  State  Board  of  Health 
and  the  State  Medical  Society,  of  which  Dr.  Hubert 
Haywood  is  chairman,  for  the  study  of  the  serum 
treatment  of  pneumonia.  A  logical  and  construc- 
tive program  was  outlined,  of  which  the  successive 
steps  are  as  follows: 

1.  The  acceptance  of  an  offer  from  Duke  Uni- 
versity of  a  week's  course  in  the  typing  of  pneu- 
mococci  and  other  means  of  combatting  pneumonia, 
particularly  the  sulphanilamide  concentration  in 
the  blood,  to  be  offered  technicians  certified  or 
eligible  for  certification  by  the  American  Board  of 
Clinical  Pathologists.  Duke  makes  no  charge  for 
the  course  and  it  is  hoped  that  the  State  Board  of 
Health  can  make  funds  available  for  the  incidental 
expenses  of  the  course. 

2.  That  at  the  conclusion  of  the  course,  Duke 
be  requested  to  hold  a  symposium  on  pneumonia 
for  the  medical  profession  of  the  State,  and  that 
the  Committee  on  Postgraduate  study  be  requested 
to  arrange  for  at  least  one  meeting  in  each  course 
to  be  devoted  to  the  study  of  pneumonia,  especially 
the  serum  treatment. 

3.  That  the  State  Board  of  Health  establish  not 
less  than  seven  points  in  the  State  for  distribution 

(To  p.  615) 


December,  1937 


SOUTHERN  MEDICINE  AND  SURGERY 


SOUTHERN  MEDICINE  &  SURGERY 

Official  Organ 

TRI-STATE   MEDICAL  ASSOCIATION  OF  THE 

CAROLINAS  AND  VIRGINIA 

MEDICAL  SOCIETY  OF  THE  STATE  OF 
NORTH  CAROLINA 


James  M.  Northington,  M.D.,  Editor 


Department  Editors 

Human    Behavior 
James  K.  Hall,  M.D  _.. Richmond,  Va. 

Dentistry 

W.  M.  Robey,  D.D.S. .....  Charlotte,  N.  C 

Eve.   Ear.  Nose  and   Throat 

Eve,  Ear  and  Throat  Hospital  Group    .     Charlotte,  N.  C. 

Orthopedic  Surgery 

O.  L    Miller,  M.D _.  I Charlotte,  N.  C. 

John  Stuart  Gaul,  M.D./ 

Urology 
Hamilton  W.  McKay,  M.D.I  Charlotte,  N.  C. 

Robert  W.  McKay,  M.D. . ...  I 

Internal    Medicine 
P.  H.  Ringer,  M.D ..Asheville,  N.  C. 

Surgery 
Geo.   H.  Bunch,  M.D    Columbia,  S.  C 

Obstetrics 

Henry  J.  Langston,  M.D Danville,  Va. 

Gynecology 

Chas.  R.  Robins,  M.D. Richmond,  Va. 

Pediatrics 
G.  W.  Kutscher,  jr.,  M.D ...Asheville,  N.  C. 

General  Practice 
Wincate  M.  Johnson,  M.D. Winston-Salem,  N.  C. 

Clinical   Chemistry  and    Microscopy 
C.  C.  Carpenter,  M.D.     ..  Wake  Forest,  N.  C. 

R.   P.   Morehead,   B.S.,  M.A.,  M.D.,  Wake   Forest,  N.   C. 

Hospitals 
R.  B.  Davis,  M.D.     ..  Greensboro,  N.  C. 

Pharmacy 

W.  Lee  Moose,  Ph.G ....  Asheville,  N.  C. 

Cardiology 

Clyde  M.  Gii.more,  A.B.,  M.D.  Greensboro,  N.  C. 

Public    Health 

N.  Thus.  E.nnett,  M.D.  .. Greenville,  N.  C. 

Radioloav 
Allen  Baeker,  M.D.         I  Petersburg,  Va. 

Wright  Clarkson,  M.D.  ) 

Therapeutics 

J.  F.  Nash,  M.D.  _  Saint  Pauls,  N.  C. 

Clinical    Psychiatry 


Offerings  for  the  pages  of  this  Journal  are  requested 
and  given  careful  consideration  in  each  case.  Manu- 
scripts not  found  suitable  for  our  use  will  not  be  returned 
unless  author  encloses  postage. 

This  journal  having  no  Department  of  Engraving,  all 
costs  of  cuts.  etc..  for  illustrating  an  article  must  he 
borne  by  the  author. 


The  "Split"  in  and  "Revolt"  Against  the 
American  Medical  Association 
There's  nothing  astonishing  in  400  members  of 
a  group  differing  with  the  remaining  200,000;  but 
it  is  antonishing  to  see  a  mild  defection  of  so  in- 
significant a  number  widely  and  loudly  proclaimed 
as  a  'split,"  a  "revolt." 

In  round  numbers,  the  human  population  of 
North  Carolina  is  3,200,000.  In  one  County  of  the 
State,  Robeson,  there  are  12,500  Indians;  total  in 
the  State  16,500.  One  of  every  200  North  Caro- 
linians an  Indian:  one  doctor  out  of  every  500  a 
"splitter!"  Does  anybody  in  North  Carolina  re- 
gard the  Indians  as  making  up  any  great  fraction 
of  our  people?  Lots  of  them  are  good,  useful  and 
highly-respected  citizens;  but  they  are  too  few  to 
be  very  impressive  in  a  division.  And  so  it  is  with 
the  l-to-500  group. 

Maybe  the  idea,  though,  is  Non  Multa  sed  Mul- 
tum.  True,  the  400  are  much  if  not  many;  but 
on  the  other  side  is  at  least  a  score  of  equal  emi- 
nence for  every  one  among  the  signers. 

Of  Boston's  2,770  doctors,  73  signed,  and,  though 
the  great  majority  are  little  known,  many  rank 
second  to  none;  but  the  list  does  not  carry  the  name 
of  either  J.  C.  Aub,  W.  B.  Castle,  David  Cheever, 
E.  D.  Churchill,  E.  P.  Joslin,  W.  E.  Ladd,  F.  H. 
Lahey,  F.  B.  Mallory,  C.  G.  Mixter,  E.  P.  Rich- 
ardson, John  Herbert  Waite  or  Paul  Dudley  White. 

In  New  York  38  of  9,849  signed,  and  among  the 
names  not  seen  are  Alexis  Carrel,  Arthur  Chace, 
Benson  Cannon,  John  A.  Hartwell,  Gustav  Becky, 
Algernon  Reese,  James  Alexander  Miller,  A.  R. 
Dochez,  Bela  Schick,  John  F.  Erdmann,  James 
Ewing,  Frederick  Tilney  and  Robert  T.  Morris. 

The  current  issue  of  the  Bulletin  of  the  New 
York  Academy  of  Medicine  gives  a  list  of  the  19 
higher  officers  of  the  Academy;  of  these,  three  are 
signers. 

In  Philadelphia  16  of  4,095;  some  names  con- 
spicuously absent  are  Wayne  Babcock,  P.  Brooke 
Bland,  Israel  Bram,  E.  J.  G.  Beardsley,  Chas.  W. 
Burr,  W.  B.  Cadwalader,  Louis  H.  Clerf,  Chas.  H. 
Frazier,  John  H.  Gibbon,  John  Cooke  Hirst,  Chev- 
alier Jackson,  Henry  K.  Pancoast,  Ross  V.  Patter- 
son, Geo.  Pfahler,  Martin  Rehfuss,  J.  S.  Rodman, 
L.  G.  Rowntree,  William  Spiller,  W.  D.  Stroud  and 
Geo.  E.  de  Schweinitz. 

Of  Baltimore's  1,829,  only  11  signed,  and  no 
one  of  these  names  appears:  W.  J.  Baetjer,  Thos. 
Boggs,  Lewellys  F.  Barker,  T.  R.  Brown,  Louis 
Hamman,  J.  M.  T.  Finney,  Dean  Lewis,  Howard 
Kelley,  Alexius  McGlannon,  Emil  Novak,  A.  M. 
Shipley  or  T.  P.  Sprunt. 

Sixteen  of  St.  Louis's  2.100  signed;  but  not  John 
R.  Caulk,  W.  T.  Coughlin,  H.  S.  Crossen,  R.  B.  H. 
Gradwohl  nor  W.  W.  Graves. 
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Of  Chicago's  6,653,  a  dozen,  neat,  signed;  but 
not  Isaac  Abt,  F.  L.  Adair,  Peter  Bassoe,  A.  D. 
Bevan,  I.  S.  Cutter,  George  Dick,  A.  R.  Elliott, 
Bernard  Fantus,  Ludwig  Hektoen,  J.  B.  Herrick, 
Edw.  H.  Ochsner,  William  Allen  Pusey,  nor  Rollin 
T.  Woodyat. 

Of  Richmond's  472  doctors,  two  signed;  of  At- 
lanta's 689,  four;  of  New  Orleans'  853,  seven;  of 
Nashville's  443,  three;  and  the  names  of  only  five* 
of  the  2,570  claimed  by  the  State  of  North  Caro- 
lina may  be  found  on  the  roll. 

It  seems  strange  that  the  lay  writers  on  the  sub- 
ject apparently  failed  to  note  the  absence  of  the 
names  of  both  the  distinguished  Mayo  brothers, 
and  that  only  four  of  the  379  doctors  in  Rochester, 
Minnesota   (population  20,000),  signed. 

So  it  seems  plain  that  the  Principles  and  Pro- 
posals have  interested  only  a  small  minority  of 
those  of  the  highest  rank,  that  the  list  lacks  weigh 
as  well  as  numbers. 

Other  facts  worthy  of  attention  are  revealed  by 
classifying  the  430  signers  according  to  occupation. 
Here  is  the  way  they  divide  up: 

Professors  219 

Surgeons  33 

Internists    31 

General   Practitioners   27 

Ophthalmologists,  etc.  10 

Orthopedic  Surgeons  19 

Urologists  -       7 

Obstetricians,  etc.  „_ _•_ 6 

Pediatricians    7 

Pathologists    5 

Radiologists 4 

Spec,  in  Tuberculosis  5 

Neuro-psychiatrists   3 

Industrial  Surgeon  1 

Office  in  Hospitals 10 

Not  in  Practice  11 

Public  Health  Officials  22 

Deceased    3 

Unable  to  Locate The  Remainder 

Most  of  the  professors  are  in  the  various  special- 
ties. A  great  many  of  them  are  not  and  have  never 
been  practicing  physicians,  in  any  ordinary  sense  of 
the  word.  Many  do  institutional  work  exclusively. 
Those  having  offices  in  hospitals  include  internes 
and  residents  with  no  experience  of  practice,  and 
others  largely  withdrawn  from  or  never  in  regular 
practice. 

Several  of  those  listed  as  general  practitioners 
(because  not  reporting  to  Directory  inquiries  as 
specialists)  do  not  live  by  what  we  know  as  general 
practice. 

On  the  whole,  it  is  clear  to  our  mind  that  a  body 
so  constituted  can  know  little  of  the  present  state 
of  the  practice  of  medicine  and  less  of  how  to  go 


about  improving  it. 

From  60  to  80  per  cent,  of  practice  is  done  by 
genuine  general  practitioners.  These  men  see  pa- 
tients in  their  homes;  they  know  how  all  members 
of  the  family  are  fed,  how  they  are  clothed,  whether 
they  have  adequate  bed-cover,  whether  the  roof 
leaks  or  the  cow  has  gone  dry  or  the  man  beats  his 
wife. 

When  general  practitioners  say  that  reasonably 
adequate  medical  care  is  not  generally  available — 
and  more,  is  not  generally  rendered;  or  when  some 
other  group  shows  that  it  is  doing  its  job  better 
than  general  practitioners  are  doing  theirs,  and  not 
until  then,  will  this  journal  consider  forsaking  the 
rid  ways  of  rendering  medical  service. 

For  a  dozen  years  Medicine  has  been  under 
frontal  attacks  and  subjected  to  mining  and  sap- 
ping operations — with  negligible  results.  Philan- 
thropy and  Politics  would  do  well  to  direct  their 
efforts  toward  making  it  possible  for  everybody  to 
have  adequate  food,  clothing,  shelter  and  recreation. 
Medicine  will  continue  to  make  medical  care  more 
readily  and  generally  available  than  is,  or  is  likely 
to  be,  any  other  necessity  or  ordinary  comfort  of 
life. 


*Dr.  A.  R.  Shands  is  now  o£  Delaware. 


The  Coming  Tri-State  Meeting 
The  next  meeting  of  this  Association  will  be  held 
at  Grove  Park  Inn,  Asheville,  February  21st  and 
22nd.  Since  its  organization  in  1898,  this  body  of 
doctors  has  addressed  itself  to  practical  realization 
of  the  objectives  of  its  founders:  The  advancement 
of  medical  science,  the  elevation  of  the  profession 
and  the  promotion  of  all  means  for  the  relief  of 
suffering. 

Among  those  serving  on  the  Committee  or  Or- 
ganization were  Drs.  James  Evans,  S.  C.  Baker, 
C.  W.  Kollock  and  S.  M.  Devaga,  South  Carolina; 
Hubert  A.  Royster,  Charles  L.  Minor,  D.  T.  Tay- 
loe,  C.  Y.  Reynolds,  C.  P.  Ambler  and  J.  A.  Bur- 
roughs, North  Carolina;  and  Hunter  McGuire,  J. 
N.  Upshur,  J.  Allison  Hodges,  J.  A.  White  and 
Laudon  B.  Edwards,  Virginia.  These  men  and 
others  like  them  started  the  organization  off  in  the 
right  way,  and  their  successors,  heirs  and  assigns 
have  carried  on  the  work  on  the  same  high  plane. 

A  program  is  being  arranged  with  a  view  to  af- 
fording instruction  that  converts  itself  into  practi- 
cal power  at  bedside  and  in  office.  To  this  end, 
although  voluntary  papers  will  be  presented,  the 
program  is  not  just  growing  (send  in  your  appli- 
cation for  places  now) ;  it  is  being  built. 

Grove  Park  Inn,  one  of  the  handsomest  of  resort 
hotels,  has  given  us  a  remarkably  low  rate  and 
tendered  every  possible  service  for  our  comfort  and 
happiness. 

Be  making  your  reservations  now. 

Members  of  the  State  Society  of  either  of  the 
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three  States,  or  of  the  District  of  Columbia,  are 
eligible. 

Tri-State  members  will  interest  themselves  to  see 
that  application  blanks  are  made  available,  and 
forwarded  to  the  secretary. 

The  Committee  on  Arrangements  has  busied  it- 
self already,  and  its  energy  and  resourcefulness  as- 
sure that  nothing  will  be  lacking  within  its  prov- 
ince. 


Again  We   Urge  Governors,  Two  Lines  and 
Walking  Paths 

Another  year  drawing  to  a  close  shows  no  les- 
sening of  killings  on  the  highways.  Inquests  con- 
tinue to  record  these  killings  as  ^avoidable.  They 
are  not  unavoidable.  We  can  see  that  they  are 
avoided,  that  they— at  least  three-fourths  of  them 
— cease. 

A  good  many  doctors  who  read  this  have  lost 
members  of  the  family  in  automobile  wrecks  in 
the  past  twelve  months.  A  good  many  doctors  who 
would  be  reading  this,  and  probably  paying  no 
attention,  have  been  killed  in  such  wrecks.  Prac- 
tically all  who  read  it  have,  in  that  time,  seen 
persons  killed  in  this  way. 

Again  we  urge  three  simple  inexpensive  expedi- 
ents, easy  to  put  into  practice  and  working  no  hard- 
ship on  any  one: 

1 )  A  speed  limit  of  not  more  than  SO  miles  per 
hour,  enforced  automatically  by  a  governor  attach- 
ed to  each  automotor  vehicle  which  uses  the  public 
highways. 

2 )  Two  lines  down  the  middle  of  the  road,  two 
feet  apart,  so  that  buses,  trucks  and  other  road- 
hogs  can  have  the  pleasure  of  running  their  left 
wheels  right  on  a  line,  without  taking  more  than 
half  the  road. 

3)  A  good  cheap  path  alongside  every  hard- 
surface  road  for  the  safety  and  comfort  of  pedes- 
trians. 

Doctors,  in  the  name  of  the  humanity  you  pro- 
fess and  the  thrift  that  you  practice;  more,  to  save 
your  own  lives,  induce  your  representatives  in  the 
General  Assembly  to  put  these  laws  on  the  statute 
books. 


Vitamins 
.Mere  words,  say  some,  meaning  to  dismiss  with 
scant  consideration.  But  words  are  powerful  things. 
The  cause  of  the  members  of  unions  has  been  tre- 
mendously advanced  by  a  shrewd  choice  of  words, 
"in  union  there  is  strength,"  has  an  appeal.  "In 
the  cause  of  Labor":  why  to  oppose  anything  so 
advanced  puts  one  in  the  position  of  despising  all 
work  and  extolling  loafing,  of  being  hostile  to  the 
process  by  which  each  of  us  came  into  the  world. 
And  this  despite  the  obvious  fact  that  what  calls 
itself,  and  has  come  to  be  called  Labor,  does  not 
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a  tenth  part  of  the  work  of  the  country.  The  group 
now  commanded  by  Mr.  Green  and  Mr.  Lewis  did 
another  neat  job  in  calling  "Scabs"  all  those  who 
wished  to  work  in  the  place  of  those  who  had  de- 
liberately quit  work.  Scab  is  a  term  of  opprobrium, 
de  novo.  It  has  an  objectionable  sound  to  one  who 
hears  the  word  for  the  first  time. 

Business  and  Industry  are  terms  well  calculated 
to  be  misused.  Business  must  be  protected.  Is 
there  not  a  promise  to  those  who  are  diligent  in 
business?  Who  would  have  the  temerity  to  say  a 
word  against  any  movement  put  forward  in  the 
name  of  Industry.  Is  not  the  ant  pointed  out  as  a 
model  of  industry? 

Preachers  and  doctors  and  lawyers  were  not  so 
smart,  not  nearly  so  smart.  In  calling  their  groups 
Professions  [pro  =  forth  +  fateor  =  confess]  they 
gave  their  enemies  sticks  wherewith  to  crack  the 
heads  of  the  professors,  and  lustily  have  those 
sticks  been  wielded  ever  since. 

And  doctors  keep  up  their  part  of  the  folly.  A 
recent  illustration  is  that  of  popularizing  the  word, 
Vitamin  [vita=liie  +amin=a.  certain  kind  of  am- 
monia derivative].  Now,  we  do  not  mean  to  say 
these  products  are  not  important  and  necessary. 
Oxygen  and  hydrogen  are  necessary.  Without 
them  we  could  not  live  five  minutes;  but  we  do  not 
need  to  get  them  out  of  tanks. 

Our  good  friend  Dr.  J.  W.  Corbett,  of  Camden, 
S.  C,  sends  a  note  of  protest  against— not  the  use 
but  the  abuse,  of  vitamins;  not  the  teaching  that 
vitamins  are  needful,  but  the  attempts  to  give  the 
impression  that  they  must  be  got  out  of  a  bottle  or 
a  box. 

We  appreciate  Dr.  Corbett's  attitude  and  agree 
thoroughly  with  his  conviction  that  what  we  all 
know  as  good  food,  with  the  amount  of  sunshine 
that  we  take  through  preference,  will  supply  the 
vitamin  needs  of  most  of  our  patients. 

For  the  entertainment  of  our  readers,  and  as  a 
fitting  wind-up  of  this  commentary,  we  append  a 
bit  of  verse  which  we  have  published  twice  before, 
but  which  is  so  true  as  to  be  ever  new,  and  so 
spicy  as  to  be  ever  welcome. 

The  A.  B.  C.  op  Vitamins 
(From  Jour.  Canadian  Med.  Assn.) 
The  following  verses  were  contributed  to  the  St.  Barthol- 
omew's Hospital  Journal  by  C.  H.  A. 

A 
Oh  fine  and  fat  was  Ralph  the  rat, 
And  his  eye  was  a  clear  cold  grey. 
How  mournful  that  he  ate  less  fat 

As  day  succeeded  day, 
Till  he  found  each  comea  daily  hornier, 
Lacking  its  Vitamin  A. 
"I  missed  my  Vitamin  A,  my  dears," 

That  rat  was  heard  to  say, 
"And  you'll  find  your  eyes  will  keratinize 
If  you   miss  your  Vitamin  A." 
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B 

Now  polished  rice  is  extremely  nice 

At  a  high  suburban  tea, 
But  Arbuthnot  Lane  remarks  with  pain 

That  it  lacks  all  Vitamin  B, 
And  beri-beri  is  very,  very 
Hard  on  the  nerves,  says  he. 
"Oh  take  your  Vitamin  B,  my  dears!" 
I  heard  that  surgeon  say ; 
"If  I  hadn't  been  fed  on  standard  bread, 
I  shouldn't  be  here  today." 
C 
The  scurvy  flew  through  the  schooner's  crew 

As  they  sailed  on  an  Arctic  sea. 
They  were  far  from  land  and  their  food  was  canned, 

So  they  got  no  Vitamin  C, 
For  "Devil's  the  use  of  orange  juice," 
The  skipper  'ad  said,  said  he. 
They  were  victualled  with  pickled  pork,  my  dears, 

Those  mariners  bold  and  free. 
Yet  life's  but  brief  on  the  best  corned  beef 
If  you  don't  get  Vitamin  C. 
D 
The  epiphyses  of  Jemina's  knees 

Were  a  truly  appalling  sight; 
For  the  rickets  strikes  whom  it  jolly  well  likes 

If  the  Vitamin  D's  not  right, 
Though  its  plots  we  foil  with  our  cod-liver  oil 
Or  our  ultra-violet  light. 

So  swallow  your  cod-liver  oil,  my  dears, 

And  bonny  big  babes  you'll  be. 
Though  it  makes  you  sick  it's  a  cure  for  the  rickets 
And  teeming  with  Vitamin  D. 
E 
Now  Vitamins  D  and  A,  B  and  C 

Will  ensure  that  you're  happy  and  strong; 
But  that's  no  use;  you  must  reproduce 

Or  the  race  won't  last  for  long. 
So  Vitamin  E  is  the  stuff  for  me, 
And  its  praises  end  my  song. 

We'll  double  the  birth  rate  yet,  my  dears, 

If  we  all  eat  Vitamin  E. 
We  can  blast  the  hopes  of  Maria  Stopes 
By  taking  it  with  our  tea. 


"Some  people  still  believe  that  'insanity'  is  either 
a  disgrace  or  a  mysterious  affliction  that  cannot  be 
prevented  or  cured,  and  that  'insanity'  is  inherited; 
.  .  .  science  teaches  today  that  'insanity'  includes  a 
group  of  the  more  severe  types  of  mental  disease, 
which  need  earyy  medical  treatment  just  as  heart 
disease  and  no  one  need  be  ashamed  of  this  sick- 
ness.'' Also  "that  some  kinds  of  mental  disease 
probably  have  an  inherited  background,  but  a 
greater  number  seem  to  arise  from  inability  to 
adjust  to  a  difficult  environment." 

Of  course,  there  is  no  need  to  be  ashamed,  but 
there  is  a  lot  of  wisdom  in  not  proclaiming;  and 
that  is  just  the  attitude  that  most  of  these  relatives 
take;  i.e.,  those  of  them  who  have  not  already  de- 
veloped the  family  failing. 

What  person  in  his  senses  is  going  to  jeopardize 
his  own  and  his  children's  prospects  in  life  by 
needlessly  proclaiming  that  his  father  and  an  uncle 
lost  their  minds?  It  is  the  part  of  sense  to  keep 
quiet  about  it,  just  as  one  does  about  the  other^ 
relatives  whose  skeletons  are  kept  in  the  back- 
closet,  and  for  the  same  reason — lest  business  asso- 
ciates, neighbors  and  friends — actual  and  prospec- 
tive— stand  aloof  for  fear  of  recurrence  of  undesir- 
able features  or  traits  in  succeeding  generations. 

Note  the  Bulletin's  admission  that  "some  kinds 
of  mental  disease  probably  have  an  inherited  back- 
ground;" and  the  statement  could  have  been  made 
a  whole  lot  stronger.  As  Broders,  of  the  Mayo 
Clinic,  says  about  inheritance  as  to  cancer,  it  makes 
little  difference  whether  we  say  a  robin  inherits  his 
red  breast  or  inherits  a  predisposition  to  a  red 
breast. 


The  Reason  Why  People  Keep  Quiet  About 
Lunacy  in  the  Family 

We  are  being  constantly  told  that  no  more  dis- 
grace attaches  to  lunacy  in  the  family  than  to  pneu- 
monia or  heart  disease,  and  that  efforts  to  keep  it 
in  the  closet  with  the  other  unmentionables  is  silly. 
Well,  let's  take  a  look  at  it. 

First  to  be  mentioned,  but  not  first  in  import- 
ance as  a  rational  explanation  of  our  reluctance,  it 
is  becoming  rather  generally  known  by  proclama- 
tion from  the  housetops  that  much  insanity  is  the 
result  of  syphilis. 

Second  to  be  mentioned,  and  most  important  as 
an  explanation,  pretty  nearly  everybody  knows  that 
descendants  and  other  near  relatives  of  the  insane 
are  more  apt  than  others  to,  themselves,  become 
insane. 

This  subject  was  brought  to  mind,  this  time,  by 
receipt  of  Bulletin  No.  8,  "Mental  Hygiene,"  Med- 
ical Society  of  the  State  of  New  York.  Quoting 
from  this  Bulletin: 


The  Curability  of  Mental  Disease 

Forty  per  cent,  of  the  patients  admitted  to  State 
or  civil  hospitals  for  mental  disease  in  the  United 
States  are  discharged  annually  as  recovered  or 
enough  improved  so  that  they  can  leave  the  institu- 
tion. The  foregoing  statement  is  attributed  to  Dr. 
Carney  Landis,  of  Columbia  University,  by  a  pub- 
lication of  one  of  our  large  dealers  in  instruments 
and  appliances. 

The  statement  continues: 

Women  have  a  better  chance  for  recovery  than 
men,  probably  because  they  are  more  susceptible  to 
the  particular  mental  ills  that  are  most  responsive 
to  treatment. 

Manic-depressive  insanity  and  involutional  mel- 
ancholia, mental  ills  to  which  women  are  more  often 
subject,  have  a  record  respectively  of  65  and  45 
patients  discharged  from  the  hospital  for  each  100 
admitted.  Dementia  praecox,  the  disease  to  which 
men  are  more  susceptible,  has  a  rate  of  40  per  cent, 
discharged.  Better  prospects  face  those  suffering 
from  psychopathic  personality,  alcoholic  insanity 
and  psychoneurosis,  of  whom  65  per  cent,  to  75  per 
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cent,  recover  or  are  greatly  improved. 

This  is  heartening  news.  We  would  like  to  see 
such  statements,  and  their  amplifications,  often. 
Would  not  doctors  generally  and  their  patients  be 
well  served  by  talks  and  writings  which  tell  what 
kinds  of  mental  illness  are  more  amenable  to  treat- 
ment and  the  details  of  diagnosis  and  treatment, 
and  which  describe  the  symptoms  which  should  be 
taken  as  a  warning  that  such  mental  disease  is 
developing  as  may  lead  to  suicide  or  homicide? 

This  journal  has  asked  a  good  many  of  its 
psychiatrist  friends  for  such  papers.  It  still  desires 
such  papers.  And  it  believes  that  a  good  approach 
to  the  subject  would  be  through  reports  of  the 
essential  features  of  groups  of  cases  of  some  certain 
mental  disease,  with  diagnostic  symptoms,  differen- 
tial diagnosis,  treatment  and  results. 

Another  way  in  which  the  psychiatrists  can  help 
us  is  by  telling  us  how  we  can  practice  psychother- 
apy without  becoming  a  quack.  Too  many  mem- 
bers of  the  profession  in  general  who  are  extra  long 
on  comforting,  back-patting  and  panaceas  are  extra- 
short  on  diagnosis.  Lots  of  doctors  would  be  inter- 
esting in  discussions  of  this  subject. 

We  can  use  a  great  many  such  papers. 

There  is  place  on  the  program  of  the  Tri-State 
meeting  in  February  for  such  paper  or  papers. 


This  Journal  as  a  Christmas  Gift 
Our  suggestion  that  doctors  and  hospitals  give 
subscriptions  to  this  journal  as  Christmas  presents 
has  met  with  gratifying  response.     In  what  better 
way  can  you  serve  your  doctor  friend?     In  what 
better  way  can  you  have  him  reminded  throughout 
the  year  of  your  friendship  and  thoughtfulness? 
In  groups  of  10 — $2.00  each  per  year. 
We  suggest  making  your  list  include  an  excess  of 
names,  to  be  read  from  top  to  bottom,  to  make  al- 
lowance for  names  already  on  our  list.     However, 
doctors  who  are  receiving  the  journal,  and  whose 
names  are  included  in  your  list,  will  receive  a  notifi- 
cation of  your  thoughtfulness. 


President's  Pace  (N.  C.) 
(From  p.  610) 

of  serum  at  the  most  reasonable  prices  obtainable. 

4.  That  the  Committee  on  the  Study  of  Pneu- 
monia, in  cooperation  with  the  Public  Relations 
Committee  of  the  State  Medical  Society,  proceed 
with  such  publicity  as  they  deem  advisable. 

It  will  be  noted  that  this  program  provides  for 
the  information  of  the  doctors  themselves  immedi- 
ately after  the  training  of  the  technicians  in  this 
development.  Purposely  no  newspaper  appeals  to 
the  public  are  to  be  made  until  the  doctors  of  the 
State  themselves  have  been  given  an  opportunity 
to  become  thoroughly  familiar  with  the  subject. 


On  the  Medicinal  Properties  of  the  Monarda 

Punctata 
(Abst.  from  American  Medical  Recorder,  October,  1819) 

The  inhabitants  of  Jersey  are  not  ignorant  of  the 
virtues  of  horse-mint,  and  some  respectable  practi- 
tioners in  that  state  frequently  direct  it  as  a  dia- 
phoretic, diuretic  and  carminative. 

Some  time  in  1810,  while  engaged  in  the  drug 
business,  a  quantity  of  horse-mint  oil  was  brought 
to  my  store,  by  the  original  distiller. 

Having  a  patient  labouring  under  chronic  rheu- 
matism, I  combined  some  of  the  oil  with  4  times  its 
proportion  of  spirit  of  wine,  with  which  I  ordered 
the  pained  limbs  to  be  rubbed  night  and  morning, 
and  had  the  satisfaction  to  witness  an  encouraging 
effect. 

My  eldest  daughter  for  some  months  had  been 
subject  to  a  hardness  of  hearing,  approaching  nearly 
to  deafness,  and  I  resolved,  by  and  with  the  advice 
and  consent  of  my  wife,  to  try  the  effect  of  this 
new  medicine  on  her.  She  had  gone  to  bed,  and 
was  soundly  asleep.  We  carefully  took  off  her  cap, 
and  rubbed  her  head  all  oved  with  the  oil  in  its 
diluted  state. 

The  poor  girl  awoke  after  10  or  IS  minutes,  cry- 
ing out  with  the  burning  pain  occasioned  by  the 
remedy,  and  was  with  difficulty  pacified:  but  the 
effect  exceeded  our  expectations,  for  when  she  came 
down  stairs  next  morning,  we  had  the  pleasure  to 
find  her  hearing  perfectly  restored,  and  it  continues 
unimpaired  from  that  time  now  nearly  9  years. 


Where  a  number  of  persons  were  injured  in  a  railroad 
accident  and  the  president  of  the  company  told  them  to 
employ  whatever  physician  they  chose  and  the  company 
would  pay  the  bill,  it  was  decided  that  the  physician  em- 
ployed by  them,  although  they  told  him  what  the  president 
had  said,  could  not  collect  his  bill  from  the  railroad  com- 
pany. An  officer  of  a  company  has  power  to  bind  the 
company  by  acts  only  which  are  within  the  scope  of  his 
authority. 

In  all  states  the  care  of  the  poor  is  usually  lodged  in 
some  public  body,  such  as  the  township  trustees,  and  upon 
this  body  devolves  the  duty  of  caring  for  them  in  health 
and  sickness.  Laws  have  been  enacted  which,  in  general, 
provide  that  if  any  physician  shall  be  called  to  render  ser- 
vices for  a  pauper,  he  must  report  the  case  to  the  trustees 
for  the  poor  within  24  hours  or  48  hours  or  he  forfeits  all 
right  to  any  compensation;  and  further,  the  provision  is 
that  the  physician  can  receive  for  his  services  only  whatever 
the  trustees  of  the  poor  decide  his  services  are  worth. 

The  mere  fact  that  a  physician  has  sent  in  a  bill  for  a 
certain  amount  will  not  prevent  his  recovering  a  larger 
amount  if  he  can  prove  his  services  to  be  worth  the  larger 
amount. 

A  physician  cannot  recover  of  a  father  for  services  ren- 
dered an  adult  daughter  at  her  request,  although  she  re- 
sides with  him  as  a  part  of  his  family. 

In  the  absence  of  a  statute  on  the  subject,  the  costs  and 
expenses  of  the  last  sickness  have  no  preference  over  the 
ordinary  debts  of  an  individual. 
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Urological   Helps   in   Daily 
Practice 

A  Column   Conducted   by 

The  Crowell  Clinic  Staff 
Charlotte,  N.  C. 


Genital  Tuberculosis 
Attention  is  here  paid  to  genital  tuberculosis 
because  of  the  seriousness  of  the  condition  and 
the  importance  of  its  early  recognition  and  proper 
management.  Its  onset  is  so  insidious  that  it  is 
frequently  overlooked  until  the  disease  has  be- 
come extensive  and  difficult  to  control.  Genital 
tuberculosis  is  not  different  from  other  secondary 
tuberculous  lesions.  Its  primary  focus  is  believed 
to  be  in  the  lungs,  intestines  or  tonsils.  The  bacilli 
are  either  swallowed  or  inhaled.  If  swallowed, 
they  infect  the  tonsils,  the  intestinal  mucosa,  the 
mesenteric  and  cervical  lymph  nodes,  and  finally 
we  have  blood-stream  invasion.  If  the  bacilli  are 
inhaled,  primary  pulmonary  tuberculosis  is  to  be 
expected. 

Genital  tuberculosis  is  never  an  isolated  lesion 
except  in  rare  cases  of  infection  from  contact  of  the 
genitals  with  tuberculous  lesions  in  the  sexual 
act,  normal  or  perverted.  Like  pyogenic  infection 
of  the  urogenital  tract,  it  has  a  tendency  to  spread 
from  the  genitals  to  the  urinary  tract,  or  vice  versa. 
Unlike  pyogenic  infections,  however,  there  are  no 
definitely  recognized  predisposing  causes  of  the 
infection.  Its  association  with  trauma,  calculus  or 
obstruction  seems  to  be  coincidental. 

The  clinical  picture  presented  by  the  commoner 
secondary  urinary  tuberculosis  is  very  different 
from  that  presented  by  the  rare  tuberculosis  which 
begins  in  the  genital  tract.  Whether  the  initial 
lesion  be  in  the  kidney,  epididymis,  seminal  vesicle 
or  prostate,  a  careful  study  must  be  made  of  the 
whole  urological  tract  in  order  to  treat  the  condi- 
tion to  greatest  advantage.  In  more  than  half 
the  cases  of  genital  tuberculosis  there  is  renal  in- 
volvement and  it  is  impossible  to  determine  whether 
the  initial  lesion  began  in  the  kidney  or  in  the 
genital  tract.  The  disease  is  hematogenous  and 
the  infection  may  arise  coincidentally  from  some 
outside  source. 

There  are  three  foci  of  initial  location  of  tuber- 
culosis in  the  urogenital  tract  from  which  the  in- 
fection spreads — one  in  the  kidney  and  two  in  the 
genital  tract.  When  in  the  kidney,  the  infection 
extends  through  the  ureter  into  the  bladder,  pros- 
tate and  epididymis.    If  it  occurs  first  in  the  seminal 


vesicle,  it  extends  to  the  epididymis,  prostate, 
urethra,  bladder  and  ureter  on  into  the  kidney. 
Primary  epididymal  tuberculosis  is  very  rare.  When 
it  occurs  it  extends  through  the  vesicle,  urethra, 
prostate  and  bladder  into  the  kidney. 

Tuberculous  epididymitis  is  obvious  but  tuber- 
culous vesiculitis — an  almost  constant  complica- 
tion— is  often  difficult  to  recognize  and  frequently 
overlooked,  especially  in  its  early  stages.  Tuber- 
culous epididymitis  without  tuberculous  seminal 
vesiculitis  or  prostatitis  is  rare.  Tuberculous 
seminal  vesiculitis  or  prostatitis  without  tubercu- 
lous epididymitis  is  not  so  rare. 

Initial  tuberculosis  of  the  globus  major  is  rare 
in  genital  tuberculosis  and  is  blood-borne;  that  of 
the  globus  minor  is  more  common  and  extends  by 
continuity  of  tissue  from  the  vesicle,  through  the 
vas  deferens,  into  the  epididymis.  It  is  possible 
for  tuberculous  lesions  to  be  limited  to  the  epididy- 
mis, vesicle  or  prostate;  but  this  is  an  extremely 
rare  occurrence.  It  is  generally  secondary  to 
tuberculosis  of  the  urinary  tract.  The  initial  lesion 
as  a  rule  is  single.  The  single  lesion  is  most  fre- 
quently found  in  the  seminal  vesicle  but  soon 
spreads  to  the  epididymis  and  prostate.  All  these 
lesions  tend  to  spread.  Spontaneous  healing  is 
definite  but  very  rare.  Suppuration  in  the  vesicles 
may  be  extensive,  forming  cold  abscess  which  may 
rupture  into  bladder  or  rectum.  The  lesion  in  the 
prostate  begins  in  the  posterior  lobe  near  the 
ejaculatory  ducts  and  spreads  to  the  lateral  lobes, 
occasionally  to  the  median  lobe.  Should  suppura- 
tion take  place,  if  left  alone,  it  will  likely  rupture 
through  the  capsule,  and  form  sinuses  or  urinary 
fistulae.  Infection  beginning  in  the  globus  major 
or  minor  usually  extends  to  the  whole  epididymis 
and  occasionally  into  the  testis,  forming  an 
epididymoorchitis.  The  infection  is  limited  to  the 
globus  major  more  often  than  to  the  globus  minor. 
The  vas  deferens  may  show  no  lesions  in  tuber- 
culosis of  the  epididymis,  but  usually  it  is  thick- 
ened and  nodular,  especially  in  the  part  adjacent 
to  the  epididymis.-  When  the  testis  is  involved, 
it  is  by  direct  extension  of  the  infection  from  the 
epididymis.  Syphilitic  orchitis  begins  in  the  testis 
and  extends  to  the  epididymis.  This  is  an  import- 
ant point  of  differentation  between  the  two. 
Tuberculosis  never  affects  the  testis  primarily. 

In  arriving  at  a  diagnosis  it  is  wise  to  keep  it  in 
mind  that  genital  tuberculosis  is  practically  always 
secondary.  A  careful  history  and  thorough  ex- 
amination, including  x-ray  examination  of  the 
chest,  urinalysis  and  rectal  palpation  of  the  pros- 
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tate  and  seminal  vesicles  are  prime  essentials. 
Material  expressed  from  the  prostate  and  seminal 
vesicles  should  be  examined  repeatedly  for  tubercle 
bacilli.  Painless  swelling  of  the  epididymis  is  often 
the  first  indication  of  genital  tuberculosis.  Ac- 
cording to  most  authors,  it  is  bilateral  from  the 
beginning  in  IS  to  20  per  cent.,  and  rapidly  in- 
creases until  ultimately  90  per  cent,  of  the  cases 
are  bilateral.  In  90  per  cent,  of  the  cases  tubercu- 
losis is  present  in  the  lungs  also. 

In  chronic  and  usually  painless  epididymal  en- 
largement accompanied  with  slightly  increased  fre- 
quency of  urination  with  some  discomfort  or  ter- 
minal distress,  and  occasionally  a  slight  urethral 
discharge,  suspect  genital  tuberculosis,  especially 
if  the  urine  is  clear  and  bacteria-free.  Every  avail- 
able means  to  arrive  at  a  diagnosis  should  be 
used  before  resorting  to  any  instrumentation.  The 
presence  of  tubercle  bacilli  in  the  urine  is  positive 
proof  of  urinary  tuberculosis.  Should  repeated 
examination  fail  to  reveal  them  in  the  urine,  cul- 
ture and  guinea-pig  inoculation  should  be  done. 
The  hydrocele  fluid,  if  present,  should  be  examined 
carefully  and  cultured  for  the  bacilli.  Should  they 
be  found  by  any  of  the  methods,  it  is  essential 
to  locate  the  primary  lesion  if  possible  and  deter- 
mine its  extent.  If  the  lung  is  involved,  it  is  well 
to  know  if  the  genital-tract  infection  is  compli- 
cated with  tuberculosis  of  the  kidney,  and  if  so, 
whether  it  is  bilateral  or  unilateral  and  to  what 
extent.  Plain  x-ray  examination  and  a  phthalein- 
elimination  test  will  give  some  idea  as  to  the 
extent  of  kidney  destruction,  but  intravenous  and 
retrograde  pyelography  with  the  differential 
phthalein-elimination  test  or  other  functional 
tests  constitute  the  only  definite  means  of  ascer- 
taining the  amount  of  kidney  destruction  and  the 
functional  value  of  each  kidney. 

Knowledge  of  all  complications  in  genital  tuber- 
culosis and  their  extent  is  essential  in  each  case 
in  order  to  decide  which  of  the  three  general  plans 
of  treatment  should  be  followed.  Its  prognosis  is 
unfavorable  in  proportion  to  the  number  and  ex- 
tent of  its  complications.  It  is  secondary  and 
progressive  in  character.  The  mortality  is  va- 
riously estimated  to  be  from  25  to  60  per  cent. 

Careful  medical  supervision  is  necessary  in  all 
cases,  but  this  alone  should  not  be  depended  upon 
even  in  its  early  stages.  In  the  advanced  cases, 
with  definite  pulmonary  and  kidney  complications, 
the  treatment  should  be  largely  medical.  Sun- 
light, quartz  or  alpine  light,  forced  feeding,  rest 
and  all  means  used  in   institutions  for  the  treat- 


ment of  pulmonary  and  bone  tuberculosis  are  very 
necessary. 

Uncomplicated  genital  tuberculosis,  which  is 
extremely  rare,  calls  for  conservative  survey,  espe- 
cially when  the  lesion  is  epididymal — bilateral  or 
unilateral.  It  is  questionable  whether  or  not  both 
epididymes  should  be  removed,  even  though  only  one 
is  involved.  In  half  the  cases  both  become  involved 
sooner  or  later.  Some  advocate  ligation  of  the  oppo- 
site vas.  This  probably  should  be  done  in  cases  in 
which  the  vesicle  is  involved.  Castration  is  advisable 
only  when  the  testicle  is  extensively  involved.  The 
vas  should  be  resected  as  high  up  the  inguinal  canal 
as  possible,  and  drained  through  a  separate  open- 
ing. It  should  be  severed  by  means  of  the  elec- 
tric cautery.  Great  care  should  be  taken  to  re- 
move all  the  diseased  tissue  with  least  possible 
trauma  to  the  testicle. 

The  radical  operation  proposed  by  Hugh  H. 
Young,  of  removing  the  epididymes,  vasa  deferentia, 
vesicles  and  prostate,  is  justifiable  in  selected 
cases  only.  When  the  infection  is  secondary,  and 
especially  when  the  primary  lesion  is  extensive, 
the  operation  is  not  advisable.  Prolonged  anes- 
thesia and  prolonged  operation  in  these  cases  are 
to  be  avoided  and  necessarily  this  is  an  extensive 
and  prolonged  operation.  Of  course,  spinal  anes- 
thesia can  be  used;  but  this  is  a  serious  operation 
at  best  for  patients  whose  resisting  power  is  so 
greatly  lowered,  to  say  nothing  of  the  danger  of 
getting  into  the  rectum,  prolonging  convalescence 
and  leaving  the  patient  with  persistent  tuberculous 
sinuses.  These  considerations  render  this  procedure 
inadvisable.  If  every  evidence  shows  that  the 
disease  is  limited  to  the  genital  tract,  the  radical 
operation  is  ideal  in  the  hands  of  the  skilled 
operator. 


The  Association  of  Seaboard  Airline  Railway  Sur- 
geons held  its  annual  session  in  Miami,  Florida  in  the  last 
week  in  November.  Dr.  Beverley  R.  Tucker,  of  Richmond, 
was  succeeded  as  president  by  Dr.  Joseph  D.  Collins,  of 
Portsmouth. 


Dr.  T.  C.  Harris,  61,  of  Centralia,  Va.,  died  at  his  home 
December  6th.  Born  in  Greensville  County,  Dr.  Harris  re- 
ceived his  professional  training  at  the  Medical  College  of 
Virginia.  For  many  years  he  operated  the  Harris  Hospital  in 
Kenbridge,  just  prior  to  moving  to  Centralia.  About  10 
years  ago  he  practiced  for  a  time  at  East  Radford. 


Dr.  D.  A.  Burriss,  S7,  of  High  Point,  died  at  the  Guilford 
County  Sanatorium,  Jamestown,  December  2nd,  after  an 
illness  of  several  weeks. 


If  We  Are  to  Get  Anywhere  In  Our  Fight  Against 
Cancer,  we  must  never  discard  the  diagnosis  <>f  malignant 
neoplasm  just  because  the  age  makes  it  unlikely. — K.  M. 
Lynch,  in  Jl  S.  C.  Med.  Asso.,  Aug. 
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Petersburg  Medical  Faculty. — Dr.  Leta  White  has  been 
elected  president,  Dr.  H.  M.  Snead,  first  vice  president,  Dr. 
C.  W.  Lynn,  second  vice  president,  and  Dr.  Wilbur  Bow- 
man re-elected  secretary-treasurer.  The  Court  Medical 
which  executes  the  policies  of  the  physicians  is  composed 
of  the  president  and  four  past  presidents,  Dr.  White,  Dr. 
Allen  Barker,  retiring  president,  Dr.  D.  D.  Willcox,  Dr. 
W.  B.  Mcllwaine  and  Dr.  Claiborne  T.  Jones.  Dr.  Mc- 
Ilwaine  was  named  chairman  of  the  Old-Age  Fund  for  Doc- 
tors Committee. 


The  Seaboard  Medical  Association  held  its  annual 
meeting  at  Virginia  Beach,  December  7th-9th. 

Invited  guests  and  their  subjects:  Applied  Pseudo-Science 
(Origin  and  History  of  Medical  Superstitions  and  Fads). 
Dr.  Perry  Y.  Jackson,  Professor  of  Chemistry,  Norfolk  Di- 
vision, College  of  William  and  Mary;  Why  Not  More  La- 
borless  Labor  and  Less  Suffering,  Semi-Invalidism  and 
Death,  Dr.  J.  E.  Rawls,  Suffolk;  Serum  Treatment  of 
Pneumonia,  Dr.  Clarence  Porter  Jones,  jr.,  Newport  News; 
Hypertension  and  Body  Weight,  Dr.  James  Edwin  Wood, 
University  of  Virginia;  The  Diagnosis  and  Treatment  of 
Heart  Wounds,  Dr.  I.  A.  Bigger,  Medical  College  of  Vir- 
ginia, Richmond. 

Dr.  P.  St.  L.  Moncure  was  was  elected  president;  Dr. 
Clarence  Porter  Jones,  Newport  News,  secretary-treasurer. 


The  North  Carolina  Society  of  Ophthalmology  and 
Otolaryngology,  meeting  in  Charlotte  recently  elected  Dr. 
Casper  W.  Jennings,  Greensboro,  president,  Dr.  Frank 
Smith,  Charlotte,  vice  president,  and  Dr.  M.  R.  Gibson, 
Raleigh,  secretary-treasurer. 


High  Point  Board  of  Health — Provided  by  recent  ac- 
tion of  the  council,  Dr.  I.  T.  Mann  has  been  named  Chair- 
man. Dr.  Philip  B.  Davis,  secretary.  Other  members  of 
the  board  are  Drs.  A.  A.  York,  W.  T.  Tice  and  A.  C. 
Jones. 


St.   Luke's  Training   School  Holds  Reunion 

An  elaborate  graduation  program  for  the  class  of  St. 
Luke's  Training  School  and  a  reunion  of  former  internes 
of  the  hospital  and  alumnae  of  the  training  school  was 
held  the  evening  of  Nov.  6th  at  the  Commonwealth  Club, 
Richmond. 

Dr.  Stuart  McGuire,  president  of  the  McGuire  Clinic 
and  St.  Luke's  Hospital,  addressing  the  graduates  and  the 
500  who  attended,  said  in  part: 

"St.  Luke's  Training  School  has  been  in  successful  oper- 
ation for  more  than  50  years.  It  has  been  a  pioneer  in 
nursing  education  in  the  South  and  is  dear  to  the  hearts  of 
its  teachers  and  students. 

"Owing  to  changing  conditions  no  new  pupils  have  been 
enrolled  for  the  last  three  years  and  the  graduation  of  the 
present  class  will  fulfill  our  obligations  to  all  matriculates 
now  in  the  school.  The  work  of  caring  for  the  patients  in 
the  hospital  is  now  being  done  by  graduate  nurses  and  the 
method  has  proved  very  satisfactory.  Whether  the  Train- 
ing School  will  be  reopened  depends  on  the  trend  of  events. 

"The  closing  of  the  school,  even  if  temporary,  is  an  event 
of  such  importance  that  it  has  been  decided  to  feature  the 
occasion  by  a  reunion  of  as  many  as  possible  of  the  for- 
mer internes  of  the  hospital  and  alumnae  of  the  Training 
School." 

Dr.  Leigh  Buckner  of  Roanoke,  the  first  interne  at  St. 
Luke's  Hospital,  was  introduced.  In  his  address,  he  ad- 
vised, "Live  naturally,"  saying  of  himself,  "I  am  very  sure 
I   wouldn't  be  made  a  child  again.     I  thank  God  that   I 


have  lived  through  the  greatest  scientific  era — the  greatest 
industrial  era — the  world  has  ever  known." 

The  first  nurse  at  the  training  school,  which  was  organ- 
ized in  1886,  was  introduced.  She  is  Miss  Mary  Meri- 
weather.  Others  introduced  included  Mrs.  Ruth  Robert- 
son McGuire,  Mrs.  Evelyn  Edmonds  Tucker  and  Miss 
Madge  Driver,  former  superintendents  of  nurses,  and  the 
present  superintendent,  Miss  Carolyn  B.  Sykes,  who  pre- 
sented the  graduates  with  pins. 

Adolphus,  a  Negro,  the  oldest  employee  at  the  hospital, 
also  was  introduced.  His  service  at  the  hospital  started  in 
1887  and  his  duties  were  to  open  the  front  door  and  an- 
swer the  telephone.     He  has  served  continuously  since. 

A  "special  diploma"  was  presented  to  Mrs.  Mary  Ben- 
thausen  McGuire  by  Dr.  McGuire.  "Forty-odd  years  ago," 
Dr.  McGuire  said,  "Miss  Benthausen  was  a  member  of  the 
training  school  and,  due  to  a  misunderstanding  between 
us,  she  left  the  school  with  only  a  few  more  weeks  to 
train." 

Alumnae  of  the  Training  School  presented  Dr.  McGuire 
with  a  scroll  "to  express  to  you  our  loyalty  and  our  grat- 
itude, not  only  for  your  material  help,  which  has  been  very 
real  but  also  for  those  finer  ideals  which  you,  your  train- 
ing school  and  your  institution  have  stood  for  and  incul- 
cated into  every  one  who  has  passed  through  its  portals. 
.  .  .  We  wish  you  happiness,  health,  prosperity  and  a  con- 
tinued strength  and  energy  to  continue  your  great  work." 


Buncombe  County  (N.  C.)  Medical  Society — On  No- 
vember 15th,  Dr.  Huffines  called  to  order  the  20th  meeting 
at  the  City  Hall.  Asheville,  52  members  present. 

Dr.  Ringer  gave  a  report  of  the  work  of  the  post  grad- 
uate committee. 

Dr.  F.  Webb  Griffith  spoke  on  Progress  of  Gynecology 
during  the  Past  Thirty  Years,  discussed  by  Drs.  White, 
Brown  and  Murphy. 

The  application  for  membership  of  Dr.  Joseph  McGowan 
by  transfer  from  the  Mahoning  County  (Ohio)  Medical 
Society  was  received.  Upon  the  sanction  of  the  Board  of 
Censors,  Dr.  I.  R.  Wagner's  application  was  reported  and 
he  automatically  becomes  an  associate  member  because  of 
his  affiliation  with  the  U.  S.  Public  Health  Service. 

Dr.  Huffines  then  announced  the  program  for  the  next 
meeting,  which  consists  chiefly  of  the  report  and  discussion 
thereof  by  the  Committee  on  Socialized  Medicine. 

Dr.  Hollyday,  reporting  for  the  tonsil  clinic  committee, 
recommended  the  discontinuance  of  tonsil  clinics.  Dr.  Rin- 
ger moved  the  society  give  assent  to  Dr.  Hollyday's  report, 
seconded  by  Dr.  Hipps  and  passed. 

The  Auditing  Committee  for  1937  consists  of  Drs.  Briggs 
and  Justice. 


Robeson  County  (N.  C.)  Medical  Society. — At  the 
meeting  of  Dec.  2nd  Dr.  John  Knox,  Lumberton,  was  elect- 
ed president  to  succeed  Dr.  C.  T.  Johnson,  Red  Springs. 
Other  officers:  Drs.  S.  Mclntyre,  Lumberton,  vice  presi- 
dent; L.  R.  Hedgpeth,  Lumberton,  secretary;  J.  N.  Britt, 
Lumberton,  censor;  Roscoe  McMillan,  Red  Springs,  dele- 
gate to  the  meeting  of  the  State  Medical  Society.  Common 
Worm  Infestation  in  Children  was  the  subject  discussed  by 
Dr.  F.  B.  McGrath,  Lumberton;  Pyelitis  in  Children,  Dr. 
N.  O.  Benson,  Lumberton.  The  vice  president.  Dr.  L.  R. 
Hedgpeth,  presided  in  the  absence  of  the  president.  Dr. 
W.  C.  Hedgpeth,  Lumberton,  acted  as  secretary. 


The  American  Social  Hygiene  Association 
February  2nd  has  been  set  as  the  high  point  in  the  year 
of  effort  to  gain  popular  interest  and  support  for  the  ac- 
tivities against  syphilis  and  gonorrhea,  arranging  for  meet- 
ings of  interested  groups,  press  stories,  radio  broadcasts, 
and  the  like. 
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Last  February  3rd  was  marked  by  hundreds  of  meetings 
throughout  the  country. 

Particular  emphasis  will  be  laid  on  the  control  of  syph- 
ilis among  the  20-  to  30-year  aere  group,  in  which  more  than 
half  of  all  new  infections  occur. 

Suggestions  for  meetings  and  practical  programs,  exhibits, 
films  and  literature  may  be  obtained  from  the  American 
Social  Hvgiene  Association,  50  West  50th  street,  New  York 
City. 


Dr.  William  de  Berniere  MacNider,  Dean  of  the  School 
of  Medicine  of  the  University  of  North  Carolina,  deliv- 
ered by  invitation  one  of  the  Chandler  Memorial  Lectures 
at  Columbia  University  in  New  York  on  October  13th;  the 
occasion  was  the  one-hundredth  anniversary  of  the  birth 
ot  Charles  Frederick  Chandler,  the  distinguished  chemist  of 
Columbia  University. 


Dr.  and  Mrs.  Parrott  R.  Hardee  of  Durham  and  Gran- 
ville Counties,  celebrated  their  birthdays  at  their  home  in 
Durham.  Sunday.  November  14th,  being  76  and  71  years 
of  age,  respectively.  They  passed  their  golden  wedding  an- 
niversary on  August  11th.  Dr.  Hardee  was  gra'duated  from 
Marvland  in  1885. 


Dr.  Harry  B.  Stone,  Roanoke,  spoke  at  Hampden-Syd- 
ney   College  November  23rd  on  Medicine  as  a  Vocation. 

Dr.  Stone  is  an  alumnus  of  Hampden-Sydney  and  a 
member  of  the  Board  of  Trustees. 


Dr.  Hugh  C.  Henry,  Superintendent  of  the  Central 
State  (Va.)  Hospital  at  Petersburg,  has  been  named  Acting 
Superintendent  of  the  Southwestern  State  Hospital  at 
Marion.  Dr.  Henry  will  take  the  place  of  Dr.  George 
Wright,  who  sent  the  board  a  letter  of  resignation  Septem- 
ber 9th.  Dr.  Wright's  resignation  is  effective  December 
1st. 

In  his  resignation,  Dr.  Wright  said  that  he  was  retiring 
because  he  wished  to  "engage  in  more  remunerative  work." 


Dr.  and  Mrs.  John  Hobart  Reed,  for  the  past  two  years 
in  Haichow,  China,  are  home  in  Richmond  for  an  indefinite 
stay. 


Dr.  Felda  Hichtower,  assistant  surgeon  at  the  Anson 
Sanitarium,  Wadesboro,  has  been  appointed  surgeon,  to 
Raleigh  Central  Prison  in  succession'  to  Dr.  George  S. 
Coleman.  The  new  prison  doctor  received  his  medical 
education  at  Wake  Forest  College  and  the  University  of 
Pennsylvania.  Dr.  Coleman  plans  to  take  a  special  course 
at  Tulane  and  enter  private  practice.  He  will  remain  at 
Raleigh  with  Dr.  Hightower  until  January. 


Dr.  Edward  A.  Dei.arue,  jr.,  announces  the  opening  of 
offices  in  the  Medical  Arts  Building,  Richmond,  for  the 
practice  of  internal  medicine. 


Drs.  A.  I.  Dodson  and  Ciiari.es  M.  Nelson,  Richmond, 
announce  the  removal  of  their  offices  to  715-717  Medical 
Arts  Building. 


Dr.  Jefferson  Davis,  Statesville,  has  been  commissioner! 
in  the  Medical  Corps  of  the  United  States  Navy,  and  trans- 
ferred to  Spartanburg. 


Dr.   L.   B.   Skeen,   recently   in   private   practice   at   Troy, 
N   C,  has  been  appointed  physician  to  the  State  Sanatorium 
mi  the  Tuberculous,  Sanatorium.     Dr.  Skeen  served  an  in- 
terneship  at  the  Sanatorium  several  years  ago      II' 
Dr.  R.  T.  Jenkins. 


Found  guilty  of  performing  an  abortion  on  a  widow  who 
died  October  2nd  at  a  local  hospital.  Dr.  Robert  S.  Fitz- 
gerald, Richmond  physician,  was  sentenced  Dec.  2nd  to 
serve  three  years  in  the  State  Penitentiary.  The  defendant 
waived  trial  by  jury  and  Judge  John  L.  Ingram  heard  the 
case  and  passed  sentence.  Dr.  J.  H.  Scherber,  city  coroner, 
testified  that  in  his  post-mortem  examination  of  Mrs.  Lottie 
H.  Gammon,  he  found  that  an  abortion  had  been  performed 
and  that  blood  poisoning  had  set  in,  and  caused  her  death. 
Only  other  witness  to  take  the  stand  testified  that  he  went 
with  Mrs.  Gammon  when  arrangements  to  perform  the 
operation  were  made,  and  that  he  met  her  at  the  doctor's 
office  after  the  operation  was  performed.  The  first  time 
Dr.  Fitzgerald  faced  an  abortion  charge  was  in  1927.  He 
was  acquitted.  In  the  second  trial,  January,  1930,  on  an- 
other charge,  he  was  convicted  by  a  jury  and  sentenced  to 
three  years  in  prison.  On  the  grounds  of  error  in  the  trial, 
that  verdict  was  set  aside.  In  July,  1030,  he  was  again 
tried  in  Hustings  Court  on  the  same  charge,  the  trial  result- 
ing in  a  hung  jury.  In  March,  1931,  the  indictment  was 
nolle  prosequied. 


Dr.  Wilbur  Curtiss  Hunsucker  has  recently  become 
associated  with  Dr.  Douglas  Jennings,  Bennettsville,  S. 
C  .  in  the  practice  of  surgery,  gynecology  and  obstetrics. 
Dr.  Hunsucker,  a  native  of  North  Carolina  (Gibson),  took 
his  pre-medical  work  and  his  Irst  two  years  of  medicine  at 
Chapel  Hill,  and  was  graduated  by  the  Medical  College  of 
the  State  of  S.  C.  in  Charleston.  He  had  one  year  as  in- 
terne at  Roper  Hospital.  Charleston;  one  year  as  resident 
in  surgery  and  orthopedics,  and  one  year  as  chief  resident 
surgeon. 


Contract  has  been  let  for  the  construction  of  a  two-story 
addition  to  the  H.  F.  Long  Hospital,  Statesville,  which  will 
increase  the  capacity  of  the  hospital  to  65  or  70  beds. 
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Dr.  Augustine  Tucker,  Medical  Director  of  St.  Luke's 
Hospital,  Shanghai,  in  Richmond  recently,  expressed  con- 
cern over  the  bombing  of  the  American  Church  Mission 
Hospital  at  Wusih,  China.  According  to  an  Associated 
Press,  Dr.  Claude  Lee  of  Charlottesville,  veteran  mis- 
sionary, and  Dr.  John  Roberts  of  Alexandria  were  among 
those  who  escaped.  Dr.  Tucker,  on  regular  furlough,  left 
China  about  two  weeks  before  the  outbreak  of  the  fight- 
ing. 


Dr.  H.  M.  Magiix,  Ashland,  Health  Officer  of  Hanover 
County,  Virginia,  has  resigned  to  return  to  private  prac- 
tice. Dr.  I.  C.  Riggin.  the  State  Health  Commissioner, 
has  taken  no  action  as  yet  on  the  matter.  Dr.  Magill  was 
health  officer  of  Northampton  County  from  July.  19.36, 
until  June,  1937,  when  he  became  Health  Officer  of  Han- 
over. 


Dr.  J.  W.  Tankersley,  Greensboro,  told  fellow  members 
of  the  Civitan  Club,  in  a  recent  meeting,  how  he  killed  a 
bear  on  his  trip  to  Alaska  the  past  summer.  The  bear,  of 
the  grizzly  breed,  "actually  weighed  around  700  pounds," 
Dr.  Tankersley  said. 


Passing  of  the  Streetcar. — After  the  last  Charlotte  trol- 
leys are  replaced  by  buses  (about  Jan.  1st)  there  will  he 
less  than  20  cars  in  regular  service  on  the  streets  of  North 
Carolina. 


-s.  m.  &  s.- 


MARRIED 

Dr.  John  Dunham  Stewart,  of  Boston  (son  of  the  late 
Dr.  H.  D.  Stewart,  of  Monroe,  N.  C),  and  Miss  Henrietta 
Rhees,  of  Rochester,  N.  Y.,  November  15th. 


Dr.  Emmanuel  U.  Wallerstein.  Richmond,  and  Miss  Anne 
Ruffin  Sims  of  Halifax  County,  \'a.,  November   11th. 


Dr.  O.  Norris  Smith,  of  Durham,  and  Miss  Rebecca  Hines 
of  Winston-Salem,  on  November  10th. 


DEATHS 


Dr.  Mark  Russell  Braswell,  73,  commanding  figure  of 
Rocky  Mount,  N.  C,  died  Nov.  15th  in  a  Richmond  hos- 
pital following  a  cerebral  hemorrhage  suffered  while  he 
was  motoring  to  Richmond.  Dr.  Braswell,  a  graduate  of 
Bingham's,  the  University,  and  (in  Medicine)  of  Maryland, 
retired  from  practice  25  years  ago. 


Dr.  A.  C.  Stinton,  jr.,  Richmond,  a  member  of  the  Fac- 
ulty of  the  Medical  College  of  Virginia,  and  a  graduate  of 
this  institution  in  1914,  died  of  a  heart  attack  on  Nov. 
bth. 


Dr.  Henry  Hill  Harrison,  54,  a  graduate  of  Jefferson, 
1Q05,  died  at  his  home  at  Asheville  November  20th  of  coro- 
narv  thrombosis. 


Dr.  Clyde  E.  Cotton,  75.  Cleveland  P.  &  S.,  1885,  died 
at  his  home  at  Asheville,  November  29th,  of  myocardial 
failure. 


Dr.  C.  L.  Buchanan.  68,  died  November  19th  at  his  home 
at  Union  Mills,  N.  C,  after  a  year's  illness.  A  native  of 
Mitchell  County,  he  was  educated  at  Nashville  and  Balti- 
more. He  came  to  Rutherford  County  in  1916  and  prac- 
ticed at  Ellenboro  for  a  number  of  years. 


Dr.  C.  L.  Purdy,  69,  of  Blackridge.  Brunswick  County, 
Va.,  died  November  29th  at  St.  Elizabeth's  Hospital,  Rich- 
mond, after  several  months  of  ill  health. 


Dr.  Thomas  C.  Blackburn,  68,  died  at  his  home  at  Hick- 
ory, N.  C,  after  an  illness  of  two  weeks. 


Dr.  G.  H.  Sumrell.  43,  died  at  his  home  at  Ayden.  N.  C, 
November  22nd,  following  a   heart  attack. 


Dr.  Oliver  A.  Rider,  50,  died  of  a  heart  attack  at  his 
home  at  Alexandria,  Ya.,  November  25th.  Dr.  Rider  waf 
a  native  of  Chatham  County,  N.  C,  and  practiced  at  Chris- 
tiansburg,  Va.,  for  several  years. 


-8.   M.    *   S.- 


Our  Medical  Schools 


Duke 


Dr.  Herbert  Reney  Drewry.  70,  a  retired  Army  officer 
with  the  rank  of  lieutenant-colonel,  died  at  his  home  at 
Norfolk  the  afternoon  of  December  1st,  after  a  long  illness. 
He  is  survived  by  his  wife,  Mrs.  Anne  Purnell  Drewery. 
and  two  brothers.  Representative  Patrick  H.  Drewry  of 
Petersburg,  and  Hunter  L.  Drewry  of  Martinsburg.  \V    Va. 

A  native  of  Southampton  County,  Dr.  Drewry  spent 
most  of  his  boyhood  with  an  aunt  in  Dinwiddie  County. 
He  attended  Virginia  Military  Institute,  and  after  complet- 
ing his  studies  there  entered  the  Medical  College  of  Vir- 
ginia, from  which  he  was  graduated  in  1805.  In  the  latter 
part  of  that  year  Dr.  Drewry  went  to  Nor!  oik  and  began 
practicing  medicine.  He  began  his  National  Guard  activ- 
ities as  a  private  in  Fourth  Virginia  Infantry,  in  February, 
1887,  and  was  promoted  in  1890,  but  dropped  out  of  the 
service  in  1892. 

He  went  back  to  the  Fourth  Infantry  in  1011  as  a  cap- 
tain in  the  Medical  Corps.  When  the  regiment  entered  the 
World  War  he  went  also,  but  left  the  service  in  December 
of  that  year.  He  re-entered  it  again  in  September,  191S. 
and  served  until  discharge  in  May,  1Q1Q.  When  the  111th 
Field  Artillery  was  reorganized  after  the  World  War  he  be- 
came its  regimental  surgeon  with  the  rank  of  major.  He 
resigned  in  1031  at  the  age  of  64  with  the  rank  of  lieuten- 
ant-colonel in  the  Virginia   militia. 


The  following  clinics  were  given  recently  by  the  visiting 
lecturers  listed  below: 

October  19th,  Dr.  M.  V.  Ziegler,  Senior  Surgeon,  United 
States  Public  Health  Service;  subject,  The  Opportunities 
in  Public  Health  Work. 

November  11th,  Dr.  Frank  E.  Adair.  Executive  Officer  of 
Memorial  Hospital,  New  York  City;  subject,  Various 
Aspects  of  Neoplasm. 

November  17th,  Dr.  R.  Finley  Gayle,  jr.,  Associate  Pro- 
fessor of  Mental  and  Nervous  Diseases,  Medical  College  of 
Virginia;   subject.  Selective  Human   Sterilization. 

The  symposium  on  the  Diseases  of  Women  and  Children, 
held  November  11th,  12th  and  13th,  was  attended  by  346 
members  of  the  medical  profession  from  this  and  other 
States.  The  speakers  participating  in  the  program  were  as 
follows:  Dr.  Howard  Francis  Kane,  George  Washington 
University  Medical  School:  Dr.  George  W.  Kosmak,  New 
York  City;  Dr.  Willard  R.  Cooke,  University  of  Texas 
Medical  School;  Dr.  C.  A.  Aldrich.  Northwestern  University 
Medical  School;  Dr.  Esther  L.  Richards,  Johns  Hopkins 
University  School  of  Medicine;  Dr.  Julius  H.  Hess,  Uni- 
versity of  Illinois  Medical  School;  Dr.  M.  Pierce  Rucker, 
Medical  College  of  Virginia,  Richmond;  Dr.  Horton  Cas- 
paris,  Vanderbilt  University  Medical  School,  and  Dr.  Charles 
Hendee  Smith.  New  York  University. 
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Medical  College  or  Virginia 


Founders'  Day  exercises  of  the  100th  session  will  be  held 
December  7th  at  Monumental  Episcopal  Church.  Sir  Aus- 
tin H.  Clark,  Director  of  Press  Service,  American  Associa- 
tion for  the  Advancement  of  Science,  will  speak  on  Science 
in  Colonial  Virginia. 

Armistice  Day  was  celebrated  at  noon  November  11th  by 
the  faculty  and  students.  Col.  John  A.  Cutchins,  Director 
of  Public  Safety,  made  the  chief  address.  Dr.  Stuart  Mc- 
Guire  and  Mr.  Carl  Boschen  took  part  in  the  program  on 
behalf  of  Base  Hospital  45  and  the  Richmond  Red  Cross. 

Dr.  W.  T.  Sanger,  President,  spoke  in  the  annual  meet- 
ing of  the  Southern  Medical  Association  in  New  Orleans, 
December  1st,  on  Can  Student  Failures  be  Reduced? 

It  is  anticipated  that  the  new  clinic  and  laboratory  build- 
ing will  be  ready  for  occupancy  by  December  ISth. 

Dr.  Frank  L.  Apperly,  Professor  of  Pathology,  has  been 
elected  a  member  of  the  Rhodes  Scholarship  Committee. 

The  Hospital  Division  of  the  college  is  being  equipped 
with  a  loud-speaker  system.  Complete  installation  is  an- 
ticipated by  the  first  of  the  year. 

Dr.  Lee  E.  Sutton,  jr.,  Dean  of  the  School  of  Medicine, 
attended  the  annual  convention  of  the  Association  of  Amer- 
ican Medical  Colleges  in  San  Francisco. 

Dr.  Harvey  B.  Haag,  Professor  of  Pharmacology,  re- 
cently spoke  before  the  Biochemical  Foundation  of  the 
Franklin  Institute,  Philadelphia,  on  Pharmacology  of  the 
Derris  Group  of  Insecticides. 

Enrollment  for  the  session  1937-38  totals  684;  302  in 
medicine;  128  in  dentistry;  116  in  pharmacy  and  139  in 
nursing. 

Dr.  Frank  L.  Apperly,  Professor  of  Pathology,  has  been 
notified  of  his  appointment  to  the  Virginia  State  Commit- 
tee of  selections  for  Rhodes  scholarships  for  this  year.  Dr. 
Apperly  is  a  native  of  the  State  of  Victoria,  Australia,  and 
is  believed  to  be  the  only  foreigner  ever  selected  to  serve 
on  the  Rhodes  Scholarship  Committee  of  another  country. 
Other  members  are  Dr.  Douglas  S.  Freeman,  Richmond, 
chairman;  Armistead  L.  Boothe,  Alexandria,  secretary; 
Professor  R.  K.  Gooch,  Charlottesville,  and  L.  H.  Farin- 
holt,  Lexington.  The  committee  will  meet  to  make  its 
selections  on  December  16th.  Dr.  Apperly  was  awarded  a 
Rhodes  scholarship  to  Oxford  in  1910,  receiving  his  Bache- 
lor of  Arts  degree  in  1912  and  his  Bachelor  of  Medicine  in 
1915.  His  Doctor  of  Science  degree  was  obtained  from  the 
University  of  Melbourne  in  Australia  in  1924.  He  served 
with  the  Royal  Army  Medical  Corps,  with  the  rank  of  cap- 
tain, in  Egypt,  Malta,  England  and  the  Mediterranean  area 
during  the  World  War.  He  came  to  the  Medical  College 
of  Virginia  from  the  faculty  of  the  Universitv  of  Melbourne 
in  1932. 


maphroditism  and  Belated  Adrenal  Diseases. 

The  twentieth  Post-Graduate  Clinic  of  the  University  of 
Virginia  Hospital  was  held  on  November  5th.  Eighty-five 
physicians  from  the  State  registered  for  this  clinic. 


University  or  Virginia 


At  the  meeting  of  the  University  of  Virginia  Medical  So- 
ciety on  Monday,  October  11th,  Dr.  Frank  H.  Lahey,  of 
the  Lahey  Clinic  in  Boston,  spoke  on  Clinical  and  Labor- 
atory Aspects  of  Thyroid  Disease. 

On  October  13th  Dr.  Staige  Davis  Blackford  presented  a 
paper  on  Lung  Lesions  in  Tularemia  and  Tuberculosis  be- 
fore the  meeting  of  the  Clinical  and  Climatologii 
ciation  in  Baltimore. 

On  October  14th  Dr.  R.  D.  Lillie,  of  the  National  Insti- 
tute of  Health,  Washington,  visited  the  Medical  School. 

At  the  meeting  of  the  University  of  Virginia  Medical 
Society  on  October  25th,  Dr.  Alfred  Chanutin  spoke  on 
Plasma  Pr<  'eins. 

The  Alpha  Omesa  Alpha  lecture  for  the  autumn  trimes- 
ter was  ','iven  on  November  5th  by  Dr.  HuL'h  Hampton 
Young,  Professor  of  Urology  in  the  Johns  Hopkins  Medical 
School.     Dr.  Young  spoke  on  Genital  Abnormalities,  Her- 


BOOKS 


A  METHOD  OF  ANATOMY:  Descriptive  and  Deduc- 
tive, by  J.  C.  Boileau  Grant,  M.C.,  M.B.,  Ch.B.,  F.R.C.S. 
(Edin.),  Professor  of  Anatomy  in  the  University  of  Tor- 
onto.  William  Wood  &  Co.,  Mt.  Royal  and  Guilford  Ave- 
nues, Baltimore.     1937.     $6.00. 

The  author  says  of  one  method  of  teaching  an- 
atomy that  it  demands  a  memory  wax  to  receive 
impressions  and  marble  to  retain  them;  and  that  a 
better  way  consists  of  correlating  facts,  studying 
them  in  their  mutual  relationships.  He  tells  us 
that  the  student  should  from  the  first  use,  use  only, 
and  use  correctly  the  accepted  terms. 

Brief  as  are  the  directions  to  the  dissector,  they 
are  the  best  to  be  found.  Nobody  else  would  have 
thought  to  write  down  directions  for  sharpening  a 
knife. 

The  work  is  a  textbook  of  embryology,  histology 
and  physiology,  in  addition  to  covering  the  field 
of  anatomy — systematic,  regional,  surgical,  surface 
and  comparative:  and  all  these  features  are  pre- 
sented together,  just  as  the  need  for  knowledge  of 
a  bone  or  organ  would  present  itself  to  a  student — 
under-  or  post-graduate. 


Anal-Sed 

Analgesic,   Sedative   and   Antipyretic 

Affords  relief  in  migraine,  headache,  sciatica  and 
neuralgia.  Rheumatic  symptoms  are  frequently  re- 
lieved by  a  few  doses. 

Description 

Contains  V/2  grains  of  Amidopyrine,  y2  grain  of 
Caffeine  Hydrobromide  and  15  grains  of  Potassium 
Bromide  to  the  teaspoonful. 

Dosage 
The  usual  dose  ranges  from  one  to  two  teaspoonfuls 
in  a  little  water. 

How  Supplied 

In  pints  and  gallons  to  physicians  and  druggists. 


Burwell  &  Dunn  Company 
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CHARLOTTE,  N.  C. 


Sample   sent   to  any  physician   in   the   U.    3.   on 
request. 
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We  learn  from  it  that  the  latissimus  dorsi  brings 
the  arm  from  above  the  head  to  behind  the  back. 
It  is  used  in  swimming,  in  raising  the  body  when 
one  hangs  from  a  horizontal  bar,  in  rowing,  in 
pulling,  in  elbowing  one's  way  through  a  crowd. 
The  book  tells  about  peritoneal  fossae  and  re- 
cesses and  gutters,  the  urogenital  diaphragm,  and 
the  door  to  the  gluteal  region,  and  says  you  can 
cover  the  middle  lobe  of  the  lung  with  your  own 
hand  placed  on  your  chest. 

These  are  samples  of  the  author's  style,  making 
delightful  the  pursuit  of  knwledge  of  an  ordinarily 
dry  subject. 

It  deserves  to  be  called  an  original  method  of 
anatomy  and  in  no  long  time  will  be  adopted  as 
the  most  popular  method  in  anatomy,  to  the  mu- 
tual profit  and  pleasure  of  teachers  and  students 
of  this  fundamental  branch. 


MANUAL  OF  CLINICAL  AND  LABORATORY 
TECHNIC,  by  Hiram  B.  Weiss,  A.B.,  M.D.,  F.A.C.P.,  As- 
sociate Professor  of  Medicine,  College  of  Medicine,  Univer- 
sity of  Cincinnati,  Cincinnati,  Ohio;  and  Raphael  Isaacs, 
A.M.,  M.D.,  F.A.C.P.,  Associate  Professor  of  Medicine,  As- 
sistant Director  of  the  Thomas  Henry  Simpson  Memorial 
Institute  for  Medical  Research.  University  of  Michigan, 
Ann  Arbor.  Fifth  Edition,  reset.  141  pages.  W.  B.  Saun- 
ders Company,  Philadelphia  and  London.  1937.  Cloth, 
SI. 50  net. 

The  authors  set  out  to  give  us  the  common  lab- 
oratory tests,  a  summary  of  routine  forms  and  facts 
and  a  source  of  some  newer  tests  not  yet  generally 
available.  A  considerable  number  of  new  tests 
have  been  added  in  this  edition.  Here  is  a  handy 
volume,  in  which  words  are  not  wasted,  but  which 
is  so  compact  as  to  encourage  investigation  and  so 
unadulterated  as  to  be  of  great  practical  value. 


THE   1937   YEAR   BOOK   OF   GENERAL   SURGERY, 
edited   bv   Evarts   A.    Graham,   A.B.,   M.D.,   Professor   of 
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We  will  mail  professional  samples  regularly 
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Surgery,  Washington  University  School  of  Medicine;  Sur- 
geon-in-Chief  of  the  Barnes  Hospital  and  of  the  Children's 
Hospital,  St.  Louis.  The  Year  Book  Publishers,  Inc.,  304 
S    Dearborn  St.,  Chicago.     $3.00. 

Among  the  features  attracting  particular  inter- 
est: Intratracheal  anesthesia  is  finding  more  favor; 
deaths  are  reported  from  nitrous  oxide,  sugar  is 
no  substitute  for  salt  as  an  intravenous  injection, 
silk  seems  to  be  more  and  more  used,  local  anesthe- 
sia is  useful  in  reduction  of  fractures,  the  use  of 
radiant  energy  to  sterilize  the  air  of  the  operating 
room,1  enthusiasm  for  thoroidectomy  for  heart  dis- 
ease is  waning,  morphine  sulphate  in  quarter-grain 
doses  is  injected  intravenously  in  severely  painful 
conditions,  44  shot  were  found  by  x-ray  examina- 
tion (France)  in  the  appendix  of  a  person  who  had 
had  no  symptoms  of  appendicitis,  chronic  appendi- 
citis causing  symptoms  is  a  rarity,  women  tolerate 
abdominal  operations  better  than  do  men,  early  or 
late  operation  in  acute  cholecystitis  is  still  being 
discussed. 

The  pointed  comments  of  the  editor  lend  zest 
and  worth. 

1.     Dr.  Deryl  Hart.   Duke  University. 


MENTAL  THERAPY:  Studies  in  Fifty  Cases,  by  Louis 
S.  London,  M.D.,  Formerly  Passed  Assistant  Surgeon  (R) 
United  States  Public  Health  Service;  Medical  Officer  United 
States  Veterans  Bureau;  Assistant  Physician  Central  Islip 
State  Hospital,  Central  Islip,  New  York,  and  Manhattan 
State  Hospital.  Wards  Island,  New  York.  In  2  volumes 
Covici-Friede.  Publishers,  432  Fourth  Ave.,  New  York 
S12.50  for  2  volumes. 

Since  1913  the  author  has  been  actively  inter- 
ested in  Freud's  ideas  and  practice,  and  he  is  a  firm 
believer  in  psychoanalysis.  The  book  is  divided 
into  six  parts:  Metapsychology,  Psychogenesis  and 
Psychotherapy  of  the  Neuroses,  The  Paraphiliac 
Neuroses  (Sexual  Perversions),  Psychogenesis  and 
Psychotherapy  of  Borderline  Neuroses,  Psycho- 
genesis and  Psychotherapy  of  the  Psychoses  (Schi- 
zophrenic), and  Psychogenesis  and  Psychotherapy 
of  the  Psychoses  (Cyclic).  The  evolution  of 
psychotherapeutics,  including  religious  miracles, 
makes  good  reading.  The  ideas  of  Freud,  Stekel, 
Adler  and  others  are  compared  and  contrasted. 
The  meaning  of  dreams  and  childhood  psychosex- 
uality  lead  up  to  a  discussion  of  hysterical  and 
anxiety  neuroses,  illustrated  by  case  reports.  A 
good  deal  of  the  dream  interpretation  falls  short  of 
being  convincing.  Among  the  cases  analyzed  are 
cardiac  and  gastric  neuroses,  sexual  impotence  and 
compulsory  thinking,  and  there  is  an  "Analysis  of  a 
Doubter."  Under  Sexual  Perversions  analyses  are 
made  of  18  cases,  from  homosexuality  to  Lesbian- 
ism. 

The  remainder  of  the  work  is  made  up  largely 
of  case  reports  of  the  various  grades  of  schizo- 
phrenia, paranoia  and  manic-depressive  psychoses, 
with  summaries  and  conclusions. 
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DOCTOR:You  Are  Invited  To  Attend 

THE  ATLANTA  GRADUATE  MEDICAL  ASSEMBLY 
Four  Days  of  Real  Post-Graduare  Instruction 

January  25,  26,  27  and  28,  193S  Day  and  Night  Sessions  at  Biltmore  Hotel,  Atlanta,  Ga. 

CLINICS,  MOVIES,  DEMONSTRATIONS,  LECTURES,  ROUND-TABLE  DISCUSSIONS 

FIFTEEN  DISTINGUISHED  TEACHERS 

MEDICINE:  Dr.  Ralph  Major,  Professor  of  Medicine,  University  of  Kansas,  Kansas  City. 

Dr.  Marion  A.  Blankenhorn,  Professor  of  Medicine,  University  of  Cincinnati,  Cincinnati. 
Dr.  Hugo  Roesler,  Assoc.  Professor  of  Medicine  (Cardiology),  Temple  University,  Philadelphia. 
Dr.  Allen  O.  Whipple,  Professor  of  Surgery,  Columbia  University,  New  York. 
Dr.  John  J.  Morton,  Professor  of  Surgery,  University  of  Rochester,  Rochester,  N.  Y. 
Dr.  Sherwood  Moore,  Professor  of  Roentgenology,  Washington  University,  St.  Louis. 
Dr.  A.  Graeme  Mitchell,  Professor  of  Pediatrics,  University  of  Cincinnati,  Cincinnati. 
Dr.  Arthur  J.  Bedell,  Ophthalmologist,  Albany,  N.  Y. 

Dr.  Harry  R.  Slack,  Associate  in  Otolaryngology,  Johns  Hopkins  University,  Baltimore. 
Dr.  Wm.  C.  Sandy,  Secretary  of  American  Psychiatric  Association,  Harrisburg,  Director,  Bureau 
of  Mental  Health,  State  of  Pennsylvania. 


SURGERY: 

ROENTGENOLOGY: 
PEDIATRICS: 
OPHTHALMOLOGY : 
OTOLARYNGOLOGY : 
PSYCHIATRY: 


Other  Speakers  in  Urology,  Orthopedics,  Preventive  Medicine,  Industrial  Medicine,  and  Surgery,  Obstetrics  and 

Gynecology. 

TIME  ALLOWED  FOLLOWING  LECTURES  FOR  ANSWERING  QUESTIONS  ON  TOPICS 

DISCUSSED 
Twenty-six  Hours  of  Instruction 


Registration  Fee — $5.00 


Any  psychiatrist,  we  are  told,  who  has  not  had 
at  least  ten  years'  experience  in  clinical  psychiatry 
and  does  not  understand  psychoanalysis,  has  no 
moral  right  to  attempt  the  analysis  of  schizophre- 
nia. The  author  believes  that  no  one  but  a  psych- 
iatrist should  try  to  delve  into  psychiatric  mechan- 
isms, and  that  all  cases  should  be  given  the  benefit 
of  doubt  and  psychotherapy  attempted  before  re- 
sorting to  custodial  care. 


PRACTICAL  PROCTOLOGY,  by  Louis  A.  Bute,  A.B.. 
M.D.,  F.A.C.S.,  Head  of  Section  on  Proctology,  The  Mayo 
Clinic;  Professor  of  Proctology,  The  Mayo  Foundation  ior 
Medical  Education  and  Research,  Graduate  School,  Univer- 
-lty  oi  Minnesota.  512  pages  with  152  illustration,  W.  B 
Saunders  Company,  Philadelphia  and  London  1037  Cloth 
S6.50  net. 

The  author  believes  that  progress  in  proctology 
has  not  kept  pace  with  that  in  other  branches  of 
medicine,  and  that  this  is  due  in  great  part  to  preju- 
dices and  obsolete  notions.  He  sets  himself  to  the 
task  of  doing  what  he  can  toward  breaking  down 
these  prejudices  and  influencing  those  who  read 
his  book  to  discard  these  obsolete  notions.  It  is 
refreshing  to  see  a  change  from  the  common  prac- 
tice of  deliberately  writing  a  book  (or  a  paper)  and 
then  apologizing  for  it. 

Both  the  disease  the  patient  has  and  the  patient 
who  has  the  disease  are  well  considered.     Preoper 


ative  catharsis  is  condemned.  Block  anesthesia  of 
the  sacral  nerves  is  most  satisfactory.  Intravenous 
anesthesia  will  probably  gain  in  favor.  Hot  packs 
and  morphine  are  favored  for  giving  post-operative 
comfort.  When  a  cure  [of  fissure]  is  produced  by 
medical  treatments,  probably  the  lesion  was  not  a 
fissure.  The  anus  should  not  be  stretched  forcibly 
before  exploration  of  the  tract  is  begun.  Thirty- 
two  per  cent,  of  the  author's  patients  with  hem- 
orrhoids had  known  of  their  trouble  for  ten  years 
and  80  per  cent,  had  waited  a  year  before  coming 
for  examination. 

The  whole  field  is  thoroughly  covered.  Conclu- 
sions arrived  at  by  sound  reasoning  on  many  thou- 
sands of  cases  are  set  forth  plainly  and  directly. 
The  illustrations  are  unusually  good  and  well  cho- 
sen with  a  view  to  supplementing  the  text. 


THE  CEREBROSPINAL  FLUID,  by  H.  Houston  Mer- 
iutt,  M.D.,  Assistant  Professor  of  Neurology,  Harvard  Med- 
ical School;  Director  of  the  Cerebrospinal  Fluid  Laboratory, 
Boston  City  Hospital;  and  Frank  Fremont-Smith,  M.D., 
Formerly  Assistant   Professor  of  Neuropathology,  Harvard 
School;    Formerly    Director   of    the   Cerebrospinal 
Fluid  Laboratory,  Boston  City  Hospital.    With  a  Foreword 
ER,   M.D.     333   pages  with   17  illustrations. 
binders  Company,  Philadelphia  and  London.  1937. 
1       :  00  net. 
One  is  prejudiced  in  favor  of  the  book  by  read- 
ing  in  lite  foreword:  The  present  book  attempts  to 
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minimize  such  statements  as:  "the  cells  may  be 
normal  or  increased,  the  pressure  may  be  high  or 
low." 

Examinations  of  some  20,000  fluids  constitute 
the  basis  of  the  book. 

An  instructive  historical  note  lays  a  background 
for  a  thorough  discussion  of  present  knowledge  of 
the  anatomy,  physiology,  chemistry  and  pathology 
and  the  clinical  bearings. 

A  detailed  chapter  on  methods  is  a  valuable  fea- 
ture. 


A  PRIMER  FOR  DIABETIC  PATIENTS,  by  Russell 
M.  Wilder,  M.D.,  Ph.D.,  F.A.C.P.,  Professor  and  Chief  of 
the  Department  of  Medicine  of  The  Mayo  Foundation, 
University  of  Minnesota;  Head  of  Section  on  General 
Metabolism,  Division  of  Medicine,  The  Mayo  Clinic.  Sixth 
Edition,  Reset.  191  pages.  W.  B.  Saunders  Company, 
Philadelphia  and  London.     1937.     Cloth,  $1.75  net. 

This  edition  has  been  revised  and  matter  added 
to  keep  it  up  to  its  established  standard  as  a  first- 
class  guide  for  diabetic  patients  to  use  as  a  refer- 
ence for  reminding  of  the  details  of  their  doctors' 
instruction.  It  well  teaches  what  a  diabetic  patient 
may  expect  and  how  he  must  cooperate  with  his 
doctor  in  order  to  realize  this  expectation. 
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